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[bookmark: _Toc487898385]Abstract

Communities of practice have been used as a way of sharing practice and developing knowledge. The End of Life Care Education Consortium was formed by three hospice education departments in the West Midlands, United Kingdom, with the support of the Strategic Health Authority, to provide education programmes for healthcare professionals in palliative care. As the Consortium worked collaboratively, I wanted to explore whether there was potential for it to evolve into a community of practice and whether there was scope for communities of practice being utilised in end of life care settings to share and develop practice. 
The literature review revealed there were no articles written on communities of practice in palliative care settings and demonstrated that the workplace is an important area for learning as new staff learn from more experienced members of the workforce. Communities of practice can be used for experienced staff to learn from each other and share practice with others from outside the community.
Case study research was used to explore whether the Consortium had the potential to evolve into a community of practice and if its members learnt from each other. Members of the Consortium were interviewed using semi-structured interviews, documents including my research diary, reports and notes from meetings were also used as data. Although the findings showed that the Consortium was not functioning as a community of practice it did have the key characteristics of one and there is potential for hospices to form communities of practice to enable staff to share practice and support each other. 
The findings demonstrated that for a community of practice to be successful it requires the support of management to allow staff to take part in community activities, seen as an important part of the organisation’s culture and there needs to be leadership to enable the community to develop.
Journal clubs, clinical supervision and multidisciplinary meetings are already in place and these could be ways of healthcare professionals sharing knowledge and learning together. The Nursing and Midwifery Council (2015) state that all nurses and midwives are required to revalidate every three years to enable them to practise as registered nurses; one of my recommendations is that communities of practice could be used to keep staff updated. Inviting healthcare professionals from outside the hospice to take part in community activities would enable knowledge to flow in and out therefore enhancing patient care.
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[bookmark: _Toc487898388]Introduction

This thesis is based on a case study which focuses on a consortium formed to provide professional development of educators for practitioners providing end-of-life care.  The contention is “could this consortium evolve into a community of practice.” Communities of practice (CoPs) have been defined as groups of people who share a concern, a set of problems or a passion about a topic and who deepen their knowledge and expertise in this area by interacting on an ongoing basis (Mc Dermott 2001; Wenger 2006).  They are found in a variety of settings including healthcare, and at the time of writing this thesis, there was no literature found on CoPs in palliative care. There are conferences and meetings held by hospices to share research and new initiatives which are more formally organised whilst CoPs are a way of people meeting to share their expertise in a more informal setting. However, in the case of this study the features of the Consortium are evidenced and the possibilities of supporting the professional learning of staff through this way of working collaboratively is critiqued. The study explores whether there would be any value in hospices forming a CoP to share their experiences, practice and engage in learning. The context in which the Consortium is set is explored. This includes partnership working in healthcare, the definition of palliative care and the importance of educating healthcare professionals in this specialist area. The study took place in the West Midlands, United Kingdom and involved three hospice education departments that made up the Consortium. The period that the study took place was between 2005 -2011 as this was the time when the Consortium existed. 
The Department of Health (DoH) (2009) favours more partnership working to enhance end of life care and a CoP could be a valuable way to share knowledge and develop practice. The End of Life Care Education Consortium (the Consortium) was formed to enable hospice education departments (hospices) to work together to provide education programmes for healthcare professionals (HCPs) to develop their skills and knowledge in palliative care. There were already education programmes provided individually by the hospices and the Strategic Health Authority (SHA) invited providers of palliative care education to form a consortium to provide a more robust programme. A consortium is defined as an association of companies that are formed for a particular purpose (Collins English Dictionary, 2012) and as the intention of the 
hospices was to provide palliative care education programmes together, it was agreed to call the association a consortium. The Consortium members did share expertise and I wanted to explore whether the Consortium had the potential to evolve into a CoP and if there would be any value in CoPs being formed in palliative care to support staff to engage in sharing practice to enhance high quality care for patients who are dying. 

Palliative care is an approach that addresses the quality of life for patients who have an incurable illness.  End of life care has been defined as:
Helping all those with advanced, progressive, incurable conditions to live as well as possible until they die.  It enables the supportive and palliative care needs of both patient and family to be identified and met throughout the last phase of life and into bereavement.  It includes physical care, management of pain and other symptoms and of psychological, social, spiritual and practical support (The National Council for Palliative Care (NCPC) 2007, p.3).
Palliative care is holistic and takes into consideration not only the patient’s needs but those of people who are important to them.  It is often thought to be for cancer patients only (DoH, 2008) but as the NCPC (2007) point out it includes patients with other life-limiting illnesses such as motor neurone disease, heart failure and chronic obstructive pulmonary disease. HCPs need to have the skills and knowledge to identify when a patient is dying to enable them to provide the appropriate care and hospices are in a good position to educate and support them because they are the major providers of palliative care (Wood and Clark, 2008).  
According to the DoH (2008) there are 175 specialist palliative care units in England and they are mainly managed and funded by the voluntary sector and only a small number are funded by the National Health Service.  The majority of end of life care is provided by a large number and wide variety of HCPs including doctors who have no specialist palliative care training (National Audit Office, 2008).  HCPs often feel they have insufficient skills and knowledge to provide palliative care (Barker et al., 2004) because end of life care has become increasingly complex as people are living longer and the incidence of multiple conditions in older people is increasing (National Audit Office, 2008).  Since the number of HCPs in specialist palliative care is small, there is a requirement to develop and educate HCPs to provide palliative care more effectively. One way of doing this could be for hospice education departments to work collaboratively to provide education, share their expertise and develop education programmes together. This had been the original intention of the Consortium:
Current and interested providers of Palliative Care Education across the [name] Cancer Network come together to form an Education Consortium and share the development, delivery, monitoring and review of identified and required education programmes.... Each education provider to identify their niche, expert and or chosen areas to focus on – these may be shared by more than one organisation (Workforce Development Directorate, 2004a).

The SHA saw the potential of palliative education providers sharing their knowledge with each other. Palliative care encourages multi professional working and CoPs could be an ideal forum for hospices to share expertise, which would include up to date information on all aspects of palliative care.  This could comprise of:
· Individual hospices forming a CoP so that they could work and learn together rather than work separately
· Involve professionals from other specialist areas to share their skills and knowledge with hospice staff
· CoPs could be valuable in supporting staff and improving patient care.
Working with other hospice education departments encouraged me to reflect on how organisations could learn from each other as they work together. It was finding a format where learning can take place that led me to consider forming a CoP. I used the Consortium as a case study to show how different organisations can work together, share knowledge and practice to develop their skills. I wanted to explore the Consortium members’ views on working together and if working as a consortium changed their practice.
During the research, there were changes in healthcare which affected how the Consortium functioned. These included the re-organisation of the Strategic Health Authorities in 2006 (they were reduced from 28 to 10) and the Recession of 2008 in the UK which changed the funding available to the SHAs. These changes impacted on the thesis because there was not the finance available for the Consortium and it disbanded. However, I was able to complete the thesis with the data acquired.
To help me explore the possibility of utilising CoPs in palliative care, a review of the literature was carried out to investigate and critique whether any studies have been undertaken relating to this form of professional learning.  Punch (2009) points out that before a research project has begun a literature review is required because there is a need to know what research has been carried out and to legitimate any arguments. The literature review included collaborative working, learning in the workplace and the evolvement of CoPs from how Lave and Wenger (1991) envisaged them in the development of apprentices to how they can be used in supporting experienced staff and in knowledge management. 
Following the literature review, the rationale for using case study and qualitative research will be discussed. The following data collection tools were used to explore how the Consortium members worked together:
· Semi-structured interviews with the Consortium members to elicit their views on how they felt about working with different organisations and whether this elicited any changes in practice,
· Exploration of documents such as reports written by the Consortium that gave an indication on how participants worked together on projects. Notes of meetings were reviewed which showed how the participants shared practice and mutually engaged in activities
· My research diary was used to provide my reflections on the research process and to support data collected.
Once data were collected, I needed to use the most appropriate method to analyse it and I used Creswell’s (2009) flowchart (Figure 5) which enabled me to make sense of the data and to develop codes that emerged from it. As the research was qualitative, methods to ensure credibility were explored, which included acknowledging and reducing bias by using a critical friend, voice of the participants and being reflexive by referring to documents and my research diary.
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The research process began with a review of the literature and I started with a review collaborative working because the Consortium was originally formed to work together to provide end of life care education for healthcare professionals; this then led to the importance of learning in the workplace as the Consortium learnt from each other as they worked together. 

The definition of a CoP was explored and how it evolved from the early days described by Lave and Wenger (1991) as a way of apprentices learning from experienced workers to become full members of a CoP to how it is now used in other fields such as education, healthcare and knowledge management.  Different aspects of what makes a CoP and what affects its development including the benefits and challenges were explored. Wenger, McDermott and Snyder (2002) write that CoPs cannot be formed by management but they do need support from their organisations and I discussed this using the literature in relation to the culture of the organisation and whether knowledge sharing was encouraged. This then led to me reflecting on a framework for what makes a CoP and how this can be applied to the Consortium.

A literature search was carried out using databases such as SWETSWISE, Proquest and the University database of electronic journals, a search of journals and books was carried out using the following key words and phrases:
· Collaborative working
· Learning in the workplace
· Community of practice
· Knowledge management
· Social learning.

The literature was searched on a variety of disciplines including education, business and healthcare and there was none found relating specifically to palliative care. 

[bookmark: _Toc487898391]Collaborative working
Collaboration normally results in either an exchange of information or a joint agreement or commitment to action between two or more parties (Clegg, Kornberger and Pitsis, 2005). Linden (2002) agrees but points out that it is about joint working and ownership and encourages the sharing of appropriate information with each other through working together on projects to improve working practices. By sharing practice, organisations can trigger knowledge creation by bringing different expertise together (Clegg, Kornberger and Pitsis, 2005). For collaborative working to be successful, professionals and organisations need to be willing to work together, respect each other’s roles and trust each other. Gittell, Godfrey and Thistlethwaite (2013) support this by noting that inter-professional collaboration happens when there is sharing of goals, shared knowledge and mutual respect and this could lead to the development of a CoP if healthcare professionals (HCPs)y want to learn together and share practice.
Collaborative working in healthcare has been encouraged in response to healthcare becoming more complex because people are living longer and have multiple co-morbidities and this has encouraged more specialism in healthcare (National Audit Office, 2008). Gittell, Godfrey and Thistlethwaite (2013) agree that in healthcare around the world the focus is to provide higher quality and cost-effective care because of the rise in healthcare costs due to the aging population and the increase in chronic illness. As palliative care involves many aspects of care, it requires collaboration in all care settings including hospitals and the community (Hall et al., 2006). This includes:
· Symptom control
· Assessing for equipment to enable a patient to have a good quality of life and   maintain independence for as long as possible
· Social issues
· Spiritual care
· Psychological support.
As HCPs can bring different aspects of care to a patient, collaboration could improve patient care, however, there are concerns about sharing patient care. Alsop (2010) comments that there can be resistance from some HCPs in sharing care and the perception that specialist palliative care is for cancer patients only. So, there needs to be more understanding of each other’s roles to improve patient care and that palliative care includes other conditions as well as cancer. Gittell, Godfrey and Thistlethwaite (2013) note that interprofessional education can enhance patient care as there is a better understanding of each other’s roles. By HCPs learning together pre-registration it is believed that this encourages good working relationships post qualification (Pollard and Miers, 2008) and promoting inter-professional working encourages each discipline to understand each other’s roles, develop good communication and this could improve patient care.
Although the literature explored the importance of inter-professional working, it does not always improve patient care.  Knowles et al. (2013) investigated the experience of patients with long term conditions and the incidence of depression. What they discovered was that despite the growing evidence for collaborative care, there is still a gap between what was demonstrated in trials to the implementation in everyday practice (Knowles et al., 2013). Finding ways of bridging the gap between research and the reality of practice needs to be explored. Using CoPs could encourage professionals to get together to reflect on their care to provide optimum care for patients and develop effective communication networks. 
Communication is essential for good working relationships and understanding each other’s roles (Wenger, McDermott and Snyder, 2002). However, as Gittell, Godfrey and Thistlethwaite (2013) warn, communication can be an issue because relationships can be deeply embedded in professional identities and organisational culture and these are difficult to change. As healthcare becomes more specialist there is a risk that professionals will work independently of each other and finding ways of developing links with other professionals to enhance patient care is required.  Alsop (2010) carried out a project that explored collaboration between community matrons (who care for patients with long term conditions) and specialist palliative care nurses. She concluded that to facilitate the best care possible for the patients at the end of life practitioners need to understand each other’s roles and establish ways of working collaboratively (Alsop, 2010).
Finding ways to improve working relationships could be through inviting different healthcare professionals to join a CoP. For example, Bandy, Condon and Graves (2008) describe how librarians worked with the multidisciplinary teams in a hospital to provide knowledge-based information and the outcome of this work showed significant improvement in staff satisfaction. For example, the librarians working with the staff in Oncology were able to develop a “directory the staff needed to locate essential practitioners who aren’t routinely on the unit” (Bandy, Condon and Graves, 2008, p.444). This meant that the specialist required could be contacted quicker in an oncology emergency therefore improving the patient’s care. As the librarians became more involved with the teams they became aware that better communication between teams reduced duplication of work (Bandy, Condon and Graves, 2008). 
The formation a CoP may be one way of encouraging collaborative working as it could bring different disciplines together. Mitchell, McKenna and Young (2008) found that collaboration in a CoP between its members had a positive effect on knowledge and skills. By taking part in the CoP new relationships were developed and this helped overcome professional isolation by staff who were unable to attend regular professional development activities (Mitchell, McKenna and Young, 2008).
There are many advantages in working together to provide healthcare but there are barriers and disadvantages in working in partnership with others. Clegg, Kornberger and Pitsis (2005) argue that companies were reluctant to work with others because there was a concern that competitors would take their ideas therefore, there was a lack of trust. Although organisations that collaborate can bring together different expertise, if cultural barriers block the flow of knowledge or if one partner is not open then learning cannot take place (Clegg, Kornberger and Pitsis, 2005). For knowledge to develop it needs to be able to flow in and out of organisations and this can be through collaborative working; however, organisations need to be prepared to allow knowledge to go out of organisations for knowledge to be brought in (Brown and Duguid, 2001). 
Different disciplines can have different priorities and this can cause friction between team members and so working together can break down barriers as professionals develop an understanding of each other’s role (Hall et al., 2006).  Lathlean and Le May (2002) carried out two action research projects in outpatients and primary care to explore collaborative interagency working using CoPs. They discovered that when they first formed a CoP each discipline had different priorities. This is supported by Swan, Scarborough and Robertson (2002) who discovered that there were differing opinions between urologists and the radiotherapists on brachytherapy (a treatment for prostate cancer).  The most important factor that the professionals agreed on was curing the disease and this is what brought the CoP together.
For collaborative working to be effective the parties involved must be prepared to trust each other and have mutual respect (Wenger, McDermott and Snyder, 2002). Encouraging inter-professional learning could be a way of breaking down barriers between professionals. In healthcare, different disciplines work together on a regular basis and there are opportunities to learn from each other as the literature has demonstrated. Working together can break down barriers as professionals develop an understanding on each other’s role (Hall et al., 2006). From my clinical experience, this can be through HCPs working together by organising joint visits and reflecting in groups such as a CoP to review the best possible care.

[bookmark: _Toc487898392]Learning in the workplace
Learning does not just occur in formal settings such as universities or schools; it can happen in the work place (Eraut, 2008).  Working together can enable people to learn from each other and the workplace has become a useful venue to learn informally.  However, the workplace’s main aim is not learning; learning happens when workers engage in work activities and is often regarded as a by-product of working with others (Eraut, 2008).  Billett (2008) agrees that learning is the process in which workers interact with each other in the workplace and acquire knowledge from each other as they work together. Therefore, the workplace is an important area for learning because workers are able to interact and share practice to allow them to develop new skills from each other. Lave and Wenger (1991 p.34) call this “situated learning” which they describe as “learning in everyday practice through social interaction”.  Apprentices learn from observing more experienced colleagues, then they have the opportunity to practise the skill supported by the experienced colleague.  Lave and Wenger (1991) point out that it is the relationship with the other apprentices and masters that facilitate the opportunities to learn.

New members of staff may need support in their new role. For example, Boyd and Lawley (2009) investigated the experiences of nurse lecturers in becoming part of a university and on their professional identities in the work place. They believed there was a need to support newly appointed lecturers in developing their roles not just formally but in a more informal way such as a CoP. The new member not only needs to be competent in their role but has to be accepted by the community members. 
Eraut (2008) notes that although a new member of staff could be given professional competencies to complete, it is whether the expectations of the experienced colleagues are met that is seen as important to community members. Mallinson et al. (2006) agree that there may be other reasons besides competencies that can control whether a person is invited to take part in a CoP such as time restraints of workload.

Although learning in the workplace occurs not all workers recognise it because the learning process is often perceived for new members of staff, and it is not always obvious to the more experienced members.  Wenger (1998) observed in his study of claims processors and learning in their area of work that they did not appreciate that they learnt through their job despite talking about change and sharing new ideas. The claims processors tended to view learning as only for new members of staff. However, when Wenger (1998) asked directly about learning the claims processors felt that they learnt through their practice rather than their job. Eraut (2007) agrees that informal knowledge can be gained through working and workers are not always aware that they can learn through the work they do. 
Learners may learn the theory of a new skill in the classroom but need to be exposed to a particular practice to gain a new skill. Egan and Jaye (2009) stated there can be an issue of linking theory learnt in the classroom to what happens in practice because learning in the classroom can be controlled by the teaching staff whilst in practice learning is affected by learning opportunities as they arise. So, if a learning opportunity does not arise whilst a student is in a particular area of practice they cannot practise that skill.
The workplace is an important area for learning about the role and new skills and utilising the best way of learning is required. For example, in a hospice new member of staff will spend time with a more experienced nurse to gain new knowledge and to meet members of the multidisciplinary team to gain insight into their roles.  It is not just the learning of new skills but learning to be accepted into the group that is required and so it is the social interactions that can enable a new member to be accepted as part of the group (Eraut, 2008). CoPs could be a way of introducing new staff to an area where not only learning can take place but socialising with other members enables them to become part of the community. 
[bookmark: _Toc487898393]Communities of practice
The literature on CoPs is heavily influenced by the work of Lave and Wenger (1991) and the ensuing work of Wenger (1998; 2000; 2006). Lave and Wenger (1991) have been credited with the concept of CoPs and they define learning as “a situated activity [that] has its central defining characteristic, a process called legitimate peripheral participation” (Lave and Wenger, 1991, p.29).  That is, learners participate in a CoP and acquire the skills from more experienced members and as their knowledge and skills develop, the new members become full members of the community (Lave and Wenger, 1991). Fox (2000) agrees that:
Since newcomers start by participating in a practice, or set of practices, and this immediate contribution makes them a legitimate member of the community. As they master more and more of these peripheral practices their legitimacy increases within the group; socially they move towards the centre and identify personally more and more with the community of practice in question (Fox, 2000, p. 855). 

It is not purely learning from experienced members of the community, but learning from each other and how others interact with each other. Lave and Wenger (1991) investigated five case studies of apprenticeship and discovered that the apprentices learnt from each other as well as from the more experienced. Through learning and developing new skills, the ‘newcomers’ can become more confident and competent and then become full members of the community. CoPs not only encourage the development of new members of staff but can instigate knowledge sharing between each other. 

CoPs are defined as groups of people who share a concern, a set of problems or an interest in a topic and develop their knowledge and expertise in this by interacting on an ongoing basis (Braithwaite et al 2009; Bandy et al 2008; Wenger 2002). Wenger, Trayner and de Laat (2011, p.12) support this by defining a CoP as “a learning partnership of people who want to learn from and with each other about a particular area of interest and use each other’s experience as a learning resource.”

Community of practice theory has its roots in social learning and as learning at work is involves participation, it is regarded as a social activity (Hildreth and Kimble, 2008). Boyce (2011) describes social learning theory as being based on people learning by observing others, consequently learning from the more experienced. Fox (2000, p.853) supports this and points out that situated learning as described by Lave and Wenger (1991) has become “a type of social learning theory” and individuals learn by taking part in a shared activity. Although learners acquire knowledge and skills from more experienced members of the community, they can learn from each other about a particular area of interest; this includes sharing experiences with others, problem solving, supporting each other as well as developing new members in an informal arena. This can be done through collaborative working which can be a useful way of sharing ideas and practice (Wenger, Trayner and de Laat, 2011). 
Wenger (2000) argues that it is the way in which people engage with each other and with the world which shapes their experience. Through learning a member of the community will become a full member by taking part in everyday practice as well as participating in the social activities, production processes and other activities of the CoPs (Lave and Wenger, 1991). As mentioned earlier, it is not just learning the skills, but socialising with the other members is required to become a full member of the community and as Billett (2008, p.40) comments “workers need to engage in the socioculturally-derived and supported practices that make up the workplace in order to secure the knowledge required for work.” The CoP members must want to share knowledge with others to develop their own knowledge and to do this they need to trust other members to develop good relationships. 
CoPs may vary in size, structure and can be formed in different environments, Wenger, McDermott and Snyder (2002) and Wenger (2006) claim that they all have:
· A domain of knowledge 
· A community of people
· Shared practice
For the CoP to learn together there needs to be:
· Mutual engagement
· Shared repertoire
· Joint enterprise.

These key characteristics will now be explored. Wenger, McDermott and Snyder (2002) believe that a distinct domain of knowledge gives the community purpose and value to its members because it encourages the community members to contribute, participate and promotes learning.  The community needs to identify with the domain and this is simpler when there is already an established discourse, as in the case of a professional discipline because there is the familiarity of the knowledge that is required to develop (Wenger, McDermott and Snyder, 2002).  For example, journal clubs and case conferences have been a part of medicine for many years and are used as a way of sharing new knowledge and research. Esisi (2007) describes journal clubs as education meetings where colleagues meet to critically evaluate articles in the literature and encourage the application of research in clinical practice. There are new initiatives and research in palliative care and using journal clubs in hospices is a way of keeping staff updated and encourages them to review new practice and are good examples of a joint enterprise.

A joint enterprise is a shared goal and it arises out of negotiation with members of the community (St Clair, 2008). Price and Felix (2009) describe how journal clubs using the CoP concept, learning had taken place with the members sharing experiences and ideas. To encourage the community to develop the domain there has to be shared practice and this is achieved by the members mutually engaging in activities. 
Mutual engagement is based on social relationships and how its members interact with each other (Davies 2005; St Clair 2008); this can be through regular events such as meetings or virtual meetings via the internet (Guldberg and Mackness 2009; Lathlean and Le May 2002). As the community members interact with each other relationships develop and the community members learn from each other (Wenger, 2006). 

[bookmark: _Toc487898394]Figure 1. Key characteristics and dimensions of a community of practice (adapted from Wenger, McDermott and Snyder, 2002).



The community members may work in different organisations but they come together as they share the domain of knowledge and are willing to share ideas and learn from each other. As the members begin to know each other better, trust develops enabling them to share experiences and develop practice and this can take time.  Fuller et al. (2005) gave an example of two departments in a school which had differences in their work culture. The art department consisted of very experienced teachers who had worked well together for a long time, shared ideas with each other and remained very enthusiastic about their work. However, in the IT department there was a high turnover of staff and they were less experienced; these factors plus the classrooms being scattered throughout the school may have contributed to a lack of collaboration (Fuller et al., 2005). This demonstrates that staff must have good relationships, want to share practice and have a balance of experience and inexperienced staff for the CoP to be successful.

Although good relationships are required for a CoP to be successful, there is a risk that a well-established community may become static and resistant to change (Braithwaite et al. 2009; Roberts 2006). Wenger, McDermott and Snyder (2002) claim that if the community members are too familiar with each other they will not question what is accepted practice and there could be a lack of willingness to challenge others and this can prevent the development of practice.  Although a shared practice is a resource, it can become a liability because it can create barriers to outsiders and can prevent practitioners from seeing what does not fit their criteria and so hindering its own development (Wenger, McDermott and Snyder, 2002). Davies (2005, p.562) writes that “where the outcome or product from a group is not concrete, its shared enterprise may not be obvious to an outsider, indeed, the mechanisms of such a group can be entirely opaque to those not considered a member.” This is because outsiders may not have the shared repertoire and not understand the language used which would prevent them from joining the CoP.
Fuller et al. (2005) argue that little attention has been paid by Lave and Wenger (1991) to the significance of newcomers on the more experienced members of the community. This was addressed by Wenger (2000) who pointed out that inviting new members to join a community can help prevent practice becoming stagnant as they may challenge what is recognised practice. Wenger (2000) warns that although CoPs can encourage new learning there is a risk that its members may not be receptive to new ideas. Its members must want to learn from each other and this could be through the formation of a CoP with different professions. For example, Lathlean and le May (2002) in two action research projects formed CoPs to explore four key areas of health and they wanted interagency collaboration. The communities chose their own members from professionals they already knew, but soon discovered there were gaps in knowledge and expertise and invited other professionals to join (Lathlean and le May, 2002). Therefore, it is important to invite new members to join the CoP so that new knowledge and be created.

It is the development of shared practice that allows a CoP to progress (St Clair, 2008) and workplace communities can provide a useful forum to assist personal and professional development by allowing individuals to collaborate and share experiences (Andrew et al., 2009). The community members are committed to learn together but they do not always work together on a daily basis or work in the same organisation and they may never meet in person. Andrew et al. (2009) reviewed a CoP of international nurse lecturers and discovered that a CoP can develop the skills and talents of like and diverse populations and this helped both challenge and develop professional teaching practice.  However, the members do need to interact regularly to facilitate them to share knowledge and practice (Andrew et al., 2009).
For a CoP to develop it requires a shared repertoire of resources which includes experiences, stories, tools and ways of addressing problems (Wenger, Trayner and de Laat, 2011).  Not having a shared repertoire of knowledge can be a reason for a CoP not developing effectively. Venters and Wood (2007) noted in their study of the British Council and the development of a CoP, that the Country Directors all worked differently and did not have a shared repertoire and institutional practices were seen as one of the reasons for the failure of the CoP (Venters and Wood, 2007).  The members of the CoP must want to learn together and understand how each other function and Mallinson et al. (2006) agree that where there was no shared repertoire there was no connection with the CoP. In their study of the public health workforce and communities of practice “people who defined public health practice as effectively irrelevant to them in their working lives” did not connect with the CoP in public health (Mallinson et al.2006, p.281).
Wenger (2006) states that there are three key characteristics and dimensions of a CoP (Figure 1) but Hildreth and Kimble (2008) argue that  as CoPs vary in size and can be formed in different settings, it would be more beneficial to explore the characteristics of a CoP and regard it as an umbrella term covering a number of groups which may have some or all of the characteristics.  These characteristics include:
· CoPs often grow informally around a need and have voluntary membership
· Whether the CoP is externally or internally driven, there needs to be a common goal or purpose that motivates its members
· It can be a small group that focuses on a particular area and have common language and local knowledge
· CoPs are not static.  They develop and evolve through time
· Relationships are key.  These can be informal and are based on trust and confidence 
· A key defining characteristic is internal motivation and it is this that motivates a CoP rather than externally imposed goals or targets.  As well as development of relationships it can contribute to a feeling of identity and community (Hildreth and Kimble, 2008, p.xi).
These characteristics do support the structure indicated by Wenger, McDermott and Snyder (2002) and that the members need to identify with the CoP, want to develop their practice and knowledge base.  Wenger (2006) and Hildreth and Kimble (2008) concur that CoPs require a common goal, are internally driven and have a focus such as a domain of knowledge. For a CoP to be successful the community members must be prepared to work and learn together and invite new members to enable practice to develop. In summary, CoPs are useful way for workers to get together to develop practice and to allow them to do this they should participate in the community’s activities.
[bookmark: _Toc487898395]Participation	
According to Wenger (1998) and Davies (2005) there are three forms of participation: 
· Full participation
· Peripheral participation
· Marginal participation.
Participation can depend on the experience of the CoP member and it is thought that the new members may start on the periphery and then move on an inbound trajectory to full participation through the process of legitimate peripheral participation. Lave and Wenger (1991) state that full participation in the community includes engaging in the technology of practice and taking part in social activities of the CoP. New members tend to observe, but as they become more competent they become more active members of the community as discussed earlier. By taking part in the community activities, learners start to understand the meaning of their actions as they become more involved in the CoP (St. Clair, 2008). This gives the impression that the trajectory is straight forward and not complex. However, this is not always so and how a member moves along the trajectory can be affected by internal and external factors as the following example demonstrates. 
Fuller et al. (2005) investigated three companies that employed apprentices to see whether they moved from periphery to full participation.  They found that the companies had different approaches to learning – Company A, the first year was spent outside the company in colleges, Company B, the apprentices worked alongside more experienced members of staff and Company C, had fewer opportunities to gain formal qualifications (Fuller et al., 2005). The trajectories were different for the three companies with varying opportunities for learning affecting their trajectory from peripheral to full participant (Fuller et al., 2005). The apprentices in Company A were given an expansive training programme and became well rounded experts, which took time and were able to link with other CoPs. In Company B, the apprentices’ trajectory to become a full member of the CoP was quicker than Company A but they were restricted to their particular area of work (Fuller et al., 2005). In Company C, the apprentice was not as well supervised and there was not a well-developed programme of learning which was available for the apprentices in Company A and this showed that apprentices need to be well supported by an education programme to become full members of the CoP. The management styles and the external pressures were all different in the three companies and this influenced the participation of the apprentices (Fuller et al.,2005). 
Davies (2005) argues that how the members move from the periphery to the full participation is not always clear and not all members of the community start off at the periphery.  For example, teachers working in vocational training in Australia were seen as expert newcomers, rather than newcomers (Harris and Simons, 2008).  As expert newcomers, they would bring their knowledge and skills which they could share with the rest of the community therefore helping to develop the domain of knowledge. However, they needed to be accepted by the other members of the community and that developing relationships was important to be accepted into the community and as Harris and Simons (2008, p.148) pointed out as the vocational education teachers moved from the periphery to full participation “they needed to build their legitimacy beyond initial recruitment and this process took time.” 
Not all new members of a CoP will be inexperienced but they still may have concerns about being new. Eraut (2008) states that a key feature of a newcomer is being unfamiliar with the environment and what is expected of them. Newcomers to any organisation will bring with them their own skills and experience and it is this previous experience that helps develop the learner in their new environment and develop them as a person (Eraut, 2008).  Boyd and Lawley (2009) support this as they found that new nurse lecturers came with professional knowledge but felt like newcomers and experienced high levels of stress as they had not worked in a university environment. Although they were experienced clinicians, they needed support from more experienced university staff to enable them to develop their new skills in an unfamiliar environment. 
Some members of a community may not move from the periphery to the full participation and there could be a number of reasons for this.  Guldberg and Mackness (2009) took part in an international online workshop on CoPs and the aim of the workshops was to facilitate the participants to develop their knowledge of CoPs and encourage connection and support between its members. What they found was that a large number of the participants were described as being at the periphery and did not move along the trajectory from the periphery to full participation.  The possible reasons were that the more active members coped better with the technology and adapted their learning strategies to the learning environment (Guldberg and Mackness, 2009).  Being a more active member of a CoP requires more than sharing practice; the members need to feel confident about taking part and to relate well to other members.  However, they did acknowledge that the workshops were only for seven weeks and normally within a CoP, there would be more time for a learner to develop skills and, with the support of the community, move from the periphery to full participation (Guldberg and Mackness, 2009).  This is supported by Egan and Jaye (2009, p.109) who found that medical students were placed for short periods in a variety of departments and did not have the opportunity to become full members because they were not always exposed to a learning activity as “this is largely controlled by the clinical staff of the service, and learning is determined by the opportunities that arise and the participants’ (including the patient and clinical staff) response to them.”
The members’ participation would also depend on the importance they place on the CoP. Mallinson et al. (2006, p.276) found there were two reasons why participants did not want to be full members of the CoP “first, some individuals were fully committed to other interests and activities and this precluded a more active involvement; second some appeared to value their ‘outside’ position because of the freedoms they felt it gave them.” Therefore, some members may choose to be at the periphery of the CoP as this would suit their way of working.
The final level of participation is marginal participation and there are differences between peripheral and marginal participation. Wenger (1998) points out that the peripheral member may only want to have limited involvement with the CoP, whilst the marginal member could be prevented from becoming more involved. For example, Mallinson et al. (2006) observed that the marginal members could not connect their way of working with the full members, who worked in public health and others excluded themselves because “the way local workers misconceptualise ‘public health’ and fail to see the connection between it and their own health-related work practices” (Mallinson et al. 2006, p. 282).  The difference between peripheral and marginal participation is not always clear and “the difference would appear to be one of access” (Davies, 2005, p.565), for example, some members have the choice to be on the periphery whilst others are marginalised and she suggests that that “essentially, it must be a question of sanction” (Davies, 2005, p.566) and being accepted as part of the community. 

Participation will vary because of the different types of membership in the community. Wenger, McDermott and Snyder (2002) suggest that the members are split into 3 main groups:
· Core group
· Active group
· Peripheral group
The core group is often small, actively takes part in the projects, identifies topics for the community to address, are the heart to the group and require full participation (Wenger, McDermott and Snyder, 2002).  It needs to be active and McDermott (2001) recognises the importance of the core group developing the domain of knowledge by inviting participation of people they know. However, there is a risk that by involving people known to the core group can promote the hoarding of information which can encourage an in-group which prevents others from joining (Baithwaite et al.,2008). 
The core members need to value the CoP to develop its domain of knowledge and be aware of any barriers that prevent participation.  Mallinson et al. (2006) commented that core members of a community of public health practice championed public health in their interviews but were aware of barriers that may prevent collaborative working.  They discovered that there were concerns about what public health is, who is involved in it and that the perception was that public health was a medically dominated profession (Mallinson et al., 2006). So, if somebody wants to become part of a CoP, they need to feel that they have the correct attributes so that they are accepted by the rest of the community. 
Davies (2005) maintains that the core of the community of practice concept exists in the importance of doing things in a way which reinforces membership in that CoP and as St Clair (2008) warns, CoPs can be conservative because they tend to emphasise the way things have always been done.  The core members may not be willing to listen to new ideas and ways of working especially from new members who may not be as experienced.  Hierarchy can be seen as important and it is not just learning and engaging in community practices that ensures entry into the community but acceptance by the members who have status (Davies 2005). St Clair (2008) cautions that there is a possibility that CoPs can overlook this wisdom of peripherality, and focus resources on core knowledge and core participants. It is important that the community members are be able to discuss issues and concerns they may have about the community to be able to move practice forward and the core group needs to encourage its members to take part in activities. 
The next level of the CoP is the active group and these members attend meetings regularly and participate occasionally in the community forums but without the regularity or the intensity of the core group (Wenger, McDermott and Snyder, 2002).  They have an interest in the CoP but do not want or may be unable to be core members. Andrew et al. (2009, p.609) found that the active members of the CoP “enjoyed the experience of linking with other teachers throughout Europe and beyond.” This CoP was an online community and they perceived that the “advantages of the online CoP were detailed as being the practice orientated nature of the communication, easy accessibility online flexible communication, learning from other worlds and perspectives” (Andrew et al., 2009, p.610) which encouraged the community members to take part in its activities.  This is supported by Short, Jackson and Nugus (2010) who pointed out that being an active member of a CoP can enhance practice and research skills by encouraging practitioners to take part because an innovative CoP will bring together practitioners and academic researchers to collectively explore locally relevant topics. Therefore, the research would then mean more to the practitioners as they would appreciate the relevance in their area of work and enable them to share practice and develop the domain of knowledge. By enhancing the practitioners’ knowledge through participation in a CoP, “it is expected to foster interest in and pursuit of, further education, as well as impacting on workplace issues and ultimately enhancing the quality and safety of patient care” (Short, Jackson and Nugus, 2010, p.55). 
The final group are the peripheral members who tend to rarely participate but observe the interactions between the core and active groups (Wenger, McDermott and Snyder, 2002) and this may be because they feel that their contributions are not appropriate or because of the lack of time to participate more (Mallinson et al. 2006; Wenger, McDermott and Snyder 2002).  The peripheral members can add value to the core and may use the community to find out who is working on new projects or creating new knowledge (McDermott, 2001).  Just because a member is passive, it does not mean that they are not deriving some benefit from the interactions of others (Andrew et al. 2009; Guldberg and Mackness 2009).  A peripheral participant has partial participation and this can be seen as an opportunity of learning (Davies 2005; Lave and Wenger 1991). As discussed earlier, new members of the community may have peripheral participation and as they develop their knowledge and skills, they become more active members. Community members may move through the different stages and this is important because it allows the members to feel like full members of the community (Wenger, McDermott and Snyder, 2002). 
There are different forms of participation in a CoP and each has an important role to play.  Wenger (1998, p.117) comments that “the ability to have multiple levels of involvement is an important characteristic of communities of practice, one that presents opportunities for learning both for outsiders and for communities.”  This encourages development and prevents the community becoming stagnant and in fact “the periphery is a very fertile area for change” (Wenger, 1998, p.118). 
CoPs will include members of varying expertise, experience, personality and authority (Roberts, 2006).  There is a possibility that those members who had full participation would have a greater role and have more power in the negotiation of meaning (Roberts 2006; Wenger, McDermott and Snyder 2002). For example, in healthcare, consultants are in charge of a patient’s care and would lead on what was considered standard practice. Treatment for prostate cancer had been surgery, and the project was set up to introduce a new treatment for prostate cancer (bradytherapy) (Swan, Scarborough and Robertson, 2002). They observed that there were issues of power between urologists and radiologists over the care of the patient and concerns around varying practices and power relations.  As the treatment was new to the urologists they felt threatened and there was resistance to change because:
It [bradytherapy] is a method that directly competes with radio prostatectomy which is what they do … also they are trained as surgeons and it is difficult for them to embrace a multidisciplinary approach when they have been used to be being in charge of everything (Swan, Scarborough and Robertson, 2002).  
St Clair (2008) agrees that power can be an issue and can distract from important questions about the purpose of the community, its conservatism and ways in which power operates.  
Power differences between the community members does not always have a negative effect.  An expert will have more power than a novice but this power derives from the ability to contribute to the knowledge of the CoP and not from formal authority (Wenger, McDermott and Snyder, 2002). As a learner becomes more competent and confident, they will develop more power and this can be seen as a threat to the ‘oldtimers’ (Lave and Wenger, 1991). As Fox (2000) points out:
Practices evolve partly through the agency of the members of the community as ways of working are changed. What is sacrosanct to one generation may be changed by the next. Different masters may compete with each other in leading the way to the future (Fox, 2000, p.856).
It is not only power within the CoP that can influence its development but power within the organisation in which the members belong can have an impact and internal pressures from the managers may inhibit the members from engaging in community activities (Roberts, 2006). Staff may want to take part in a CoP and appreciate the importance of sharing practice but for it to be successful, the management need to recognise the importance of learning. As Wenger, McDermott and Snyder (2002) point out, CoPs can develop without the support of management but to thrive they need their support. For the domain to be effective, it needs to be important to the community members and relevant to organisations.  If it lacks relevance to the strategy of the organisation it will have limited influence (Wenger, McDermott and Snyder, 2002) as community members would require time to take part in the CoP activities.
Power in a CoP can be linked to a variety of factors such as expertise and the role of the member in the community and this can change within the CoP as its members develop more knowledge and gain more confidence to challenge the more experienced members. For the community members to have influence in a CoP they need to identify with it and regard it as an important part of their work and development. 
[bookmark: _Toc487898396]Identifying with the community of practice
For practice to develop, the community members need to engage with one another and acknowledge each other as participants; the formation of a CoP is about the negotiation of identities (Wenger, 1998).  It is the working together in practice and the social identity that makes participants members of a CoP (St. Clair 2008; Swan, Scarborough and Robertson 2002).  As Wenger (2000) points out identity is crucial to social learning systems because of three reasons:
· It combines competence and experience into a way of knowing and who to trust and share knowledge
· The ability to deal productively at boundaries depends on being able to engage and suspend identities and to open identities to other ways of being in the world
· As members belong to several communities the experience at the boundaries can be personal. Identities develop as the person deals with boundaries themselves.
                                                                                                 
The members of the community need to have a common interest in a particular field and identify with each other (McDermott, 2001). For example, hospice staff can identify with each other as they have the specialist knowledge in palliative care. As Wenger (2000) suggests members will identify more with some communities than others because they may be involved more in one community than another and this will depend on their experience and knowledge.   
Identity is created and sustained through participation and non-participation (Mallinson et al., 2006).  As members develop and learn from each other their identity can change and they may become more active members. Guldberg and Mackness (2009) suggest that the community members’ identities change as they become more involved in the community and develop relationships within it and with others outside of it. 
One way of developing identity is to open up trajectories, for example, an inbound trajectory invites newcomers to become full members whilst a peripheral trajectory allows a person to interact with the community without being committed to being a full member and being a member of more than one CoP will influence how the identity develops (Wenger, 2000).  Triggs and Johns (2004) observed that when researchers and teachers met as a community, there were changes in how they worked together. As they worked together they got to know each other and eventually the boundaries between to the two disciplines became permeable.
 A person can be a member of several CoPs and they may identify more with one than another (Wenger, 2000).  Multi-membership is an important aspect of identity because members can bring in new knowledge so the learning cycle can continue indefinitely (Wenger, McDermott and Snyder 2002; Wenger 2000). Some members want to remain on the periphery and prefer to work with different communities as knowledge brokers. For example, librarians were able to provide specific knowledge to share between teams and acted as knowledge brokers (Bandy, Condon and Graves, 2008).  Wenger (1998) describes brokering as a common feature of the relationship of a CoP with others outside the community and it can be used as a way of introducing new or revised practices into a community (Davies 2005; Wenger 1998).
To enable a member to act as a broker, they would be required to be a member of more than one community (Davies 2005; Ayas and Zenuik 2001) and this would allow the exchange and sharing of knowledge between different communities.  The broker to work successfully has to be well respected in all communities “brokering requires an ability to manage carefully the coexistence of membership and non-membership, yielding enough distance to bring a different perspective, but also enough legitimacy to be listened to” (Wenger, 1998, p. 110). 

To support successful boundary work there has to be trust within the community and through boundary interactions (Wenger, McDermott and Snyder 2002). Bandy, Condon and Graves (2008) demonstrated that utilising librarians as brokers helped develop and share knowledge between the different teams in a hospital and they gained insight into the issues faced by care givers which they would not have had if they had just taken search requests and not become involved in the CoP. Yet the use of librarians was not always used to the full potential in other areas. Gabbay et al. (2003) observed that the community members used local and personal experience rather than the expertise of a librarian who would have been able to access more evidence. 
In some areas using external resources of knowledge and brokering was considered important.  Swan, Scarborough and Robertson (2002) supported the concept of the broker by observing that the scientific manager reviewed the scientific papers on prostate cancer and translated them into a form that was understood by doctors and sales staff. However, they noted that the knowledge broker did need to have common ground with the different groups and this may have helped the CoP members trust her as she had the relevant background (Swan, Scarborough and Robertson, 2002).  Roberts (2006) concurs that if there is a trusting relationship, members of the CoP are more likely to share practice and this leads to higher levels of openness.
However, there can be tensions for members if they are members of different communities.  For example, Harris and Simons (2008) reported that the vocational education teachers were able to be seen as part of the company they were seconded to because of their previous industrial experience and this gave them credibility, respect and influence but there were conflicts and tensions between their home CoP and the company CoP; as the practitioners were spending time away from their home CoP their colleagues “came to feel that the practitioner was not as active a member as previously and was not pulling their weight in workload” (Harris and Simon, 2008, p. 154).  It was important that all activity outside the home community was monitored so that there was less risk of envy and believing that the practitioners might be having a more stimulating role (Harris and Simons, 2008). Multimembership was perceived as negative by the home CoP members and there is a risk that membership in different communities can make trust more difficult, however, for knowledge to develop there needs to be cross boundary working (Wenger, McDermott and Snyder, 2002).
For a CoP to develop knowledge it requires a balance between core and boundary processes so practice is both an enabler of learning and linked to other parts of the system (Wenger, 2000). Short, Jackson and Nugus (2010) observed how practitioners and academic researchers interacted and discovered that the innovative CoP can bring together practitioners and researchers to collectively explore locally relevant topics.  
In summary, it can be said that identity is complex because there are many factors that can change how a member perceives themselves as a member of a CoP.  It could be that they are new to a particular area or more experienced and able to share their knowledge and expertise with the less experienced.  The domain has to be important to its members and they need to be committed to it.  Learning is required for the community to develop and it is important that new members are encouraged to join to prevent the community from not developing and becoming stale. CoPs are normally not formed by management but their support is required (Roberts, 2006).
[bookmark: _Toc487898397]Communities of practice and organisations
CoPs are normally formed spontaneously but some may require more help (Wenger, McDermott and Snyder, 2002). Whilst CoPs cannot be formed by management they can be cultivated (Roberts 2006; Wenger, McDermott and Snyder 2002) and they do need management support to be successful (Swan et al., 2002) because organisations need to value learning and encourage participation. Therefore, CoPs should be recognised as being an important part of the organisation’s culture to develop successfully and encourage learning (Wenger McDermott and Snyder, 2002).

However, there is a risk that organisations can prevent a CoP from developing by being irrational, counter-productive and having issues regarding conflict (Wenger, McDermott and Snyder, 2002).  As the development of a CoP can be regarded as a change initiative, like any other organisational change initiative, there can be organisational barriers that can influence the ability to manage knowledge (Venters and Wood, 2007). McDermott (2001) notes that failure to implement a knowledge management system is often blamed on the culture of the organisation because if the culture of an organisation does not encourage shared learning, then it is difficult for change to take place. As Ayas and Zenuik (2001) acknowledge, cultural problems and functional resistance can create a major barrier to transformation but it may be possible to facilitate the culture to evolve.   As McDermott (2001) notes that where companies were successful at sharing knowledge, they did not try to change their culture to fit their knowledge management approach but they developed their knowledge management approach to fit the culture of the organisation. 
Short, Jackson and Nugus (2010) noted that a CoP that was formed in a clinical area developed a culture which encouraged staff to talk about and promote research. Although similar disciplines may create a CoP, Short, Jackson and Nugus (2010) recommend that a multi-disciplinary research project would have more relevance as it would look at different perspectives which are relevant to everyday practice in healthcare as clinicians tend to work in multidisciplinary teams. This would make the CoP more relevant to practice and therefore healthcare professionals are more likely to want to take part (Short, Jackson and Nugus (2010). However, encouraging workers from different disciplines to learn and work together can be difficult as they will have different perspectives on an issue (Lathlean and Le May, 2002).  For example, Ayas and Zenuik (2001, p.66) found that at the beginning of their project, that the “team members were trapped by their own assumption of their job description (an engineer, a controller, etc) and therefore understood the product from their own limited perspective.” Learning and working together as a CoP can take time because of getting to know each other and differences in culture can impact on how a CoP can work together therefore, time needs to be given for community members to understand each other’s roles and language. Practitioners working together for the first time need to develop trust and relationships.  For instance, at the beginning of a project to develop a community of reflective practitioners, there was:
A tendency to advocate and defend individual and functional positions and to demonstrate little genuine enquiry or communication skill … the leadership team required seven to eight months of working together to cultivate their reflective practices before they became a cohesive group (Ayas and Zenuik, 2001, p.66).

Harris and Simons (2008) agree that adjustment needs to be gradual and the differences in culture were perceived initially as stumbling blocks and the participants were committed to work through these potential barriers. This shows that if the CoP has a strong and enthusiastic membership it will be successful, but it does need time for this to develop as Mallinson et al., (2006, p.283) suggest “cultivating communities of practice in public health will require investment in space and time for people to reflexively (re)construct their roles and identities.”
CoPs can link different cultures where there is a potential to help and learn from each other (Harris and Simons 2008; Short, Jackson and Nugus 2010). For example, the vocational education teachers were able to link public education and industry together by being able to cross boundaries between both the education establishment who employed them and the industrial area to where they were seconded (Harris and Simons, 2008).  In summary, to encourage different cultures and disciplines to work and learn together, time is required to develop good relationships and understand each other’s roles. Although management cannot create CoPs, support is required for CoPs to be successful and to promote knowledge management.
[bookmark: _Toc487898398]Knowledge management and communities of practice
Originally CoPs were developed as a forum for social learning but recently they have been utilised by organisations in the development of knowledge management because organisations have to become more intentional and systematic about managing knowledge as it is seen to be the key to success (Wenger, McDermott and Snyder, 2002).  As healthcare is constantly changing and innovations are being developed, there is a risk that knowledge can become outdated within a short time. Wenger, McDermott and Snyder (2002) suggest that as knowledge becomes more complex, requires more specialisation and collaboration, its half-life is getting shorter; finding ways to manage knowledge effectively needs to be considered and one way could be through CoPs. Gabbay et al. (2003) suggest that CoPs are key to effective knowledge management in organisations because its members acquire knowledge and share with the rest of the community. This is supported by Swan, Scarborough and Robertson (2002) who note that CoPs can help networks share appropriate knowledge within an organisation as well as between organisations.

Knowledge is often regarded as an object that can be measured or seen such as manuals, books and documents. Recently it has been recognised that there are aspects of knowledge – broadly what people know – which cannot be articulated, abstracted, codified, captured and stored (Hildreth and Kimble, 2002). For instance, tacit or implicit knowledge is difficult to quantify because it is regarded as what can be known and not told, whilst hard knowledge can be seen as the tasks that the members of a CoP perform (Hildreth and Kimble, 2002).  The social side of soft or tacit knowledge is as important because it is developed and learnt through being socialised into the community and through interaction of existing members (Hildreth and Kimble, 2002). Bandy, Condon, and Graves (2008) concur that tacit knowledge includes the language and unspoken conventions of the community and members can learn more about the other professionals through interaction and being socialised into the community. Eraut (2011) in his study found that:
Working alongside a colleague for a while enables someone to learn by asking questions and receiving feedback about shared activities and events as and when they happen. It also allows the learner to see how a colleague reads situations, monitors them and takes decisions. These activities are largely tacit and difﬁcult to explain. Working in groups with people who have different kinds of expertise helps one to understand the nature of that expertise and make better use of it.

Palliative care is complex and it takes time to develop the skills and knowledge required to provide specialist care.  For example, a new member of staff would need to learn the different aspects of pain control and the rationale behind the treatments.  Pain is complex and multidimensional (Krause and Stanford, 2011) and an experienced clinician would not only explore the physical aspects but also nuances of communication to assess the psychological, spiritual and social aspects of pain. By observing more experienced members of staff, new members could develop these essential skills. The clinician would need both the hard and soft aspects of knowledge and this could be developed by being a member of a CoP where the sharing of both types of knowledge can take place. Therefore, both types of knowledge are required in successful learning. Triggs and John (2004) discuss how researchers and teachers worked together as a CoP to enable the development of both tacit and implicit knowledge in education. This was done through the researchers and teachers meeting together and by sharing their beliefs about teaching and learning about the contexts they worked and lived in (Triggs and John, 2004). 
Wenger, McDermott and Snyder (2002) argue that CoPs are in the best position to codify knowledge because they combine both explicit and tacit knowledge which are relevant to its members. Practitioners are involved in the development of knowledge in the CoP and they can appreciate what knowledge is required. Tacit knowledge is becoming accepted as an important aspect of knowledge management, many companies are discovering the way to manage knowledge is not just through databases and documents, but through sharing ideas and insights that are hard to articulate (McDermott, 2001).  Andrew et al. (2009, p. 610) argue that “in professions such as teaching and nursing, knowledge may be more tacit than explicit linked to the development of a professional identity.”  CoPs can provide personal and professional development and allow individuals to collaborate, share their experiences and may offer the opportunity for the CoP members to develop knowledge in specialist palliative care. To enable knowledge to keep updated, it should be shared with others from outside the community.
Boundaries can prevent or sustain the flow of knowledge and for the community to keep updated there has to be some knowledge movement both from and into the CoP.  Wenger, McDermott and Snyder (2002) argue that CoPs can connect people from different organisations and this can unite the whole system together around core knowledge requirements. This would enable hospices to share best practice with each other and so, enhance high quality care.  If organisations do not work together, there is a risk that CoPs can become insular and encourage the hoarding of knowledge to the detriment of others, curtail improvement and progress and create an in-group and out-group rivalries (Braithwaite et al., 2009). There is a danger that a CoP can become static and resistant to change especially if its members are from the same discipline and do not encourage critical thinking.  Roberts (2006) notes that knowledge that supports current practice of the community members is more likely to be accepted than knowledge that challenges current thinking. This is demonstrated by the following comment: 
The group, trusting the report they had been given of this key review, accepted and adopted that piece of evidence, over-estimating its accuracy and relevance without questioning it and then went on to adapt it after a further conversation in which, depending on their ethical views about the elderly, they rejected or valued it as a contribution to their work. As a result they used very little of the evidence and despite committing to read it in more detail, ignored it in their future deliberations (Gabbay et al., 2003, p.294):
This shows that a community may only adopt what they view as acceptable knowledge. Wenger, McDermott and Snyder (2002, p.10) believe that to keep knowledge updated “the best communities welcome strong personalities and encourage disagreements and debates.  Controversy is part of what makes a community vital, effective and productive”.  Using people from outside their area of professional confidence can be a useful way of enhancing knowledge. For example, Triggs and John (2004) point out that using the universities, whose commitment to knowledge production, allowed the teachers to engage in critical thinking. Teachers had described being able to “bounce” ideas off others which in their area of work there was a lack of opportunity to do this (Triggs and John, 2004). 

Although CoPs can encourage the flow of knowledge within the community, they may limit knowledge flowing out of the community (Swan, Scarborough and Robertson, 2002).  Wenger (2000) warns that if knowledge is hoarded in a social learning system, there is the risk of being excluded from the most significant exchanges.  Therefore, it is important to share knowledge to create knowledge.  Brown and Duguid (2001) suggest that knowledge can be “sticky” and “leaky”. “Sticky” knowledge refers to knowledge that is moved within organisations whilst “leaky” knowledge is described as the unwanted loss of knowledge across boundaries to inform competitors (Brown and Duguid, 2001).  “Trying to stop knowledge at these [organisational] boundaries may be strategically counter-productive.  The lines that let knowledge leak out, also let it flow in” (Brown and Duguid, 2001, p.207).  
In summary, knowledge management is an important part of an organisation’s development.  Members of an organisation should be encouraged to share knowledge to enable their knowledge base to grow but some organisations are concerned about the loss of knowledge to their competitors and discourage sharing practice.  However, a development of a CoP may help encourage the sharing of knowledge in a safe environment. There is a risk that a CoP may become static and not develop as its members do not challenge each other so, it is important that a CoP encourages this. For example, this can be done through members getting together to solve a problem or reflecting on a difficult situation (McDermott, 2001) or by developing a learning agenda to enable them to push their practice further (Wenger, 2000).  To develop expertise, practitioners require opportunities to engage with others in similar situations (Wenger, McDermott and Snyder, 2002).  Short, Jackson and Nugus (2010, p.52) claim that knowledge development can take place through a CoP as it explores research and evidence based practice:
The proposed CoPER [Community of Practice for Engaging in Research] framework is innovative in looking at how we can harness the considerable untapped knowledge in the hospital setting based on practice experience.
The members of the CoP can control what knowledge they deem as important in their specific setting and dismiss other evidence based practice despite the facilitators’ efforts to encourage them to consider other resources (Gabbay et al., 2003).  Therefore, there is a risk that the community may miss important evidence and become too insular.  If the experience and competence are too close then there is less likelihood of learning taking place and there is a risk of practice becoming stale (Wenger, 1998).  CoPs could have a valuable role in knowledge management by encouraging organisations to share new ideas and therefore developing best practice.  To enable them to do this the culture of the organisations or departments involved need to encourage sharing and openness. 
[bookmark: _Toc487898399]Conclusion
From the literature, it is apparent that CoPs can take many forms and at the heart of the CoP is the domain of knowledge, the community of people and shared practice. It is the sharing of practice and the domain which enable the community to develop their knowledge and to do this its members need to mutually engage in activities. Lave and Wenger (1991) identified that CoPs were used as a way for apprentices to learn from more experienced colleagues and then recently in managing knowledge within organisations (Wenger, Snyder and Mc Dermott, 2002). To be successful its members must be motivated and identify themselves with the community and as relationships are formed trust develops allowing shared practice. 
As expertise can vary within a CoP, there are different levels of membership. For instance, there are core members whilst other members are on the periphery or occasional participants. Others can be members of more than one CoP and this can encourage border working which in turn will promote the sharing of knowledge and working with other organisations. CoPs can enable different disciplines and organisations to work together to develop and maintain knowledge.  As a hospice employs staff with differing expertise, the less experienced/new members of staff can learn from the more experienced. Learning can take place when people work together as working collaboratively can enable people to share practice and new innovations. 
Collaborative working and learning is an important aspect of healthcare and it is finding ways that this can take place in a safe environment. Forming a CoP could be one way of bringing different disciplines together. It is not just newcomers learning from experienced members of the community; newcomers can bring new ideas to the community and this can prevent it from becoming static which is a risk with a well-established CoP. 
There are barriers to participation and these need to be acknowledged when evaluating CoPs. The members must want to share practice and be prepared to work collaboratively.  People may be prevented from joining a CoP as they may feel they do not have right qualifications and have little to contribute. Another factor in the success of a CoP is the support of management. Although CoPs are formed by its members and not by management, support by management is required for them to be successful as members require time to take part in the community activities. Organisations need to recognise that knowledge sharing is an important part of knowledge management and this can be done through working collaboratively with other organisations to learn and share knowledge. 
Reviewing the literature helped me reflect on how CoPs could be used in hospices. They could be a useful way of developing and sharing knowledge within the hospice and with other organisations. Utilising people from outside the hospice may encourage new ways of working and the hospice staff could share their expertise of end of life care. The Consortium members were working together to develop education programmes and to share their knowledge with each other. Some were more experienced in teaching than others and there was the possibility of learning new styles of teaching with each other. Figure 2 shows how hospice staff can share knowledge within the organisation and allow knowledge to flow in and out of the CoP by inviting others to join.




[bookmark: _Toc487898400]Figure 2 showing how knowledge can flow throughout the hospice and in and out the hospice
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CoPs can be used to share practice and support staff and I wanted to explore if working together shaped working practices of its members. It is whether the members of a CoP can learn new skills from each other and help develop practice. The literature shows that members of a CoP can develop knowledge and skills but there is a risk that they can prevent the development of practice by its members only agreeing to what is seen as standard practice. 
The hospice education departments that are part of the Consortium have a small number of staff and can feel isolated. Meeting with others and being able to share and reflect on experiences can be a support for individuals.   By working with other hospices there is a possibility that they can share their expertise with each other and develop their knowledge base and this could potentially enhance their confidence and competence. Developing a CoP could be a way of bringing staff together from different departments to share and discuss new knowledge. As the Consortium was working together it was used as a case study to explore whether CoPs would be beneficial in hospices and the following research questions were asked:
· Does the Consortium work together as a community of practice?
· Has working together had an effect on the working practices of its members?
To enable me to explore how CoPs could be used in palliative care, I needed a conceptual framework to work to. For this study, I used the key characteristics of the CoP based on Wenger, Snyder and McDermott (2002) (Figure 1). I used these because they enabled me to explore whether the Consortium had the elements of a CoP and if there was potential to develop into one. The Consortium and how it 
functioned will be used a case study to explore whether utilising a CoP would be beneficial. 

The literature reviewed used a variety of research methods to explore CoPs.  Finding the appropriate methodology is required to answer the research questions and this included my position as a researcher. This will now be discussed in the following chapter.
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[bookmark: _Toc487898402]Research methodology and data collection


The literature review indicated that there have been a variety of studies carried out on CoPs. This chapter will focus on the methodology used and the rationale for using a case study design. I shall firstly consider the underpinning research philosophy used in the literature I reviewed and how this supported me in my decision to use a qualitative research design as an interpretive researcher. I shall then discuss why I have used case study research and the different methods used in data collection and data analysis. Case study is small scale and as the Consortium consisted of a small number of people this was the appropriate method. I have used the study to inform practice and determining the nature of whether there is any benefit in forming CoPs in palliative care.  There have been studies carried out on CoPs so this research project can add to knowledge but as the literature review demonstrated, there were no published accounts of CoPs in palliative care.  As there appeared to be no studies in this particular area, an exploratory research design in the qualitative paradigm was appropriate because it can inform the case for this collaboration working practice in the palliative care setting.
CoPs have been supported in many areas of work but there have been few research projects carried out as to the effects on organisations and enhancing the workplace experience (Braithwaite et al., 2009).  Many of the studies I reviewed were exploratory and descriptive and often centred on one profession and location (Braithwaite et al. 2009; Guldberg and Mackness 2009; Price and Felix 2008) and used case study and/or action research (Short, Jackson and Nugus 2010; Harris and Simons 2008; Lathlean and Le May 2002; Swan, Scarborough and Robertson 2002).  As the projects were small scale, it would be difficult to generalise the findings but they could add to the body of knowledge.  All projects reviewed in the literature review were based in the interpretivist paradigm. Data collection tools used in previous studies were:
· Interview 
· Focus group
· Observation
· Questionnaire
 (Short, Jackson and Nugus 2010; Braithwaite et al. 2009; Price and Felix 2008; Swan, Scarborough and Robertson 2002).

Some of the studies used more than one method of data collection. Braithwaite et al. (2009) argue that using a multi-method triangulated model was more effective because it is comprehensive and yields robust data.  Guldberg and Mackness (2009) agree that mixed methods help strengthen credibility and this will be discussed later in the chapter. 
[bookmark: _Toc487898403]Methodology
The aim of methodology is to determine the process of the research (Cohen, Manion and Morrison, 2007) and finding the right methodology to explore the issues raised is required to answer the research questions.  Punch (2009) points out the methods and data used (qualitative, quantitative or both) have their advantages and disadvantages and these have to be explored when selecting which methodology best suits the research study. For this study, I have used qualitative methods and the rationale for using them will be discussed. 
When considering which paradigm a researcher identifies with, the following fundamental questions need to be answered:

1. What is reality like (ontology)?
2. What the relationship is between the researcher and that reality (epistemology)?
3. What methods are used for studying the reality (methodology)?
					(Punch, 2009, p.16).

According to Denzin and Lincoln (2005) researchers are influenced by certain beliefs and assumptions including ontology and epistemology and this will influence which paradigm will be used. The ontological assumption is that if reality is not affected by the participant then it is seen as objective, but if it is regarded as being influenced by the participant then it is subjective (Cohen, Manion and Morrison, 2007). Reality can be interpreted differently by different people, are multiple constructed and need to be studied holistically rather than being divided up as in positivist research (Cohen, Manion and Morrison 2007; Lincoln and Guba 1985).  I wanted to explore the views of the Consortium members and as individuals they would have differing views on reality. The participants were employed by different hospices and could be influenced by the way their organisation functioned and its culture and as Cohen, Manion and Morrison (2007) point out individuals are affected by external influences and this includes behaviour. The participants have varying life experiences both personally and through their careers and this in turn will affect their perceptions of reality. As Corbin and Strauss (2008, p.6) note “the nature of human responses creates conditions that impact upon, restrict, limit and contribute toward restructuring the variety of action/interaction that can be noted in societies.” 
It is not only the participants who can affect the research; it is the beliefs of the researcher that need to be considered. Denzin and Lincoln (2005) point out that all research is interpretive and can be influenced by the researcher’s views on the world and how it can be studied. I have worked in palliative care for most of my nursing career and believe this is an important part of healthcare and that wherever possible, people should die peacefully in the place of their choice. This is supported by the DoH (2008, p.12) who acknowledge that “caring for those approaching end of life is one of the most important and rewarding areas of care.” As I have an interest in CoPs in palliative care, there is a risk of this affecting my interpretation of the findings because researchers can influence the way their research is interpreted and this has to be acknowledged. Corbin and Strauss (2008, p.11) point out:
We don’t separate who we are as persons from the research and analysis we do.  Therefore, we must be self-reflective about how we influence the research process and, in turn, how it influences us.
I was a member of the Consortium and involved in its development of education programmes and other activities. I was aware that this could influence the interpretation of the findings as I had an interest in how the Consortium functioned. Throughout the thesis, I have acknowledged the risk of bias and used methods to reduce this by being reflexive and using a critical friend (see credibility in case study). Creswell (2003) argues that the researcher needs to identify own biases, values and personal interests about their research topic and process. Bryman (2004) agrees that the researcher needs to recognise and acknowledge that research cannot be totally value-free that the risk of bias needs to be recognised and that researchers should forewarn readers of their biases and assumptions and how they may influence the findings. 
Punch (2008) argues that an interpretivist researcher focuses on the meanings that people bring to the setting and behaviour and which they use to understand their world. It is how participants view the Consortium that I was interested in. They held various roles in the Consortium and were employed in three hospices and may have different interpretations on how they worked together.
The second fundamental question is epistemology and the interpretivists’ epistemological position is more concerned with the question of how individuals make sense of the world and so, the knowledge gained is subjective (Bryman, 2004).  It is how knowledge is regarded by the researcher that will affect the methods used in discovering the knowledge.  If knowledge is regarded as hard and objective the researcher will need to be an observer and be seen as positivist, but if the knowledge is regarded as personal and subjective then the researcher is seen as anti-positivist or interpretivist (Cohen, Manion and Morrison, 2007).  This gives the impression that knowledge can only be seen as one or the other but in practice this can be problematic.  According to Miles and Huberman (1994, pp.4-5) “in epistemological debates it is tempting to operate at the poles. But in the actual practice of empirical research, we believe that all of us – realists, interpretivists, critical theorists – are closer to the center, with multiple overlaps.”
I wanted to explore the views of the participants so my epistemological position is more towards the interpretivist position because an interpretivist researcher is concerned with people’s understandings of the phenomenon being investigated (Silverman, 2006). Participants may have different views on how they worked together and how working as a consortium impacted on their working practices.  The world is complex and the methodology used to try and understand the experience and to explain it will have to be complex (Corbin and Strauss, 2008). To enable me to gain knowledge from different perspectives, qualitative research methods were used and these will now be explored.
[bookmark: _Toc487898404]Qualitative research
Qualitative studies tend to be small and descriptive because the researcher is not concerned with generalisablity, but is more interested in an in-depth and holistic understanding of the phenomenon of interest (Punch, 2009) and Silverman (2006) agrees that qualitative research can provide a deeper understanding of a social phenomenon. My research explored how the Consortium functioned and how its members viewed working collaboratively and so finding the right method to do this needed to be investigated. 
Qualitative research is concerned with the individual and is subjective and finding the appropriate method is required (Cohen, Manion and Morrison, 2007). Qualitative researchers use different methods to study participants and Silverman (2006) writes there is no one agreed model in qualitative research and the method used would depend on what is being investigated.  Punch (2009) agrees that there are many methods and research practices because reality is complex and multi-layered. Qualitative research methods were appropriate because I wanted to explore in-depth the thoughts and feelings of the Consortium members and study these from different perspectives.
The purpose of the study was to explore whether working together can influence practice and if there was scope for the Consortium to evolve into a CoP. Punch (2009, p.42) states “there is a better understanding of the value of small scale studies, both for their contribution to knowledge, insight and professional practice and for their importance in research training.” Qualitative methods allowed me to focus on how the Consortium functioned and explore the participants’ interpretation on how they worked together.  Denzin and Lincoln (2005, p.4) point out that “qualitative researchers deploy a wide range of interconnected interpretive practices, hoping always to get a better understanding of the subject matter at hand.” Using a variety of data collection methods would enable me to explore the Consortium from different perspectives.  
I was a member of the Consortium and was researching my colleagues in education and so was an insider researcher.
[bookmark: _Toc487898405]Insider research
Le Gallais (2008) states that an insider researcher has access to the past and present histories and has shared experiences of the case being studied. I was a member of the Consortium, knew its members, I understood how the Consortium functioned and its history. 
There are strengths and weaknesses of insider research and these need to be recognised and analysed as part of the research process (Punch, 2009). Being an insider researcher was valuable because I was able to appreciate some of the feelings and the comments made by participants. However, this could be construed as a disadvantage because of the risk of bias and as Le Gallais (2008) warns that there was the risk of over-familiarity with the participants and making presumptions about how the Consortium functioned.
Hanson (2013) points out that more research is being carried out in the researcher’s area of work and although there are the advantages of trust and participants willing to share their views, there is the risk that the researcher may not ask the in-depth questions and the participants may answer the questions as they feel the researcher wants to hear. Although being an insider was useful there was a risk that participants might be reluctant to share their views with me because they may have concerns about confidentiality. Dearnley (2005) wrote that in her study she had to reflect on the ethics of carrying out research in her area of work and she assured her participants that confidentiality would be kept. Confidentiality was assured by me in the letter of invitation to take part in the study and verbally at the beginning of the interview.
Hand (2003) noted that one of the weaknesses in being an insider researcher may include the researcher not being able to ask sensitive questions or participants being reluctant to talk whilst an outsider may not be affected by group restraints. I found that knowing the participants, who agreed to take part, helped me in the interviews as they were willing to share information and their views with me.  It was important that even if I disagreed with participants’ comments these were included in the findings.  Hanson (2013) points out that there is the risk of becoming complacent in the interviews because of knowing the participants, however, if the participant knows the researcher they may feel more relaxed and share their experiences. 
Having insider knowledge can save time in investigating what information is required to answer the research questions. I had access to a variety of documents which an outsider may have had difficulty obtaining. Le Gallais (2008) highlighted that having such rich and complex knowledge helped her with her research as she benefited from having a collective identity as she was member of staff at the school she was researching.  I had insider knowledge on how the Consortium developed and the benefits and challenges faced during its development. I worked closely with some participants, but there were risks with being so close to them. Dearnley (2005, p.21) acknowledges that insider researchers “can offer a unique perspective because of their knowledge of the culture, history and people involved.” but Punch (2009, p45) warns “that the insider may bring greater understanding but less objectivity to the research; the outsider may bring greater objectivity but less understanding”. Hand (2003) supports this by commenting that the insider’s perspective can be more limited because of the lack of distance that is required to maintain an objective view of the social world of which they are part.  
Punch (2009, p.44-5) warns there are disadvantages to consider:
· Bias and subjectivity
· Vested interests in the results
· Generalisability
· Ethics
Punch (2009) points out there is no such thing as a ‘position-free project’ because even an objective researcher would have a position with respect to research.  All researchers have an interest in the area they are researching making it difficult to be totally objective.  Although there are disadvantages with being an insider researcher the benefits outweighed this. I found that it was possible to access internal documents and notes of meetings. The participants knew me well and were willing to take part in the interviews. 
Miles and Huberman (1994, p.8) argue that “researchers are no more detached from their objects of study than are their informants.”  This is reinforced by Cohen, Manion and Morrison (2007) who claim that researchers are seen as part of the research rather than separate.  This could make analysis of the data difficult as the researcher will be affected by the data they collect (Miles and Huberman, 1994). There was a risk of bias because I was an insider researcher. Despite this, I have addressed bias and attempted to reduce it by asking a ‘critical friend’ to cross-check the findings.  I was interested in the results but this did not impact on the way I worked within the Consortium.  Punch (2009) writes that it may difficult to rule out bias completely because there is a risk of bias in the selection of the sample, in the collection and analysis of the data and the interpretation of the findings. He suggests that being aware of this and discussing it can reduce its effects. As well as the participants, I had my own views on the Consortium and it was essential that I did not try and lead them into answering questions as I wanted.  Using a critical friend not connected to the research was valuable as she would not be influenced by me.  She read through the interview transcripts and developed her own themes from the interviews (see credibility).  Punch (2009) suggests bias and subjectivity can be reduced by involving colleagues as a critical friend. As an insider researcher, I needed to utilise the appropriate research method to investigate the phenomenon and for this thesis I used case study research.
[bookmark: _Toc487898406]Case study research 
Stake (2005) states that case study is used as a research method to investigate a specific phenomenon. Yin (2009, p.4) claims that “as a research method, the case study research is used in many situations, to contribute to our knowledge of individual, group, organisational, social, political and related phenomena.”  It is not just the investigation into organisations but how people work in a particular situation and Cohen, Manion and Morrison (2007, p. 253) point out that a case study “provides a unique example of real people in real situations, enabling readers to understand how ideas and abstract principles can fit together.” 
Case study was used in some of the studies in the literature review and it was whilst reading the research literature that it became apparent that case study was appropriate because I was investigating one organisation and its members. I wanted to explore whether the Consortium worked collaboratively and if there was potential for it to evolve into a CoP. I was able to view the Consortium within the context of their host hospices and the Strategic Health Authority (SHA), which had major influences on the development of the Consortium, as well as investigating the views of the participants and other sources of data. 
There are different types of case study and these include single cases and multiple cases; finding the appropriate case study design is required to answer the research questions (Yin, 2009). Stake (2005) argues that the intrinsic case study is undertaken because there is interest in this particular case. “It [the case] is not undertaken primarily because the case represents other cases, or because it illustrates a particular trait or problem, but instead because, in all its ordinariness, this case itself is of interest” (Stake, 2005, p. 445). The Consortium was formed to provide palliative education for HCPs and by using single case study I was able to explore the Consortium and review how the Consortium functioned by exploring different types of data. The Consortium represented itself and there were no other consortia in palliative care that I was aware of to enable me to make comparisons.
Stake (2005) states that one of the criticisms of case study is that the findings cannot always be generalised. Stake (2005, p. 448) argues that there are researchers who believe that case study can be “seen as a small step toward grand generalization” but he notes that “damage occurs when the commitment to generalize or theorize runs so strong that the researcher’s attention is drawn away from features important for understanding the case itself.” The research paradigm I used was qualitative as I wanted to study the Consortium in depth and how the participants felt about working collaboratively, generalisation was not its purpose. Cohen, Manion and Morrison (2007, p.252) note that “case studies investigate and report the complex dynamic and unfolding interactions of events, human relationships and other factors in a unique instance.”
Punch (2009) notes every case can be unique but there can be similarities to other cases. For example, case studies are used in health care to review care of a patient as a learning tool. As Punch (2009) comments this shows that there is the potential to transfer knowledge from one case to another. Using the Consortium as a case study the findings may show that there could be a possibility that CoPs could be used in hospices as the population of the Consortium consisted of hospice staff so there was some similarity in the populations. The Consortium had been working together for over three years and I wanted to explore the working relationships of its members and if it has enabled them to provide a more comprehensive programme of end of life education by sharing good practice.  
There are different types of case and as Bryman (2004) points out cases are often chosen because they will provide a suitable setting to answer the research questions. Larrinaga (2017, p.154) agrees that “research strategies are chosen according to their suitability for achieving the desired goal.”  However, Larrinaga (2017) warns that a weakness with case study research is that the researcher makes the decision on what data to collect. Therefore, there is the risk the researcher will only gather data that will answer the research question as they want it but using tools to assess credibility can reduce this (Larrinaga, 2017).
Although the Consortium was the case being studied, the findings could be relevant to palliative care settings because there are similarities in the population. As case study research represents one particular case there can be concerns about its credibility and Stake (2005) argues that credibility can be gained by triangulation throughout the period of study by using different types of data. For the study to be credible, the population of the case study needs to be represented fairly and the appropriate data collection tools need to used. 
[bookmark: _Toc487898407]Participants
As with all types of research, the population under investigation needs to be reviewed.  Qualitative researchers tend to work with small samples of people in their setting and studied in-depth (Miles and Huberman, 1994) because it is the detail that the researcher is interested in rather than generalisation of the findings. The population I was investigating was small and therefore all the members of the Consortium were invited to take part in the study. Participants included management, teaching and administration staff (Figure 3).
The participants had varying involvement with the Consortium. For example, the education leads and lecturers were involved from the outset whilst administration staff became involved later in the Consortium’s activities. This did not mean that their views were less valued than the lecturers and education leads and using participants who were not so involved in its development would give another view to the findings and help reduce bias.  Some of the administrative staff I had known only for a

[bookmark: _Toc487898408]Figure 3. The structure of the Consortium
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short time whilst others I worked closely with. The different relationships I had may or may not influence how participants answered the questions during the interviews. The participants were selected because they had an insight into how the Consortium functioned and the way its members worked together. Reflecting back, it may have been beneficial to have included members of the SHA to gain their views, but during this time there were many changes in the management structure making it difficult to contact the relevant people. 
Miles and Huberman (1994) note that sampling involves not only people being interviewed, but it is also about settings, events and social processes.  The parameters and the boundary of the case need to be set and these can be influenced by the research questions. Based on Miles and Huberman (1994, p.30) I determined that the sampling parameters were:
· Settings which consisted of three hospice education departments.  The hospices are located in different parts of the SHA approximately 15-25 miles from each other.  The education departments varied in size (Figure 3) 
· Actors were members of the Consortium and consisted of:
· Line managers 
· Education Leads
· Lecturer practitioners
· Administration staff
· Events were the meetings held between its members and the study days the Consortium members organised
· Processes were the development of the education projects, the working together with the External Organisation, the business plan and the sharing of knowledge and practice in developing education programmes.
At the time this study was carried out, there were no published studies on CoPs being used in palliative care and it was useful to study participants such as the Consortium members to explore whether CoPs could be utilised as a learning environment to share and reflect on practice. 

For participants to take part in the study, they need to believe that the study is credible and is ethically carried out. This included utilising the appropriate data collection tools.
[bookmark: _Toc487898409]Data collection
Often in case study research multiple data collection tools are used (Creswell, 2003) because qualitative research investigates the phenomenon from different viewpoints. Corbin and Strauss (2008) comment that one of the benefits of qualitative research is that there are many sources of data. Yin (2009) concurs that a major strength of case study research is having the opportunity to use different sources of evidence. The case can then be reviewed from different viewpoints and could corroborate findings.  The researcher can use one or several sources depending on the subject being investigated and using a combination of several data collection tools can allow for verification of the findings (Corbin and Strauss 2008; Denzin and Lincoln 2005). Data collection tools used in this study included semi-structured interview, documentary evidence and my research diary. 
Bryman (2004) points out that there are choices of research strategy, design or method and it is essential that these should be merged to answer the research questions. The research questions for this study were concerned with the views of the Consortium members on the Consortium and whether working together changed their working practices. To enable me to do this I used:
· Semi-structured interviews to elicit the participants’ opinions, 
· Documentary analysis as another source of evidence. Documents such as notes from meetings gave an insight into how the Consortium members worked together. Work on the business plan was used as an example of the Consortium working together on a project and learning together as this was new to them. 
· My research diary enabled me to make comments on how the research process was progressing and gave my views on how the Consortium functioned.

Using these three methods of data collection gave me differing viewpoints on the Consortium and to verify the findings. Although Yin (2009) discusses the importance of different evidence corroborating the findings, it is important to use evidence that gives a different perspective and so giving another facet to the inquiry (see crystallisation).
Wenger, McDermott and Snyder (2002) argue that accounts from the community members are the best way to explain the links between community activities, knowledge resources and performance outcomes.  The practitioners’ involvement is essential because “only practitioners can tell how the knowledge was put into practice” (Wenger, McDermott and Snyder, 2002, p.168).  Wenger, Traynor and de Laat (2011) posit that it is the perspectives of the community members on how a community functions and whether any learning has taken place which can give an insight into the development of a community.  Through using appropriate data collection tools, the participants shared their experiences of the Consortium.  The researcher needs to examine situations through the eyes of participants rather than the researcher (Cohen, Manion and Morrison, 2007), so it is important that I did not influence the participants and bring bias into the findings. Using semi-structured interview gave the participants the opportunity to reflect on how they had worked as a consortium and I was able to use my research diary to bring in my views on how I believed the Consortium worked together.
[bookmark: _Toc487898410]Semi-structured interview
Interviews are the most common form of a data collection in qualitative research (Punch 2009; Mason 2002) and when an interview is done well it can be a useful data collection tool in collecting qualitative data. However, the quality of the information gained from the interview is largely dependent on the interviewer and if it is done badly it can undermine the credibility of the study (Patton, 2002). Good communication skills are essential and experience is required (Mason, 2002). I have some experience in interviewing and I use sensitive communication skills within my role as a clinical nurse specialist working with palliative patients and their families. It was important that I encouraged participants to share their views but not to lead them to give the answers I would like to hear. As Punch (2009) writes interview can be beneficial in accessing people’s perceptions and meanings.  Although it is the views of the participants that were sought, the researcher is also an active part of the data collection. Cohen, Manion and Morrison (2007) report that interview allows both interviewers and interviewees to discuss their interpretations and to express how they regard situations from their own point of view. 
During the interviews, the participants and I discussed aspects of the Consortium and it was important that I did not sway the participants in their answers to my questions.  Corbin and Strauss (2008, p.80) acknowledge that using personal experiences can help with data collection:
When we share a common culture with our research participants, and sometimes even if we don’t share the same culture, we, as researchers, often have life experiences that are similar to those of our participants. It makes sense, then, to draw upon those experiences to obtain insight into what our participants are describing.
The researcher then becomes part of the research but there could be a possibility that the researcher imposes their views on the participants. I had worked with the participants and had insight into how the Consortium worked which helped me understand some of the views that were expressed. Although I had insight this did not mean that I led the participants.  Corbin and Strauss (2008, p.80) warn:
We are not suggesting that a researcher imposes his or her or our experience on the data. Rather, we want to use our experiences to bring up other possibilities of meaning. Our experiences may even offer a negative case, or something new to think about that will make us confront our assumptions about specific data.
When using interviews as data collection, the relationship between the researcher and the participant needs to be considered (Foddy, 1999).  If the researcher is known to the participant, this may affect the response made and there could be issues about the power in the relationship. The participants were from different hospices and held different posts but this did not seem to effect how the interviews were carried out; the participants did share their views and feelings with me. 
There has to be trust between both the researcher and the participant for the interviewee to share their feelings (Clarke, 2006); respondents need to feel safe enough to answer the questions and that their answers will be confidential. One of the difficulties in conducting this research was that the population was small and the members knew each other and there was a possibility that the participants may think that they could be recognised by the comments they have made.  Confidentiality is essential in research and I reassured the participants that their identity would be kept confidential. 
It is important that participants feel that their voices are heard and they are comfortable with what they have shared. Corbin and Strauss (2008) believe that participants have a right to say what they think and feel despite how the researcher may feel and participants do want their stories to be heard. This is supported by Patton (2002) who agrees that researchers should be encouraged to protect the identity of their respondents but some may want to own their own stories.
Semi-structured interviews were utilised because these explored the research questions well.  I was able to ask open questions to allow the participants to discuss in-depth the comments they made to me. The interview questions were influenced by the themes in the literature review and were based on the research questions. Semi-structured interviews can be the richest single source of data (Gillham, 2001) and by using a list of open questions (Appendix 1) this ensured that the same lines of enquiry are carried out with each participant. Patton (2002) points out that an interview guide can help the interviewer to explore an area of interest freely and this allows the interviewer to build up a conversation and to ask questions spontaneously to establish a conversational style. 
Semi-structured interviews allowed me to explore any other issues that participants may want to discuss but these needed to be relevant to the enquiry.  If a set questions were used there would be no scope to explore in-depth any other related topics (Patton, 2002), so the questions should be open to enable the interviewee to give their opinion. Creswell (2003) suggests that the researcher should use non-directional language and this can be difficult especially if there are particular questions that need answering.  Patton (2002) suggests that a truly open-ended question can allow the participant to go in any direction and express themselves in their own words. This was difficult as I was a novice researcher and it was important that I kept the interviewee focused on the topic. 
With lack of experience in this type of interviewing, there was the possibility that I could ask leading questions to obtain the answer that I wanted.  To reduce the risk of leading questions and bias, I asked my supervisors to check the questions and only slight adjustments were required.  I used a critical friend to read through the transcripts and any leading questions I used were highlighted by her. 
Interviewees cannot be predicted to answer the questions in a particular way so the interviewer must be prepared for this. On the whole participants were articulate and were prepared to share their feelings. Corbin and Strauss (2008) warn that a participant may agree to be interviewed but then have little to say during the interview. One participant was quite difficult to interview; however, she did answer questions but not always in the same depth as the others. This did not mean that her views were less significant than others who were more vocal.
By keeping the interview less structured, the interviewee can give their point of view without the interviewer influencing or leading the interviewee. Although semi-structured questions can yield more information than fully constructed interviews, they can also yield less in the wrong conditions (Wengraf, 2001).  For example, an interviewee can give much information but some may be incorrect because even if an interviewee has been exposed to a particular situation, they may not remember all about the experience (Wengraf 2001; Foddy 1999). 
As with all data collection there are weaknesses with interviews. Patton (2002) cautions that one of the weaknesses of interview is the time it takes to carry out the interviews of several people and there is a risk of leading questions and bias, especially with novice researchers. As discussed earlier this was a risk because of my lack of experience and I was immersed in the research.  The interviewer needs to be neutral and Patton (2002) believes that being neutral allows the interviewee to say what they want without feeling being concerned about the interviewer may think or feel. It was important that during the interviews that the participants felt comfortable enough to be honest with me.
To analyse the interviews effectively, the interviews were tape recorded.  This was more valuable than taking notes because the interviewer can concentrate on the interview (Blaxter, Hughes and Tight, 2001) and analyse the interview in detail afterwards (Oppenheim, 1994).  Tape recording the interview gives a more accurate account than any other form of recording (Yin, 2009).  Although recording interviews does help with the analysis, the participants need to consent to be recorded.  All participants consented to be recorded and nobody asked for the recording to be stopped during the interview.  The interviews were transcribed verbatim and this was carried out as soon as possible after the interview because the researcher’s memory can help with hearing what is on the tape (Gillham, 2001). Originally, I had intended to carry out one interview in a day as this would allow time to transcribe and analyse the data.  However, in reality, because of travelling and time constraints, three interviews were carried out on one day.  Although this meant that the transcribing was done over a longer period of time, I made notes in my research diary the same day to enable me to reflect on the interview.
The interviewer and interviewee need to build a rapport and trust for the interview to be successful. However, the interviewee may feel that although trust has built up they may say more than they intended and regret what they have said (Clarke, 2006). Clarke (2006, pp.24-5) gives an example of this in her study:
After reading the transcript of her first interview, she was anxious that she had 'said too much' and indicated that she wanted certain paragraphs removed. I suggested that she re-read the transcripts and marked the sections she wanted deleted, assuring her that they would not be used in my thesis.  JB explained that past experience had shown her how easily people could be identified from their stories.
All the interviewees were given the opportunity to read their transcripts and remove anything they did not want included.  This can be a problem if the interviewee wants to have an important issue taken out of the transcript as this could affect the findings. Bryman (2004) comments that although providing a copy of the interview for the interviewee to read gives them the chance to confirm what was said, there is a risk that the interviewee may prevent the findings being included in the research. Although research is in pursuit of the truth, the impact on the participants has to be considered and finding the balance between the two can be a difficult dilemma to solve (Cohen, Manion and Morrison, 2007). Only one participant requested a comment made was removed and this did not affect the findings. 
Interview is a useful data collection tool but there are concerns about using it as the sole data collection method because it only gives the viewpoint and the interpretation of the interviewee and interviewer. Yin (2009, p.108) warns that "interviewees' responses are subject to the common problems of bias, poor recall and poor or inaccurate articulation."  The use of a variety of data collection tools will support the credibility of the interview findings (Yin, 2009).  Secondary data, such as the notes from meetings, documents and my research diary were used to bring different views to the findings and to support credibility.
[bookmark: _Toc487898411]Documentary evidence
A second method of data collection commonly used in case study is documentary analysis (Patton, 2002). Documents can provide a rich source of data both historically and contemporaneously (Patton 2009; Cohen, Manion and Morrison 2007). Punch (2009) acknowledges that there are many documents that can be used as evidence in research but these are often neglected by researchers.
Documents are used as a resource to get a better overall view of how an institution works (Yin 2009; Charmaz 2006; Silverman 2006;).  However, it would be difficult to learn about an organisation from documents alone because of the risk of bias of the person who wrote them (Silverman, 2006) and they are not written as research data but for other purposes (Cohen, Manion and Morrison 2007; Bryman 2004).  Yin (2009) agrees that documents are useful but may not be accurate and there is a possibility of bias, therefore, caution is required when reading documents.  It would be difficult to totally eradicate bias but it can be reduced by considering the credibility of the data tools used and the data collected and as Bryman (2004) notes, they can be revealing. 

Yin (2009) believes that the most important way documents are used in case study research is to corroborate and strengthen evidence from other sources. For example, in my study I was able to compare what was said in the interviews to what was written in the reports and notes from meetings.  Punch (2009) points out that there are a range of documents that can be used by researchers. For my research, I included notes of meetings, reports written about the Consortium, their business plan and letters to support how the Consortium was formed. Some of the notes of meetings were from the original meetings held with the SHA up to the meetings held to produce the bids for the education programmes. This was between 2004-2011. Reading through the notes of meetings I made notes and I was able to analyse whether there were any themes that emerged from this data. It gave insight into how the Consortium members worked together and how the SHA affected how the Consortium developed. 
Finding the appropriate documents for the study can be problematic as organisations can produce copious amounts of documents (Punch, 2009).  I had originally wanted to use emails but I had not actually put this in the research proposal for ethical approval.  This was disappointing as there were some interesting points made in the emails. However, not everyone had consented to take part in the study so any emails involving them would not have been used.
Internal documents can be difficult to access even for an insider researcher (Bryman, 2004) and Cohen, Manion and Morrison (2007) agree that there is the chance that some documents may not be available to the researcher therefore, limiting the study.  Fortunately, I was given access to documents. However, I was unable to access all notes of meeting because some notes had been archived and I was unable to find them. However, there was plenty of data from the documents I had managed to obtain.
[bookmark: _Toc487898412]Research diary
As part of the research process I kept a research diary which helped me reflect and record what I had observed during the interviews. It was interesting to note how the interviewees all responded to my questions. They were all keen to support me and some were more articulate than others. Brief notes were made in my diary as soon as possible after the interviews and these were developed on the same day. I made comments and brief notes in the margins of the interviews and from this the themes were developed. It was important to record how participants answer and behave during the interviews because this all adds to the holistic picture of the research. The notes made in my research diary after the interviews were my interpretations and this is recognised in the findings.  Patton (2002) comments that reporting the strengths and limitations of one’s own perspective requires both self-knowledge and self-disclosure. I would write my thoughts and feelings on the meetings I attended and this was done as soon as I could after the meetings. 
Journal writing has been recognised as important aspect of qualitative research (Etherington, 2004) and the research diary can be described as a log of the researcher’s activities (Bryman, 2004). I kept the research diary to remind me of the procedures I have followed and to corroborate the interviews and texts used and if there were any discrepancies between my views and those of the participants.  Keeping a journal as part of reflexive research can help enable the researcher to understand the method and content of the research (Etherington, 2004).  It allowed me to record my own thoughts and observations on how the research progressed. Extracts from my research diary are used as part of the findings and I found it beneficial to review how I have developed through the process and the issues that I faced. 
The three methods of data collection I used did provide evidence to enable me to explore the Consortium from different viewpoints. Data collection tools have their strengths and weaknesses and it is finding a way of utilising the three methods to strengthen the findings. Patton (2002) points out that by using a variety of data collection methods can build on the strengths of each method which can minimise the weaknesses of one approach.  Interviews did provide the main source of evidence and documents and the research diary supported the evidence from these and to bring another aspect to the findings. 
Although the data collection tools were appropriate for the thesis, it is essential that the research is deemed as credible. 
[bookmark: _Toc487898413]Credibility of case study research
For research to be regarded as useful it has to be credible and one of the concerns often raised with case study and qualitative research is the reliability and validity of the findings. Guba and Lincoln (2005) state that it is not just the methods of the research that need to be valid but the process of interpretation. Qualitative research recognises there are multiple realities and that participants will have differing viewpoints; however, there needs to be some method of checking the quality of the data.
Quantitative research uses methods to check validity and reliability but this would be difficult to replicate in qualitative research because qualitative research is not concerned with quantifying the findings, it has a more holistic view.  Bryman (2004) points out that measurement is not a major concern of qualitative researchers and that validity would appear to have little importance on qualitative studies.  Nevertheless, finding ways of checking the quality and reliability of the data collection and analysis needs to be explored. Figure 4 shows the methods used to check the credibility of the study. The quality of the study commences with the data and that whatever methods are used there needs to be sufficient data to fit the task and to give a full a picture as possible (Charmaz, 2006). She suggests that the list below should be considered to check whether sufficient data have been collected:
· Have I collected enough background data about persons, processes and settings to have ready recall and to understand and portray the full range of contexts of the study?
· Have I gained detailed descriptions of a range of participants’ views and actions?
· Do the data reveal what lies beneath the surface?
· Are the data sufficient to reveal changes over time?
· Have I gained multiple views of the participants’ range of actions?
· What kind of comparisons can I make between data? How do these comparisons generate and inform my ideas?
· I gathered data that enable me to develop analytic categories? (Charmaz 2006, pp.18-19).

[bookmark: _Toc487898414]Figure 4. Credibility in case study research 




This list was referred to throughout the study to enable me to keep track of the data collected and whether the data were appropriate. Inviting participants with varying involvement in the Consortium gave different perspectives on working together. I did have enough data to develop categories and these were put under the headings of the research questions (Figure 6). During the study, there were changes in how the Consortium functioned and these were acknowledged in the findings. These included the development of an education programme and working with an external organisation to encourage collaborative working. 
Using differing views, data collection was needed to get a holistic view of the phenomenon under investigation. Utilising an appropriate method to bring the findings together and to convey the varying views needs to be recognised. Crystallisation is one possible way of doing this.
[bookmark: _Toc487898415]Crystallisation
Denzin and Lincoln (2005) note that the use of multiple methods demonstrates an attempt to secure a deep understanding of the phenomenon being studied. It was important to use different methods of data collection so that I could get varying views into how the Consortium members worked together and not rely on one source of data. Yin (2009) suggests that no one source of data can be truly accurate and all have their weaknesses. One way of using multiple forms of data is called crystallisation which I used in my thesis.               
Guba and Lincoln (2005) believe that using a crystal as a metaphor is useful because it is solid and when turned in many ways can reflect and refract light which can give multiple layers of meaning. A crystal is not always clear cut and it can grow in unpredicted directions.  Participants will have differing views and may give surprising answers which could take the study in different directions.  Using several methods of data collection would give a more complete picture of the phenomenon as it will be studying it from different perspectives. Participants had their own views on working as a consortium and some were more positive than others. 
Guba and Lincoln (2005) write that fairness was important to prevent marginalisation so all levels of staff were invited to take part and all their views were respected. For example, the use of interview, notes of meetings and documents may enhance and corroborate the findings but they could highlight any deviant cases.  Not all interpretations are going to be exactly the same. People will interpret differently and this is what qualitative research is investigating.  As Stake (2005) remarks the qualitative researcher is interested in diversity of perception and using various methods of data collection can help to identify different realities. 
Silverman (2006) comments that because of the different points of view, it would be difficult to have a true representation of the object being studied and it is important that any deviant cases are acknowledged and not overlooked.  In the findings, I have included different points of view of the participants and evidence from other sources. Miles and Huberman (1994, p.267) remark that “it may well happen that our different sources are inconsistent or even directly conflicting.”  It was essential to explore all aspects of the data from several angles as this encouraged me to look at various lines of enquiry. As an interpretivist researcher, I believe that there could be different viewpoints and that reality will be different for individuals so finding a way that values different viewpoints and realities needs to be used and one way could be through the use of the model of crystallisation.
Richardson and St. Pierre (2005, p.963) suggest that “there are far more than “three sides” by which to approach the world.  We do not triangulate; we crystallize.” A crystal is made up of different facets and as with qualitative research, there are multiple realities including how the researcher views the phenomenon may vary with others.  By thinking of a crystal this would give more scope to study the multiple realities:
Crystallization, without losing structure, deconstructs the traditional idea of “validity”; we feel how there is no single truth, and we see how texts validate themselves. Crystallization provides us with a deepened, complex, and thoroughly partial understanding of the topic. Paradoxically, we know more and doubt what we know. Ingeniously, we know there is always more to know. (Richardson and St. Pierre 2005, p.963).
The use of multiple data collection needs to be reassessed.  Richardson and St. Pierre (2005, p.963) argue:
In triangulation, a researcher deploys different methods – interviews, census data, documents and the like – to validate findings. These methods, however, carry the same domain assumptions, including the assumption that there is a “fixed point” or an “object” that can be triangulated.
Triangulation is often used as a way of assessing credibility of the findings in qualitative research but does not always consider the uniqueness of the individual. Crystallisation takes into consideration different aspects of the findings and this can include cases that have totally opposing views. This is more realistic than trying to have all evidence supporting each other. Reviewing the literature on credibility there was little on crystallisation and in fact any articles I did find referred to Richardson and St. Pierre’s work (2005). Crystallisation allows for the use of various methods of data collection and viewpoints and all are important to the research questions. Although crystallisation would show different aspects to the research, it was important that bias was addressed as there was a risk that I would interpret findings to support my own interpretations. This can be reduced by using somebody not connected to the study and I will explore this in the following section.
[bookmark: _Toc487898416]Using a critical friend and bias
Miles and Huberman (1994) claim that using a colleague can point out where the researcher is being misled. I approached a colleague and invited her to review the interviews as a critical friend which she agreed to do.  She read through the transcripts and was able to indicate where I could have led the participant. 
Corbin and Strauss (2008) write that research participants and researchers bring their own biases, beliefs and assumptions to the study. Everyone has their own view and this can be affected by roles and culture but not all bias can be removed as Corbin and Strauss (2008, p. 80) state:
The important thing is to recognize when either our own or the respondents’ biases, assumptions, or beliefs are intruding into the analysis. Recognizing this intrusion is often difficult because meanings are often taken for granted. Sometimes researchers become so engrossed in their investigations that they don’t even realize that they have come to accept the assumptions or beliefs of their respondents.
I did think about my own biases but after reading Corbin and Strauss (2008) it was essential that I considered the biases of the participants.  They had their own views on how the Consortium functioned and whether they wanted it to continue.  There was the risk that if I used data from particular participants which could affect the findings.  In fact, in the earlier drafts I had tended to use one participant more than others.  I had not realised this until it was highlighted by one of my supervisors.  Miles and Huberman (1994, p.266) suggest that “avoid the ‘elite’ bias by spreading out your informants; include lower-status informants and people outside the focus of your study”.  I did invite the administration staff to take part in the study who were not as involved in the Consortium and gave different viewpoints to the education leads and lecturer practitioners (educationalists).
Bias cannot be completely eradicated but recognising it and using a critical friend can help reduce it. The participants and I worked in similar environments and I was able to identify with some of the issues that were raised.  As I was involved with some of the activities that were discussed in the interviews and there was a risk that I could have influenced the participants, by using a critical friend and asking the participants to read through the transcripts did help to reduce some of the possible bias.  
[bookmark: _Toc487898417]Reflexivity
Reflexivity is used in qualitative research as way of critically reflecting on the research process and how this is affected by the researcher.  “Reflexivity is the process of reflecting critically on the self as researcher” (Guba and Lincoln, 2005, p.210) and this included why I chose this research topic.  I had an interest in the Consortium and how it could influence the development of practice and knowledge in palliative care.  I wanted to explore ways of developing knowledge in palliative settings and whether CoPs could encourage the development and sharing of knowledge.  Originally, I had wanted to explore how the Consortium worked together, but it was through reading the literature and reflecting with my supervisors that it became apparent that one method of sharing good practice was through CoPs. This can be an informal way of sharing good practice with all levels of staff.   I also wanted to explore how collaborative working could help develop practice and how this linked with CoPs.
It is not just the researcher who, can influence the research carried out; internal and external factors can affect research and it was important that I was aware of this. I was involved with the development of education and practice and I needed to be aware of the views I held. Dowling (2006) points out that reflexivity enables the researcher to be aware of what is influencing their responses including external and internal influences whilst being aware of the relationship with the research topic and the participants. 
Carspecken and MacGillivray (1998) believe that the connections between validity, reflection and meaning can help make it clearer for researchers the consequences of the relationship between the researcher, the researched and researcher bias.  Creswell (2003) concurs that reflexivity can represent honesty and openness to research, acknowledging that all inquiry is laden with values. 
Throughout the research, I reflected on the findings and how I carried out the research. Reflexivity can aid the researcher in being more critical of their findings and approach and consider the influences of their own stance. This allowed me to be critical in my approach to the research topic. It was difficult to be objective about a subject that I was involved in so it was recognising this and accepting that as a researcher I was part of the study.  
To be truly reflexive in research can be a difficult process.  Hand (2003) argues that reflexivity should be considered at every stage of research.  This would then enable the researcher to develop an audit trail so that the whole process is open and transparent (Hand, 2003).  Other factors that need to be taken into consideration are the background of the researcher, political issues and the researcher’s own values and beliefs. Bryman (2004) writes that values reflect the personal beliefs of the researcher and it would be difficult for the research to be value free.  He points out that issues such as the choice of research area, research questions analysis and interpretation of data may be influenced by the researcher’s values. For example, Carolan (2003, p.7) discovered that her role as a midwife and mother had an impact on the topic she was investigating:
I was aware of a tension between my clinical role as a midwife and the image I expected to portray as a researcher.  Additionally, I was concerned about separating my research role from my identity as a midwife and mother, and I felt that these tensions impacted significantly on the data I was collecting.

For my part, I have worked in specialist palliative care for most of my career. I believe there is a requirement to develop end of life care education to enhance the skills of HCPs who care for patients at this difficult and emotive time.  I also believe that working together and sharing practice is necessary to improve practice and that developing a CoP could be an approach to enable this.  I needed to be aware that this may influence how I interviewed participants and how I came to draw conclusions from the findings.  Using a critical friend and my supervisory team helped me to do this. 


[bookmark: _Toc487898418]Voice of the participants
Another way of enhancing credibility is by using the voice of the participants.  It was their views that I wanted to elicit so it was important that these were respected in the study. If participants are to be included in the research their voices have to be heard.  As Guba and Lincoln (2005) reflect, voice should include both the researcher’s voice and the voice of the participants. I used quotations from the participants in the findings, excerpts from documentary sources and my research diary to give both participants and my views on the research topic. As a qualitative researcher, I accept that participants will have different views on the subject being studied and as Corbin and Strauss (2008) highlight each person will have a different interpretation of the data and this can give a different perspective on the findings.  

Participants’ views were essential to the project and through interviews they were able to share their thoughts and feelings with me.  However, there is a risk that some participants’ voices could be used more than others.  Miles and Huberman (1994) warn that researchers can rely too much on the more articulate, perceptive and attractive participants. This was something that I did experience when writing up the findings.  Although I read through all the transcripts and coded them all, I did find that I used certain participants more than others.  I had not done this intentionally but it did make me reflect that all participants should be given the chance to share their views and that I should not rely on the more vocal ones.
Credibility in case study research, as with all research, is problematic, but by using various methods of data collection and recognising both the participants’ and researchers’ biases can help the research to be credible. Using a critical friend to read through the transcripts and to develop her own codes was a great help as I was able to compare her findings with mine.  It also helped me reflect on how I interviewed the participants and to try and reduce bias.  Using the voices of the participants allowed them to give their views and it was important that all had the opportunity to share these.  Reflexivity was used throughout the thesis and this allowed me to reflect on the way I had carried out the findings and the way I had used the data collection tools. As an interpretivist, I believe that there are different realities and by using crystallisation, this gave me the opportunity to explore several views and possibly different findings. To ensure that participants were treated with respect and protect their autonomy, the project needed to gain ethical approval.
[bookmark: _Toc487898419]Ethical considerations
Ethical approval is essential for research projects that involve human participants. This section will cover the importance of protecting participants, confidentiality and access to the population under investigation.  I was guided by the four principles of medical ethics which are:
· Beneficence – do good
· Non-maleficence – do no harm 
· Respect for autonomy – respect choice
· Justice – fair use of resources.
Boyd (2005) states healthcare professionals favour these principles as they are a useful checklist of ethics. I found these four principles beneficial to enable me to consider the ethical issues with the thesis.  How the principles were applied will now be discussed.
Yin (2009) states that all research should be conducted with the highest ethical standard and the research plan needs to be approved by an ethics committee. “Most institutional ethics committees are in place to ensure that safeguards exist to protect the anonymity and confidentiality of research participants” (Corbin and Strauss, 2008, p.29). Ethical approval was sought and given by the School of Education at the University and the Hospices that took part in the study (Appendix 2).  
The researcher has a responsibility to protect confidentiality and autonomy in the recruitment and consent process and ensure that consent is as informed and genuine as possible (Tod, Nicolson and Allmark, 2002).  Patton (2002) points out that the informed consent protocols should cover:
· The purpose of the study 
· Who the information is for and how will it be used
· The interview questions
· Confidentiality
All participants who were invited by letter (Appendix 4) to take part in the study were given an information sheet (Appendix 5). This gave them information on the study and they had the opportunity to ask any questions before they made their decision. They were asked to sign a consent form if they agreed to take part in the study (Appendix 6). As I worked with the Consortium members there was the possibility that participants they may have felt coerced or obliged to take part. Researchers have to ensure that the participants have real freedom of choice to take part or refuse (Cohen, Manion and Morrison, 2007).   The information sheet and consent form both highlighted that there was no obligation to take part in the study and there was no need to state any reason for not wanting to take part (Appendices 4 and 5).
It is important when planning the research that it will not harm the participant. Cohen, Manion and Morrison (2007, p. 382) point out that care should be “taken to prevent any harmful effects of the research to participants (and others). The participants were interviewed and the questions asked were not threatening. However, if a participant did not want to answer a question then this would be respected.  
Access is a key issue and researchers need to ensure that access is permitted and practicable (Cohen, Manion and Morrison, 2007).  To gain access to the participants I required permission from the Senior Management Team (SMT) of the three hospices.  Gatekeepers’ responses to an approach should be regarded not merely as being a stage which must be passed but as providing valuable data on the very setting being studied and the terms on which access is gained can give insight into the setting to be studied (Silverman, 2006).  An outline of the research plan was sent to the three hospice SMTs for their approval. One of the hospices had an ethics committee and I was invited to present the proposal to them.  I found this useful because it made me reflect on why I was investigating the Consortium.  I made this comment in my research diary:
Met with ethics committee at [name of hospice].  4 members of the committee were there. They did ask a lot of questions and there was a great deal of debate around CoPs and my study.  I felt I was well supported by one member of the Committee who understood the idea of exploring a theory/concept.  It was difficult but perhaps a good learning experience for the future (Research diary, 26/11/10).

Negotiations with the gatekeepers will establish the rules and conditions that are required for the research to take place in a particular setting (Patton, 2002).  Once permission was given, I sent out the letter of invitation, information sheet and consent form.   Although access might be gained there may be problems with the release of information (Cohen, Manion and Morrison, 2007).  Fortunately, when permission was given to access the participants it was agreed that there would be access to documents and notes of meetings.
Confidentiality is essential when collecting data so that participants feel safe to express their views without their identity being revealed. Silverman (2006, p.319-20) notes “when we report our observations or interviews, it is common sense to protect the identities of the people we have researched and to ensure that they understand and consent to our research.”  To enable me to identify interviewees and whether there were any patterns emerging from their comments, I gave the interviewees pseudonyms through which only I would be able to identify the interviewees.  Another concern was there were only two men interviewed; I made the decision that all participants were the same sex to help reduce the risk of participants being identified.  There did not appear to be any connection between gender and the findings.  There has been debate in the literature about confidentiality and whether this is always required.  Silverman (2006) points out that some participants may want to be identified in the research and can feel let down if their identity is concealed.
Protecting participants and respecting their views is paramount in research. Silverman (2006, p.323) suggests the following goals:
· Ensuring that people participate voluntarily
· Making people’s comments and behaviour confidential
· Protecting people from harm
· Ensuring mutual trust between researcher and people studied.
Punch (2009, p.50) adds to this:
· Worthiness of the project
· Competence boundaries
When I presented my research proposal to one of the hospice ethics committee, I was asked what were the possible benefits in carrying out this research.  I was able to explain that sharing practice with other organisations or individuals can enable healthcare professionals to have a deeper understanding of palliative care and this would help improve patient care. 		
Ethics is an essential part of research and it was important that I did not expose participants to any harm or their confidentiality to be put at risk.  The analysis of the data also needs to be ethical. Silverman (2006) remarks that the researcher needs to show in the data analysis that the participants have been dealt with equally and with respect. I needed to show that I did value the views of the participants and protect their confidentiality. If a participant did not want any part of what they said to be used this needed to be heeded.  This was not an issue I faced, but I was aware that I treated all participants with the same regard and that their voices were heard.
[bookmark: _Toc487898420]Data analysis
Once data were collected, they needed to be analysed.  Cohen, Manion and Morrison (2007) regard qualitative data analysis as involving organising, accounting and explaining data which includes making sense of it in participants’ views, noting patterns, themes and categories. It was essential that analysis of the data was done effectively. This section will discuss the methods used to analyse the data.
There are different approaches of analysing data in qualitative research and finding the most suitable methods needed to be explored. Punch (2009, p.170) writes:
Qualitative research, in education and other areas, concentrates on the study of human behaviour and social life in natural settings.  Its richness and complexity mean that there are different ways of analysing social life, and therefore, multiple perspectives and practices in the analysis of qualitative data.
One of the main concerns with case study research is the amount of data collected and how this can be analysed. Bryman (2004) claims that one of the main problems with qualitative research is the amount of data generated because of the reliance on documents, field notes and interview transcripts. This made the data analysis difficult because I had collected copious amounts of data from interviews and documents.  There was the risk of becoming too involved in the data and not analysing the data effectively.  “The researcher must guard against being captivated by the richness of the data collected” (Bryman, 2004, p.399).  I did find that in my first drafts my quotes tended to be too long.  By going back to the data and the themes and codes that emerged did help me to focus on the research questions. There were documents that I thought would be beneficial but as I refined the findings I found that not all were required.  Miles and Huberman (1994, p.55) warn:
All this information piles up geometrically.  Worse still, in the early stages of a study, most of it looks promising.  If you don’t know what matters more, everything matters.  You may never have the time to condense and order, much less to analyse and write up, all this material.
Miles and Huberman (1994) point out there is a risk of data overload and they believe that one of the causes is this that qualitative research uses words rather than numbers.  “A chronic problem of qualitative research is that it is done chiefly with words, not with numbers.  Words are fatter than numbers and usually have multiple meanings” (Miles and Huberman, 1994, p.56). 
As I had collected a large amount of data it was necessary to analyse the data as I collected it.  For example, the interviews were transcribed and analysed as soon as possible after the interview. Silverman (2006) advises that data analysis should begin as soon as the data were collected.  Coding should not be left until all the data are collected because this can weaken the analysis (Miles and Huberman, 1994). Finding ways of analysing the data efficiently can be problematic.  One way of organising large amounts of data is by coding.  Punch (2009) describes coding as the starting activity in qualitative analysis. I found that following Creswell’s (2009, pp.185-6) flowchart (Figure 5) and checklist helped me to make sense of the data:
[bookmark: _Toc487898421]Figure 5. Data analysis in qualitative research (Creswell, 2009, p185)
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· Make sense of the whole. Read through transcripts. Jot ideas down
· Pick one document/ transcript asking what is it all about. Write thoughts in margin
· When completed several cluster together similar topics. Form these topics into major, unique and leftovers
· Go back to data and abbreviate the topics as codes and write codes next to appropriate segments. See if new codes and categories emerge.
· Find the most descriptive wording for your topics and turn them into categories. Reduce categories by grouping together. Draw a line between interrelated ones.
· Make decision on the abbreviation of each category
· Assemble data belonging to each category and perform preliminary analysis
· If necessary, recode.

The tapes were repeatedly listened to and as I listened I made notes in the margins of the transcripts and developed a list of codes and themes. The same procedure was used with notes of meetings and documents. Using the checklist and flowchart focused me on the analysis and making comments as I went through the data helped me to express my thoughts on what was emerging from the data. Creswell (2009) suggests that data analysis is an ongoing process and as I was writing up the findings I found that the codes needed reviewing as I analysed the data. 
Data analysis is a time-consuming process. Finding the right method to do this is important. I discovered that using codes and the checklist allowed me to focus on the data.  I did analyse the data as soon as I could because leaving it until all the data were collected would have been problematic because as Miles and Huberman (1994) recommend coding should not be left until all the data are collected because this can weaken the analysis. Once the data were put into themes and codes I needed to make sense of it in the findings. Themes did emerge during the data collection, there were themes that emerged more than others (Table 1). Bryman (2004) states that saturation occurs when enough data has been collected to confirm the importance of a category.  This is at the point which new data do not anything new to a developing concept or theory (Varpio et al.,2017).  For example, as can be seen from Table 1, the SHA and collaborative working were themes that occurred most frequently in the data, therefore reached the point of saturation.
[bookmark: _Toc487898423]Conclusion
The research process needs to answer the research questions and finding the appropriate methodology as an interpretivist was required. As an interpretivist, my ontological position is that I believe reality is subjective and it will be different for individuals. Reality, as viewed by individuals, can be affected by external influences such as their life experiences and work environment; utilising the appropriate data collection tools to collect data and to view the different realities has been reviewed. To enable me to explore the Consortium holistically, I used case study research as this allowed me to study it in-depth. As this was a case study and I wanted to explore different aspects of the Consortium, it was essential that I included all levels of staff to give a comprehensive view of the case because they had differing involvement in the Consortium activities. Some were involved from the outset and were heavily involved in its development whilst others were more on the periphery and were involved with the delivery of the activities.
There are a variety of methods available in qualitative research to investigate the phenomenon. I utilised semi-structured interviews and documents such as notes of meetings, the business plan and my research diary as these would permit me to answer the research questions from different perspectives on how the Consortium functioned. For example, the participants would have their own views on how they worked and learnt together and using documents would either corroborate what was said or give a different aspect to the findings.  
As I was employed by one of the hospices I was an insider researcher and it would have difficult to be separated from the research as I would have my own views on the Consortium. As an interpretivist, my role was not to view the Consortium objectively but explore the views of participants on how they felt about working together. Using different methods of data collection can support the credibility of the research and a critical friend enabled me to be aware of any bias especially as I was an insider researcher. Crystallisation allowed me to view data from different aspects and to take into account varying findings from participants and other data.
Once data were collected it was essential to find the appropriate tools for analysing the data. Reading through the literature permitted me to consider various ways of analysing data. I used Creswell’s (2009) checklist and flowchart (Figure 5) as this helped me to make sense of the data and to reduce it to a manageable amount. Once the data had been collected and analysed the findings were explored and this is the focus of the following chapter.
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[bookmark: _Toc487898425]The Findings


The previous chapter discussed the methodology, the rationale for using the data collection tools, the research design and the importance of protecting participants.  This chapter reviews the findings from the data.  As discussed in the introduction, end of life care can be challenging for healthcare professionals (HCPs) and some can find it difficult to have conversations about prognosis and dying with patients and their families (Barker et al., 2004). The Strategic Health Authority (SHA) had invited palliative care education providers to develop education programmes for HCPs to enhance their skills in caring for the dying. 

The Consortium was formed by the three hospices and they have worked closely together to provide end of life care education for HCPs and on a number of education projects. This chapter will review the findings from the data collected to explore whether working collaboratively has influenced their practice and if CoPs would be a useful format to use in hospices to support staff and to share practice. Examples of working together are discussed and the influences of the SHA and the hospice management teams will be reviewed. There were some good examples of sharing expertise and there were new ways of working such as collaborative working on the education bids. 

The findings were related to the research questions which were:
· Does the Consortium work together as a community of practice?
· Has working together had an effect on the working practices of its members?
The data were collected from semi-structured interviews, documents which included reports, work with the External Organisation (this was a business organisation who the SHA employed to work with the Consortium), business plan, notes from meetings and extracts from my research diary.
The participants represented all three hospices and all levels of staff. 10 of the 15 members consented to be interviewed.  Unfortunately, there was a delay in getting ethical approval and the numbers were reduced as one went off sick and another left.  One person wrote and gave no reason why they did not want to take part and another gave her reasons verbally but did not want to share them as part of the research.  However, the data collected from the interviews were substantive and from different levels of staff with varying involvement therefore, a wide range of perceptions was gathered from three different hospices. Participants included:
· Senior management (1)
· Heads/leads of Education (2)
· Lecturer practitioners (2)
· Administration staff (3).
Participants were given pseudonyms to enable me to identify if there were any themes that were evolving from particular participants and their status.
Using Creswell’s (2009) checklist (Figure 5), the data collected were organised and the list of themes that emerged were put into categories. This was done by listening to the tapes and reading the transcripts. Comments were written in the margins regarding my thoughts on what was said. My critical friend made her own list of themes and I compared our lists. We did come up with similar themes and these were then put under the headings of the research questions (Figure 5 and Table 1). Benefits and challenges were themes that were applicable under both research questions and these are threaded throughout the findings. The SHA played an important part in the development of the Consortium and there are examples of its impact discussed under both research questions. 
Documents were read and I used them to support findings from the interviews and to present another facet to the findings. These documents included reports written by and for the Consortium, notes of meetings and education bids. The documents gave good examples of the Consortium members working and learning together. 


[bookmark: _Toc487898426]Figure 6. List of themes under the research questions






The Consortium was formed because of the SHA rather than the hospices choosing to work together. A CoP would normally be formed voluntarily by its members and not by management (Wenger, Snyder and McDermott, 2002). However, they do need support from management to be successful. As Roberts (2006) comments a business can establish a team for a particular project which may in time emerge as a CoP. The culture of an organisation will impact on how a CoP develops and the hospice management teams’ involvement will be reviewed as part of the findings.

[bookmark: _Toc487898427]Table 1. The list of themes and frequency emerging from data

	List of themes emerging from interviews
	
	

	Domain of knowledge
	
	6

	Community of people
	
	6

	Shared practice
	
	11

	Collaborative working
	
	33

	Collaborative learning
	
	17

	Trust and mutual respect
	
	17

	Decision making process
	
	21

	Leadership issues
	
	13

	Time issues
	
	15

	SHA and financial implications
	
	30

	Culture and hospice management
	
	10



The participants represented the different hospices and included all levels of staff.  Although the Consortium was not initially formed as a CoP, I wanted to investigate whether it had the potential to evolve into one and if this would be beneficial in palliative care settings as a way of sharing best practice and supporting staff in a safe environment. 

[bookmark: _Toc487898428]Does the Consortium work together as a Community of Practice?
The Consortium was originally set up as way of engaging education departments to provide palliative care education programmes for healthcare professionals as indicated in the following extract from a letter to the Palliative Education Providers in the SHA:

To facilitate the development of education work expertise in and between education providers and that mentoring and supervision contracts are set up and agreed for those education provider staff (Workforce Development Directorate, 2004b).

It was not set up as a CoP but as a way of sharing expertise. Normally CoPs are formed spontaneously and not by management (Lave and Wenger, 1991). However, as Gabbay et al. (2003) point out, some groups can develop into a CoP if they have the key characteristics. Wenger (1998) claims there are three main components that make up a CoP and I used these as my conceptual framework to assess whether the Consortium had the components of a CoP.  Consortium consisted of these:
· Domain of knowledge - the palliative care knowledge and education 
· Community of people - the Consortium members
· Shared practice – the education programmes developed, joint activities.
Using the above elements as criteria for a CoP, the Consortium and how it functioned will be explored and examples of the work of the Consortium will review the above criteria as well as the evidence from the interviews.  For a CoP to develop its knowledge and expertise, its members need to have good working relationships and be willing to share knowledge with each other. Wenger (1998) believes for a CoP to function effectively, there needs to be three dimensions and these will be used to review how the Consortium members worked together:
· Mutual engagement – working and sharing practice
· Joint enterprise – work on a variety of education projects including teaching programmes, working with an external organisation to develop partnership working
· Shared repertoire – this links in with the shared language of the Consortium members and the development of artefacts such as the business plan, education programmes and the prospectus
In the conclusion, I shall discuss the findings and how CoPs could be used in the palliative setting.
[bookmark: _Toc487898429]Domain of knowledge
Wenger, McDermott and Snyder (2002) believe the domain gives purpose and value to the community. The domain of knowledge for the Consortium consisted of expertise in palliative care and education.  The domain needs to be important to both the CoP and the organisation to be successful. Wenger, McDermott and Snyder (2002) warn that if the domain lacks relevance to the organisation then it will have limited influence and this will be reviewed. I will explore how the Consortium managed their knowledge and developed their domain by using the three dimensions as suggested by Wenger (1998). The SHA influenced the development of the Consortium and how this impacted on the domain will be discussed. 

Education of healthcare professionals was important to the SHA and the Consortium was originally created by the SHA to develop education programmes for healthcare professionals:
The Consortium has been in existence since 2005, we are drawn together really by someone working at the SHA who had this vision of a consortium of hospices (Sarah).

This was supported by a proposal sent out to all palliative care education providers in 2004 by the SHA Workforce Development Directorate (2004b):
Current and interested providers of Palliative Care Education across the [name] Cancer Network come together to form an Education Consortium and share the development, delivery, monitoring and review of identified and required education programmes.

The SHA envisaged the benefits of the palliative education providers forming a consortium to share their expertise with each other and provide education programmes therefore the domain of knowledge was important to the SHA. Although participants and the SHA were enthusiastic about forming a consortium, support was required from the hospice managers to enable participants to take part in the Consortium activities. Managers needed to understand the importance of educationalists meeting to develop their knowledge base.  Liz, as a manager, initially was unsure what the relevance of the Consortium was:
How would the three together be better than each operating individually and did the three coming together and simply because really in the initial stages it was just signposting wasn’t it? To each other’s courses which seems to me to be a fairly minor thing to happen and then to call it something as grand as a consortium (pause) and so I certainly struggled (Liz)

As a manager, she had differing views to the educationalists who felt that mutually engaging in activities was a useful experience. 
I’m really pleased that I know the other Education Leads and the other education teams as well as I do, I would hate to have not gone down that route and I think we are all friends as well (Sarah).
Sarah benefited from meeting other members of the Consortium and good relationships developed with the other members as they shared their experiences in joint enterprises. Davies (2005) and St Clair (2008) point out that mutual engagement is based on social relationships and how the community members interact with each other. As members interact with each other they learn from each other and this enables the domain to develop (Wenger, 2006).
It was not only explicit knowledge but implicit knowledge that participants gained. For example, Sarah felt that she had learnt different ways of communicating:
I have learnt the different kind of communication methods that each of us have and how I might talk to one of the Education Leads like this and I know that the other one might need slightly different information, so we have learnt how we work as well which has probably helped that process of getting along (Sarah).
Sarah acknowledged that her colleagues worked in different ways and that it was important to appreciate this as each may need information at various levels. HCPs would have varying levels of understanding in palliative care and it would be important that they can learn to share experiences at a level they can understand. As discussed in the literature bringing different professionals together can create better understanding of each other’s roles and this in turn will enhance patient care (Alsop, 2010). 
The administration staff also recognised that working together was positive especially in developing links and practice with other organisations:

I think it worked well in as much it was a good joining point, people met together and the fact that we were working together as teams was really useful; it was a good base for discussion and interaction (Mary). 
Participants at the different levels did have varying views on working together. Sarah had seen it as an implicit and supportive role whilst Mary perceived it from a more practical viewpoint. This may have been because the administration staff were not involved with the development of the Consortium. They became involved later in the process and their role in the education departments differed from the educationalists. They were given tasks to do by the educationalists and were not involved in the development of the education programmes. 
The original role of the Consortium was to provide education programmes in end of life care for HCPs in a variety of settings for both specialist and generalist staff. The SHA wanted the hospices to work collaboratively to provide education programmes: 
· That the programmes [on palliative care] are intended to be multidisciplinary unless there are sound reasons for them not to be so
· That the social care, voluntary sector and care homes workforce/personnel education needs for Palliative Care are addressed 
· That programmes address the needs of both specialist palliative care roles and those providing generalist palliative care (Workforce Development Directorate, 2004b).

The SHA recognised the importance of multiprofessional learning as highlighted by Gittell, Godfrey and Thistlethwaite (2013) and the CoP members must want to learn together for it to be successful (Wenger, Trayner and de Laat, 2011). The educationalists wanted to work together and share practice and they did have a domain of knowledge and were prepared to share their expertise. Liz was unsure of the benefits of the Consortium however she did believe that the educationalists meeting was useful:
It felt good that different education leads were coming together to see how a programme could be promoted (pause), but certainly, the perspective I am talking about from my point of view was that doubt as to what it could achieve, whereas it may well be that there were others more far sighted than me and can see, you know that there is something really useful to it all? (Liz).
To develop the domain and manage knowledge the Consortium needed to work and share knowledge with others:
It’s discovering new ways of working, it’s been having the mind stimulated by people, I think really the important part is when you get two or more people together and you start discussing ideas you actually stimulate a lot more than if you try to do it with several people in isolation (Liz).
It was interesting to note that earlier in the interview Liz was not positive about how the Consortium worked but here she could see the benefits of people meeting to develop knowledge. This supported the original purpose of the Consortium which was to share expertise and knowledge. An Away Day was organised between the Workforce Development Manager and the Consortium members to discuss the way the Consortium would function:
· The framework for a governance and contract arrangement for working as a consortia,
· To begin to unpack and discuss how to address the gap analysis ([name of person] currently putting together and from information received from all organisations across the SHA)  
· To make plans for an education activity, addressing a gap item that could be delivered by the consortia after Christmas and to launch and advertise the consortia as a road show activity
 (Notes from Away Day Meeting 4 held on 19th August 2005).

As indicated there were gaps in the knowledge of HCPs and as knowledge in healthcare is changing consistently, there is a requirement for it to be updated to keep practice effective. Knowledge needs to be managed well to enable it to develop. One of the ways to facilitate learning is through sharing within and outside the CoP to prevent knowledge becoming stale. Brown and Duguid (2001) state that for knowledge to develop, it needs to be able to flow in and out of the community. For example, when the process for funding education changed in 2010, the SHA encouraged different education establishments to bid for education projects. Partnership/collaborative working was perceived as the way forward by the SHA as they believed that it can enhance quality of care:
We are moving forward with partners in health and social care, as well as the independent and voluntary sectors to improve the quality and consistency of End of Life Care through a comprehensive workforce programme (NHS West Midlands, 2010).

As the process for funding had changed, this impacted on the domain of knowledge. The hospices’ knowledge is based on end of life care for patients with cancer and this expertise can be used for patients are dying with other illnesses (Alsop, 2010). Hospice staff have less experience in long term conditions and working with community matrons and clinical nurse specialists allowed knowledge to both flow in and out of the community. The Consortium was encouraged to work with other agencies to develop education programmes that included non-malignant diseases as well as cancer. For example, the Consortium worked with a national charity and a nurse specialist to develop an education programme on dementia. The meeting held showed that participants were willing to share their expertise: 
The group discussed the individual course presentations and allocated the session slots for the first one-day course.  The group shared presentations and resources.  This will ensure that the delivery content is dove-tailed together (Notes of meeting held 8/2/11).   
                 
The programme included the importance of excellent communication skills when discussing advance care planning[footnoteRef:1]. It was developed in collaboration of three agencies, which included the Consortium, a national charity and nurse specialist: [1:  Advance care planning enables people to plan how they would like to be cared for at the end of life.] 

To ensure a more robust training programme drawing on the breadth and depth of knowledge and skills of all partners (West Midlands End of Life Care Education Consortium, 2011). 

This showed that the Consortium was aware that it needed to work collaboratively with others to strengthen their knowledge base. They were also prepared to teach together:
All courses would be delivered by a combination of tutors to ensure a balance between End of Life Care and Dementia Care expertise (West Midlands End of Life Care Education Consortium, 2011).
 This demonstrated that they were aware that each has strengths and would be prepared to work together to enhance their own knowledge and expertise.

The Consortium did have a domain of knowledge which consisted of palliative care and education. The educationalists had a shared repertoire and this enabled the domain of knowledge to develop. The domain needed to be relevant to both the Consortium and management and from the comments made by Liz it was unclear whether she felt, as a manager, there were any benefits in the hospices working to together.  However, she did acknowledge that people meeting was a useful forum to share knowledge. To enable the domain to develop, other organisations were invited to take part in the production of education projects. Having a shared repertoire with other organisations allowed knowledge to flow in and out of the Consortium therefore, allowing the domain to develop and this is supported by Brown and Duguid, 2001, p. 207) who point out that knowledge has to “leak out” for knowledge to “flow in.”

Funding was required for the hospices to deliver the education programmes and this was provided by the SHA. A CoP would normally manage themselves but as the SHA were involved in the conception of the Consortium, they made the decisions on what was required in the education programmes. It must be remembered that the Consortium was not formed as a CoP but as a consortium of hospice education departments to provide education. For the domain to develop there needs to be a community of people who are willing to share practice. The involvement of participants in the Consortium and the influence of the SHA will now be explored.

[bookmark: _Toc487898430]Community of people.
The domain encourages people to join a CoP because they have a particular interest in an area of expertise. When the Consortium was first formed, it consisted of the education leads and the lecturer practitioners. Later, after working with an external organisation, the administration staff were invited to some of the meetings. This section will review the nature of the participants, their varying points of view and whether they identified themselves with the Consortium. It will also highlight how being a member of the Consortium impacted on their workload and their relationships with each other. 

The Consortium members had not worked together before and to enable them to do this they needed to mutually engage in activities. This included building relationships and how members interact with each other (St Clair 2008; Davies 2005). Participants were aware that they needed time to get to know each other to develop good relationships and trust:
So, a lot of the early work I think was breaking down barriers, getting to know each other and thinking about how we might work closer together and I think it’s been quite a difficult model to (pause) to make successful really for several reasons but I think we work together now more closely (Jane).
Participants had developed close relationships which they found valuable and were able to build up trust which is needed for a CoP to be successful. Mitchell, McKenna and Young (2008) acknowledge that good relationships were an important part of a CoP to enable its members to share practice and to manage knowledge. Sarah was a lone worker and she felt that she was supported by her colleagues and made friends:

We have learnt how we work as well which has probably helped that process of getting along, so I am really pleased that we can do that and I get real benefit from having that link with the other Leads, it’s really valuable for me.

Wenger (2006) believes that as the community members interact with each other they learn from each other. This was supported by Sarah who acknowledged the importance of developing good relationships to enable the ability to learn and share practice. She benefited from support from her colleagues in the Consortium because they understood the issues in palliative care and education. Having that mutual understanding of each other's roles enabled participants to support one another.

The education leads and lecturer practitioners had been involved with the Consortium from the outset and recognised that, although they were different organisations, they did work together:
I think we worked together but within that working together we were and probably still are, working as three separate entities for quite a lot of the time, but I think for me the difference is the kind of over-arching, philosophy on working with others rather than as a lone hospice (Jane).
Jane accepted that the hospices were separate organisations that worked together and still identified themselves with their host hospice. Not all were happy with working in a consortium; one administration member remarked:

Personally, I didn’t feel that it [joining the Consortium] was a thing that we should be doing because (name of hospice) had built a good reputation on its own ……Personally I thought we would lose our identity to some extent and I think that’s what I was most against (Susan).

Identity is important for a community so that members can learn effectively together. As Wenger (1998) points out the community members need to engage with each other and acknowledge each other as members of the community.  Susan was concerned about losing the identity of being part of the hospice where she was employed and she could not see the benefits except for a financial gain. This was supported in the report “successes and challenges” (Health Services Management Centre, 2008):
Some members expressed resistance to joint working as they did not always believe a consortium approach would have benefits over what an individual organisation could achieve alone.
The comment made by Susan revealed concerns that Consortium members could lose their individuality but this does not have to happen and they were encouraged to work together to provide end of life care education: 
(Names of hospices) are all funded as part of the Consortium, though each operates individually and has their own distinct approaches to developing and providing education for end of life care … the three hospices have agreed to work together to test the value of the consortium approach (Notes from debrief 11/7/08).
 For a CoP to be successful, its members need to have a common interest in a particular field and it is the professional identity that brings them together (McDermott, 2001). The Consortium was made up of people who worked in education to provide palliative care education and this enabled them to identify with each other despite being employed by different organisations. As Joan pointed out: 
I think what we have managed to achieve and I say this, we as a consortium and not just as an institution of (name of hospice), I think we managed to achieve our commonality, but also our individuality too and I think we haven’t been swamped by the Consortium, we still see ourselves perhaps as three hospices working together. 
Although the hospices regarded themselves as three organisations working together, the SHA wanted the Consortium to be viewed as one organisation providing palliative care education.  To enable a CoP to work together there needs to be a joint enterprise (St Clair, 2008). It was suggested that to enable HCPs to identify the Consortium as an organisation that provided palliative education, it should develop its own branding such as one logo and prospectus. Working on the prospectus and branding was a good example of the Consortium having a joint enterprise.  It was suggested that one of the key lessons learned from the trial period included:
The importance of creating and consistently using a professional brand for all fliers, websites and promotional activities (Anonymous, no date). 
Participants were positive about this and could see the benefits:
I thought that worked very well, whether I liked the logo is a matter of taste and choice, (laughs), yeah, I think the idea was an excellent one and I do think it worked well (Mary).
An individual can be a member of more than one CoP.  Davies (2005) recognises that CoPs can overlap with each other which enables practice to develop. Participants were keen to function as a consortium but recognised that they were members of different hospices. For example, Susan was against the concept of the Consortium but once she became involved with the Consortium she did feel that she did learn from the experience:
 I couldn’t see how it would work … as it panned out it wasn’t too bad and the whole thing has been quite a learning curve (Susan).
Participants were aware that they functioned at different levels. For example, the educationalists were involved with the development of the Consortium and talked about being invited to join the Consortium whilst the administration staff were brought in later and Susan commented:

All I remember is being told that we were going to be joining this consortium and having a logo between us and all that sort of thing (Susan).

This gives the impression that Susan felt that consortium working was being imposed on them which is a different view to other participants. It was interesting to note the differing views. Jane perceived that working in a consortium was an opportunity to mutually engage with others in joint enterprises whilst Susan felt that they were told to work as a consortium. Mary saw working in a consortium as an opportunity to make money:
There is money in conferences providing they’re in the right venue and the right speakers, there is a lot of money there and with the pull of three hospices I think we really could have cornered a market somewhere (Mary).

The different levels of working were because some participants had more power than others. The educationalists made decisions and the administration staff were given tasks to do and not involved in decision making and so did not have the same power as their senior colleagues. This showed that the educationalists and the administration staff did not have shared repertoire to enable them to mutually engage in activities. This was raised by Susan when talking about the meetings held by the administration team:
We were having this conference and also the girl [consortium administrator] it was important that she met the others so that’s why we started having the meetings but I can’t say they actually worked because we were resigned to another room at a certain point and you got the same thing, you went round in a circle, nobody could actually make a decision because you would have to go back to your manager, put it to them and then it got changed and then you go back to the meeting and all that you talked about was wasted because it wasn’t what they wanted to do sort of thing, so even that was a waste of time in my opinion (Susan).
Others did not agree with Susan. Mary did feel that involving others worked well and would like this to continue:

Yeah, I think it would be shame to lose that [collaborative working], because it involves everybody and everybody’s is in the mix and when people are involved they feel valued (Mary).

Although Mary could see the benefit of involving all levels of staff, there were times when there was too much input:
I suppose everybody else’s opinion is different from each other so it was a bit, I don’t know really who to listen to and I took on everyone’s opinion and especially regarding the conference and tried to integrate everyone’s what everyone was saying and went back to them to see that was ok but they seemed happy (Kerry).
Kerry found it difficult at times to listen to different opinions and which ideas to accept. She found that involving too many could be problematic. This is supported by Mary who commented:
I would think probably the only down point is that probably there is sometimes too many cooks.

As Mary had commented earlier, involving others was beneficial but there were times when there was too much input. For example, the Consortium worked together to provide a standard flyer:
It [developing a flyer] seemed such a big deal and it was just like a small job like that seemed to go on a couple of weeks before you got an actual answer (Susan). 

This was highlighted in the notes of the debrief (11/7/08):
Discussions over format took too long. Decisions over format were slow to be reached.

From the remarks made by administration staff, they depended on what the more senior members of the Consortium wanted so did not have as much power as their supervisors. This indicated that administration staff were not such active members of the Consortium and were more on the periphery due to with their position in the education departments. This is supported by Mallinson et al. (2006) who perceived that if the members of the CoP did not have the appropriate qualification, this could keep them on the periphery.  It was the status of participants that affected how much influence they had on its development. Participants had different levels of participation and this depended on their role in education. However, from the comments made, all were involved in some decision making.  Participants recognised that they were part of the Consortium but they did not want to lose identity with their host hospices. They did view themselves as three separate hospices who were working together to provide education. To enable them to work successfully together there needs to be sharing of practice.
[bookmark: _Toc487898431]Shared practice 
For a CoP to be successful there needs to be shared practice (Wenger, McDermott and Snyder, 2002). Participants were willing to do this as can be demonstrated by the work on the projects and the prospectus.  West Midlands End of Life Care Education Consortium (WMEOLCEC) Report (no date, p.9) highlighted that sharing of knowledge was required in knowledge management:
Annual meetings take place for curriculum development and the benefits of joint working and collaboration for the three individual hospices involved in the WMEOLCEC ensures that available resources are utilised to their maximum potential. This enhances the learning experience and reduces duplication, whilst allowing us to capitalise on specialisation and expertise.
Using a forum such as a CoP could be a way of encouraging individuals to share experiences (Andrew et al. 2009) and participants were prepared to share their expertise with each other:
I’ve haven’t talked much about shared knowledge but of course that’s implicit to the whole thing really, there’s a lot of expertise amongst the Consortium team and educationalists and that’s been really good, there’s been some shared practice again perhaps not as much as we would we could have done (Jane).
As Jane highlights, there was the sharing of expertise to develop the domain of knowledge but this could have developed more. However, time was an issue and it was unclear during the interviews what the future was for the Consortium.  The educationalists benefited from working together but as they had come from a health and social care background, they had worked collaboratively in teams. However, working with other organisations was a new experience for the administration staff and they did not know what to expect:
I think not being afraid of not only change but complete unknown, because I think we all walked into this not knowing what was going to happen, whether it was going to whatever, no I don’t think anyone had any real idea what was going to turn out only that it was gonna work and I think to everybody’s credit it probably has (Mary).
Others found that having the three education departments working together enabled participants to work closely to develop education events:
It helped with study days and I suppose, just easier to consult with each other on certain issues with certain projects like hosting palliative care interest conferences, it was good to have all three hospices aligned together (Kerry). 
Although participants valued sharing practice there were concerns about this. Decision making was a lengthy process and participants felt that sharing practice did complicate things:
I think, you know, we can share more ideas with more people but that can make things more complicated.  It would only be more straight forward if everybody had exactly the same view right from the beginning, so I think it’s made life more complicated, it uses more time to move forwards with something (Paula).
The administration staff similarly found that sharing practice could be difficult but if the work had been shared out this would have been more productive:
Instead of three senior people working on one thing and then I, from an admin point of view, I’m doing a bit of this and then I say another department admin are doing a bit of that and where we should have perhaps our own task to do because that would have made it so much easier to cut down on a lot of the work (Susan).
It had been acknowledged earlier that this was a new way of working for participants. As described by participants sharing practice and working together was affected by the decision-making process and external influences. They did value working together but they needed time to learn to work together and mutually engage in activities.
For mutual engagement and good relationships to develop, there has to be trust and the members of a CoP need to know each other well for trust to develop (Hildreth and Kimble, 2008).  Working together had helped develop good relationships but there were differences of opinion on whether there was trust amongst the participants.  For the Consortium to be regarded as a CoP it needed to be prepared to share their expertise and it was commented that not all members were prepared to do this:
Then there are issues to do with trust and with, sort of almost intellectual property rights, in terms of how much we get to know about each organisation and how far we can share in the strategic vision of each organisation (Liz).

Although sharing is an important part of working as a CoP that does not mean that everything to do with the organisation has to be shared. Liz was a manager and she raised concerns about sharing with others and questioned what should be shared. However, it was the expertise in palliative care education that was being shared not hospice strategic plans. Clegg, Kornberger and Pitsis (2005) point out that it is appropriate information that should be shared with others. So, it is the learning and knowledge in palliative care education that could be shared and participants were willing to do this:
There is a pool of knowledge and I think in that way I think we all are willing to share, whatever we do, you know I don’t think any of us are precious about all our knowledge or our resources (Paula).
 Others felt there was a lack of trust with some of the decision making:
Everybody seems to be a bit, not hostile but a bit territorial as well I suppose, and not trusting one another although the leads I think to some extent, were better in that respect, more so than their managers, but it’s something that I would observe, I don’t really know too much about it but it’s just my observations (Susan).
It was interesting that Susan felt it was the managers that appeared to lack trust but the education leads did trust each other.  Paula also felt there was not a lack of trust amongst the educationalists as they were willing to share their expertise. However, I noted in my research diary that there were concerns and some lack of trust in working together:
There is a need for lots of meetings and constant checking what everyone thought and did. There was that lack of trust but was it also that they were still quite new to this and were not sure how to go forward.  Again, if they had looked at terms of reference developed with [name of External Organisation] this may have helped them here (Research diary, 3/4/10). 
Susan thought that lack of trust could be partly due to new ways of working and the members had not worked on projects together:
It [working as a consortium] was all new to us you wonder you know, why do that? Or do you trust their motives but in a consortium like that you’ve got to trust one another because that’s what you are, in a consortium (Susan).
 Paula also recognised that this was new way of working but felt there was trust: 
I don’t think it’s an explicit lack of trust, but because people aren’t used to working together and aren’t used to working in that way (Paula).
 Jane felt there was trust amongst the educators but was unsure when others were involved:
I think as a team of educators that, certainly from my point of view that trust is definitely there but I think again perhaps it’s other people being involved that perhaps think it should be done in a different way (Jane). 
Trust does take time to develop and this can be done through working together.  Learning to work and share information is needed for a CoP to be successful. As Roberts (2006) comments trust within and between organisations can help with the dissemination of knowledge. Although participants recognised the importance of trust to share knowledge, there were times when participants did not agree on everything.  Wenger, McDermott and Snyder (2002) believe that having differences can enable a community to develop and if there is no challenging then the CoP becomes static and does not move practice forward. Sarah commented that there were times when the Consortium members did not always agree:
I think with the most constant challenge has been just learning to work together and be mindful of the other organisations and how they work and that learning process, communicating and I guess it’s been a real challenge sometimes, you know to do that effectively and timing because you know there are different messages, different understanding of things which have led to ooh (laughs) situations where you just think oh I wished we had approached that differently. I think it’s just working together (laughs) (Sarah).
The members of the Consortium had developed good working relationships on all levels with their colleagues. It did take time to learn to trust each other and the lack of trust could have been due to new ways of working. The Consortium did have the potential to form a CoP because they were prepared to work collaboratively and in turn this enhanced their knowledge and skills as they learnt from each other. Participants did enjoy working with others and were willing to continue to do this and a CoP could have been a way of doing this. As participants collaborated on a variety of projects, they described how they learnt from each other and developed new ways of working.

[bookmark: _Toc487898432]Has working together had an effect on the working practices of its members?

Participants had collaborated and learnt from each other and this impacted on the way they worked.  In this section, I shall be using examples of how participants felt that working with other organisations affected them. They worked together on a number of projects including education programmes, the prospectus and branding of the Consortium. 
I will explore the experiences of collaborative working practices and how participants perceived they learnt from this experience. The themes emerging from the data are:
· Collaborative working
· Collaborative learning
· The decision-making process and leadership
· Time issues

[bookmark: _Toc487898433]Collaborative working
Working collaboratively with other hospice education departments was new to participants. They recognised that for collaborative working to be successful its members need to have shared goals and knowledge and this is supported by Gittell, Godfrey and Thistlewaite (2013). Previously the hospices had worked individually to develop education programmes and had been in competition with each other by advertising their courses independently to healthcare professionals.  The Consortium was set up to provide courses in end of life care for healthcare professionals (see p. 84). Participants appreciated that to work together they needed to reduce the competitiveness and share their education programmes:

I guess working together has meant certainly joint meetings, lots of contact via email and phone and making sure that we don’t get in to a competitive market (Jane).

 It was not just educationalists who acknowledged the importance of good relationships. The administration team had not met or worked together before and they were able to develop good links:
We met people that we hadn’t met before and grew to know them and that was very positive, it made, yeah it made for easy operation systems but there’s always pros and cons isn’t there? (Mary). 

Mary was aware that working with others was not always an easy process; this was partly due to the lack of organisation:
They [educationalists] worked well together but I think in hindsight there should have been more structure to it.  There should have been a plan of action but because we hadn’t really done that sort of thing before, it was sort of suck it and see that type of thing (Susan).
This comment was supported in the report written for the Consortium “the Consortium did not establish a clear operational model from the outset or set itself goals” (Anonymous, no date, p.7). This concern was reiterated by another participant who acknowledged that the Consortium members were developing good working relationships, but there was no clear plan for the future:
We didn’t really have a clear understanding of what our main aim objective was and even that the pulling it right back to the name of the Consortium that was probably done quite hurriedly as well without very much consultation … we hadn’t thought about our long-term goals or even our goals for the next 6 months (Sarah).
Participants were aware that they had their own workload within their individual hospices. This meant that collaborative working varied:
It feels like the collaborative working has been in patches I suppose.  The early days we did a launch of the Consortium, we did a conference on non-malignant disease, that was very much collaborative working together, it felt but after that we didn’t do very much collaborative… then we came to the point with [name of external organisation] when we were doing more collaborative working and then that finished and then we did our own thing pretty much and then we got to the point where we were saying right let’s have a joint prospectus, let’s have a joint website so again the collaborative working was in full flow then, and now the project work, so it seems quite patchy (Sarah).

As Sarah has commented, the Consortium relied heavily on the guidance of the SHA and there was no real leadership within the Consortium. The SHA was the main driver for the development of the Consortium. The way funding was provided governed the way the Consortium functioned from the early days of individually providing courses through to working together on the education bids. This in turn impacted on the workload of the participants. As Liz pointed out:
What has happened now is that I think it’s the potential spin off from it as much as the Consortium itself and what I said about finance I think is proven by the fact that at the moment the SHA said it wasn’t going to finance it anymore and it’s started sort swimming around in treacle again, wondering whether it had got any future as a Consortia (Liz).

From these two comments, it was apparent that the Consortium members were guided by the SHA and it made the decisions on how the Consortium should function. Once the SHA no longer funded the Consortium education programmes its members no longer worked together. Although the SHA affected how the Consortium functioned, as the Consortium developed participants began to work collaboratively and developed good working relationships as they worked on projects:
I accept that you know from a collaboration point of view I think we’ve done pretty well.  We have, you know, perhaps done some of the norming and storming between how environments were so generally yes it’s ok (Joan). 
This was supported by a comment I made in my research diary:
Work as a consortium continues and there appears to be more collaborative working which is great.  A lot has been learnt by all consortium members from each other and I think eventually it will be a case of more sharing of knowledge and specialities. Maybe it is becoming more like a CoP (Research diary, 15/5/10).
Originally the SHA had taken the lead on the development of the Consortium and once it was not involved in the Consortium’s management, the Consortium floundered. Wenger (2000) recognised that there is a risk that community members may not be receptive to new ideas and knowledge becomes stagnant. This was a possibility with the Consortium because nobody was leading practice. Anonymous (no date, p.8) wrote: 
The consortium was largely in name only for two years… it operated as a network of independent organisations, rather than a consortium of organisations working jointly (Anonymous, no date).
This is supported by a comment made in a meeting held by the Consortium and the External Organisation (EO):
(Names of hospices) are all funded as part of the Consortium, though each operates individually and has their own distinct approaches to developing and providing training for end of life care (Notes from meeting, 7/5/08).
Later when the SHA changed management and wanted the Consortium to work more closely together, as had been the original proposal, an external organisation (EO) was employed to encourage the Consortium to work collaboratively. The Consortium members agreed to work with the EO to operate more collaboratively. Lathlean and Le May (2002) recognised the importance of inviting others to join a CoP to help bridge gaps in knowledge. Involving outside people can bring new ideas and border working can encourage information to be transferred in and out of a CoP. The participants could see the benefits of this:
They [the SHA] got an external team involved and they tried to focus us more on objectives and goals and that kind of thing, because I know we were quite, not uncoordinated but quite unstructured in where we were going so they trying to get us to focus more on that, so that continued for yeah another year and that, I think that was quite beneficial because it did draw of lot of the issues that were floating to a more concrete conclusion in some ways but not always (Sarah).
Working with the EO to develop the Consortium was a good example of working with other agencies.  The Consortium did start working collaboratively, but not all participants were satisfied with the work with the EO: 
My personal view is that it was a complete and utter waste of time (pause) I try and balance the scales to see if anything good came out of it.  I do struggle Viv to find what was a plethora of work to what end I don’t know the benefit (Joan).
Participants were concerned about the amount of time and work involved and felt that the EO did not understand how hospices functioned. For collaboration to be successful all its members need to have understanding of how each other works and have a shared repertoire.  The EO came from a business background rather than health.  They did not have a shared repertoire with the hospices and had little understanding of palliative care. This is supported by Venters and Wood (2007) who found the failure of their CoP was because the Country Directors did not have shared repertoire and worked differently. The differences in the work ethic between the EO and the hospices were highlighted:
I found that [working with the EO] quite a challenge. I understand the thinking behind it in trying to get us as three hospices to work much more as a consortium because I don’t think we were. So, I fully appreciate the thinking and the planning behind that (pause). I think that the people involved in that project and the other people involved in that project had little understanding of how hospices work (Jane).
Jane was prepared to work with other organisations to develop the Consortium but found that the way the EO worked was difficult.  Joan could see the benefits of working with others to develop their working relationship but found that the time scales were impossible to keep:
There were time constraints put on stuff that were (pause) unacceptable, accepting that as a clinician too, I have responsibilities at the coal face with patients as an on call 24 hour responsibility, teaching other things, the University responsibilities and then there was this pressure, this will be turned around so it was deemed within 24 hours, well sorry pal, forget it.  I felt really, (pause) the principle of having external facilitators in theory is great, you know, because with a good skilled professional we are able to then consider our own practice, how we work as an institution, how then we might work as a consortium (Joan).
Time issues were a concern because the work with the Consortium was in addition to their present workload and this put more pressure on participants.  From a teleconference held between the EO and the Consortium it was acknowledged that the workload had increased “it was important to note that the Consortium activity is being carried out in addition to the normal commitments of individuals.  This gives rise to saturation” (Teleconference, 14/5/08).
Using an external organisation can be valuable and involving others from outside the Consortium can help with its development.  Wenger (1998) recognises that border working is necessary for the development of a CoP.  Sarah understood this despite other participants being negative about the experience:
We got right back to the basics on what do we want to be called, you know how are we best represented, what’s our aim, how are we going to work together, what are the goals that we have for the next 12 months and before [EO] we hadn’t done any of that…they were trying to pin us down to make us focus more structured and I think it did work in part (Sarah).
The Consortium began to work together to develop education programmes. The educationalists understood how each other worked.  Initially, the administration staff did not work together. They became involved later and were encouraged to share working practices.  Although there were concerns about working with the EO, it did encourage the Consortium to work collaboratively. 
A shared repertoire is an important part of a CoP working together and the Consortium did develop this.  To enable a shared repertoire there needs to be a joint enterprise. For example, the development of branding and a single prospectus encouraged participants to identify with the Consortium. Jane described how producing a prospectus and developing a brand helped the Consortium work together and develop an identity with it which she felt helped with the winning of education projects:
We set up a website, had a joint prospectus … we’ve got logos, we’ve got stationery, we’ve got an image that the Consortium promotes and I think the Strategic Health Authority have welcomed that collaborative working because it’s a model then and I think it’s helpful so I think probably in terms of winning some of the [education]contracts that we have won more recently I think we have won those because we have been a consortium (Jane).
Participants felt that the development of the joint prospectus encouraged joint working.  Unfortunately, when the funding changed, the decision was made not to have a shared prospectus and participants had differing views on this.  Mary was disappointed with the decision not to have a joint prospectus as she saw it more from a marketing perspective:
I thought that [the prospectus] went very well and I think I do understand why there isn’t one but it’s a bit of a shame because there’s nothing going out in to the market place that says who we are and I think that’s a bit of a shame because publicity is everything (Mary).
She believed that the Consortium working together would be a good source of revenue and that the three education departments working together would be more successful but felt that the economic downturn affected the development of the Consortium:
We had a bigger base to work towards our information was given to a much wider audience, if it worked is debatable and also, I think it probably happened at the wrong time, you know we came across this at the very minute that the economy went out of the window (Mary).
Following the work with the EO the Consortium members continued to meet. There were plenty of face to face meetings and when asked how the time could be better used, the use of technology was discussed:
I feel we could made more use of technology, setting up more meetings via the Skype, conference calling would have cut down a huge amount of time and I think we had a good stab at that and then we seemed to stop doing it and I think that probably co-incided with the Strategic Health Authority having this round of funding where they’ve designated certain topic areas of projects and they’ve done it in a very different way of how they funded the Consortium the previous two years. So, I think ours was a natural changeover, if you like, to doing things differently meeting face to face to discuss bids (Jane).
Meeting with others was seen as important but participants had differing views.  The educationalists felt there were too many meetings but the administration staff could see benefits: 
I think a face to face meeting is better because you can discuss exactly what you require where as quick as emails are you just need to miss one, not in that day or it’s not fool proof (Mary).
Not all participants found the use of technology useful especially when trying to get everybody’s opinions:
You send a lot of emails about everything and then those emails can go backwards and forwards and backwards and forwards and you can come in in the morning to say 20 emails about something because it’s gone all round everybody (Paula). 

As participants were from different hospices, meeting up was a challenge; time and travelling were major problems for them and this was discussed throughout the interviews.  Time spent travelling to meetings was raised as an issue:
 I think one of the problems is the distance, the kind of location the hospices is simply that we covered quite a large area (Jane).

Although time spent meeting was seen as an issue, participants did see the benefits of working collaboratively as a consortium as they used each other’s expertise to share practice and develop their skills. However, they found that their work load increased substantially and this was partly due to the lack of organisation. A true CoP would be self-managed but the Consortium was reliant on the SHA and their managers. Once the SHA stopped funding the Consortium, it disbanded. This showed that there needs to be support from an organisation for a CoP to be successful.  Whilst working together participants did learn from each other.

[bookmark: _Toc487898434]Collaborative learning
Collaborative learning is an important part of a CoP.  Lave and Wenger (1991) point out that through social learning, new members can learn from the more experienced. Participants worked collaboratively and whilst doing so did learn from each other. For example, Sarah had never put together a prospectus before and appreciated the experience:
Sarah: It was still very much a learning experience for me and I know that if ever we did a prospectus here, I can take that knowledge forward knowing that you know we have done that in the past. So yeah it is a learning experience yeah continuously.  
Viv:  A sort of shared learning?
Sarah: Yeah, yeah definitely.  I suppose with the learning, it’s not particularly been around palliative care   as such … it’s been more about education and study and how that works together and how the different organisations work, more processes rather than palliative care (Sarah).
The Consortium had a wealth of knowledge and experience in palliative care and education.  Joan acknowledged that there was sharing of ideas which enabled the Consortium to reach more healthcare professionals: 
I think we have been able to share a lot of our ideas for the benefit of a larger population (Joan).
This was supported by Kerry who, was a new member of staff, and had no experience of liaising with other organisations:
I learnt how to successfully work between the three hospices and like liaise with them on a regular basis (Kerry).
The West Midlands End of Life Care Education Consortium in their report (no date) recognised that there was learning from working collaboratively:
For the period 2009-10 the Consortium has made significant changes to working processes to adapt to new funding and working practices within the provision of end of life care training. This has brought about varied learning experiences, which have been a great benefit for the future of the Consortium
· Importance of effective communication processes both within the Consortium and with external parties
· To set realistic time scales
· An awareness of the difficulties and benefits of multiple organisations working collectively.

Participants had differing views on what they learnt from each other.  Susan commented:
Susan: Well I’ve learnt that we can get on with other departments and work alongside them but that I’ve also learnt that I prefer not to.

Viv: Right, and do you think that you’ve actually learnt anything from your colleagues?

Susan: No.

This was a disappointing response but Susan had not been positive about the Consortium throughout her interview.  Although she had stated that she had not learnt from the Consortium, others believed they did.  In my research diary, I noted:
There has been a lot of sharing and developing together.  EO did help focus the Consortium.  There was also a lot of learning about working together and trust. There was learning on how to work together and developing business plans so in that respect yes, the Consortium is a CoP. Other times it is three hospices working together to provide education for the SHA (Research diary, 3/4/10).

The Consortium was working together to provide palliative care education and the SHA advised the Consortium to write a business plan to help them secure more funding.  The participants had little experience of writing a business plan and they used expertise from outside even though they had worked with the EO with mixed opinions:
It had been agreed to have somebody with experience to write the business plan for the Consortium.  This was a good learning opportunity for the Consortium (Research diary, 27/9/11).
The core members worked closely with an external facilitator and they valued the experience.  A CoP can invite others to take part to explore specific issues (Triggs and John, 2004).  By inviting an “outsider” to work with the Consortium, it enabled them to develop a more robust business plan.  The facilitator fully involved the core members and enabled them to keep to deadlines.  This was interesting to compare how participants worked with this facilitator compared to the EO.  This facilitator had worked in the healthcare setting and had a better understanding of how hospices functioned and therefore a shared repertoire.  There was not only learning but mutual engagement between the Consortium members. The business plan explored ways of working together to provide end of life care education and this included knowledge management and sharing resources to enhance end of life care education (Appendix 7). 
Jane was aware that for hospice education departments to continue in the current climate (the recession in 2008) they needed to work closely together: 
Well I’ve learnt that in order to survive we need to have a robust business strategy in place, I think I’ve learnt that it can be a big strength (Jane). 
The business plan was a learning experience for the Consortium members and showed that the hospice education departments were sharing practice.  These examples showed that participants were willing to learn together to develop their knowledge base.  Working with others did motivate the participants to reflect on their practice and embraced other ways of working:
But actually the [name]’s style of producing stuff isn’t the be all and end all …  And I do say that very honestly, I’ve seen other practitioners working in different ways that I’ve embraced (Joan).
 A CoP enables its members to develop a good support network especially for those who are lone workers.  Sarah was a lone worker and she valued the support she got from her colleagues:
If I wasn’t in a consortium to just work in isolation because here there’s just me in the Education Department and I, you know, I consult with the clinical team I pretty much do what I want. I have an idea and I think that’s a good idea and I will do that or whatever so you know it could be quite an isolating role so I’ve found that’s been very beneficial and I’ve found I’ve learnt from that and I’ve also learnt about the different things that we have been involved with (Sarah).
This is supported by Mitchell, McKenna and Young (2008) who observed that members of a CoP, who could not attend regular meetings, benefited from the connection with other members of a CoP and this reduced their feelings of isolation.  Hospice education departments do tend to be small and as Sarah has said, can feel isolated.  Therefore, having a forum such as a CoP can enable hospice educators to keep in contact with other and reflect on practice in a safe environment. 
Wenger, McDermott and Snyder (2002) comment that the members of a CoP not only learn from each other but support each other.  Palliative care can be an emotive topic to teach therefore, it is important that the CoP members support each other. There was an opportunity for the Consortium to evolve into a CoP because participants were prepared to work and learn together.  They did have a common interest in palliative care education and had learnt from one another.  Working with different people and organisations can help develop new ways of working.  Working together on projects, such as the business plan, were good learning experiences for participants.  However, not all felt that they had learnt from working together but the majority valued the experience.  It was also a way of supporting participants who worked in isolation and they benefited in reflecting with others. There was a heavy workload and organisation of the work was an issue. There was no leadership within the Consortium and this impacted on decision making.
[bookmark: _Toc487898435]Decision making and leadership 
Sharing practice was valued by participants but decision making was a challenge for them.  The reasons for this included:
· The involvement of the SHA on the development of the Consortium as it provided the funding for the education programmes
· The effect of the hospice management teams on decision making
· Some participants were able to make decisions independently whilst others had to include their managers  
· There was no leadership within the Consortium.
The SHA was a major influence on the Consortium and has been mentioned throughout the thesis. It funded the Consortium to provide education programmes and this affected the way the Consortium functioned. How it supported the Consortium varied throughout the lifetime of the Consortium. Originally the SHA gave funding directly to the hospices to provide education programmes, then funding went to the health trusts and later the SHA encouraged education providers to bid for a variety of education programmes in end of life care.
In 2010, the SHA encouraged education establishments to bid for education projects. Partnership/collaborative working was perceived as the way forward by the SHA who stated that they were encouraging collaborative working as they believed that this enhanced quality of care:
Here at [name of SHA] we are moving forward with partners in health and social care, as well as the independent and voluntary sectors to improve the quality and consistency of End of Life Care through a comprehensive workforce programme (NHS West Midlands, 2010).

During the research, there was a change in the management structure of the SHA and the recession which impacted on how the Consortium was funded and its future. The money for education went to the health trusts rather than to the Consortium.  As Joan pointed out this had a negative effect on courses:
Cascading that money directly to the Trusts has, as we anticipated proven to be quite correct, that because it wasn’t ring-fenced, then the money has gone clearly and we have noticed here at [name of hospice] that there’s a significant drop in the number of people attending study days.

This in turn impacted on how the members of the Consortium worked together. They had planned to continue on working together on a shared prospectus but the decision was made by the hospice management teams not to continue because of the funding. The SHA had encouraged the Consortium to have a shared prospectus so that healthcare professionals will view the Consortium as one organisation proving education instead of three separate organisations. and it was highlighted in a report that when the Consortium was first formed:
There was no shared content development of courses, little shared marketing, no joint collation or analysis of course evaluations and no sharing of educational premises (Anonymous, no date). 
Another factor that affected decision-making was the involvement of the hospice management teams. The management of an organisation needs to recognise that there has to be time and money for the members of the CoP to meet to enable practice to develop.  Although participants could see the benefits of working as a consortium, there were financial issues that needed to be considered:
I think the concept of it [the Consortium] is not a bad idea but I think how it works in practice as I say, when you are taking into account financial implications and constraints, you know, because more senior people, managers are thinking that’s their bottom line (Paula).

Paula acknowledged that there was a cost for the host organisations in having a consortium and managers would need to know what were the benefits of the education departments working together. Although Lave and Wenger (1991) believe that CoPs cannot be formed by management, Wenger, Snyder and McDermott (2002) accept that management support is required for a community to be successful. The involvement of the hospice managers varied between the hospices. Some participants were able to make decisions independently whilst others had to involve their managers and this affected the process of making decisions.
Involving managers was a concern for participants and one of the reasons for this was not having a leader or co-ordinator. There were occasions when no decisions were being made and managers were invited to take part:
On a couple of instances and I can’t really recall which ones but I think the Chief Execs were pulled in to make a couple of decisions because it was in danger in getting out of hand and somebody wanted to say that and somebody wanted to do this yeah so over the last few years it’s not been without trials and tribulations (Susan).
Although there were instances when managers were asked to be involved in decision-making as described by Susan, management involvement was different in the hospices – some were more involved than others:
Individuals with other responsibilities for whom perhaps they within their organisations are responsible to listen to or seek permission from in order to do this, that or the other that perhaps are a little more, my observation Viv, with a few more autonomous practitioners in some organisations than others that clearly have to go through processes to seek permission to do this that and the other.  That in itself raises difficulties, time implications of that, costings etc, etc (Joan).
Some members of the Consortium had to include their managers and they were aware of the effect on decision making:
Certainly the way that the Education Departments are structured are quite different in that the other two hospices is involved, the people that I liaise with, the Education Leads, they are Heads of Education, whereas I am the Clinical Education Lead, so from decisions they would probably make quite quickly and independently because that’s within their remit I have, I feel that I come back and I consult with my Line Manager in that I can’t make those decisions in isolation (….) it can be frustrating I think for the other organisations who are waiting for a decision and I have to keep coming back and saying I’ve got to check (Sarah).
Sarah was aware that having to consult with her manager could slow the process down as had been highlighted by Joan.  Participants did find this frustrating and this included Sarah who was conscious that the culture in her organisation had a different approach to management. There were times when participants felt that managers needed to be included but this was problematic:
I think perhaps when inevitably we had to include other people in discussions like Line Managers, like Chief Executives who perhaps had different ideas about how that would work and I think that wasn’t always helpful in terms of what we were trying to do in a, on the shop floor in terms of education programme (Jane).
Although Jane acknowledged that management may need to be involved in some of the decisions, she recognised that they had a different perspective on how the Consortium functioned. For a CoP to be successful its members need to have a shared repertoire (Wenger, 2006). As the managers were not educationalists they did not always have insight into how education programmes were planned. However, as Susan had commented there were times when the managers were involved because the Consortium members were not making decisions.
One of the reasons for the delays in making decisions highlighted by participants was the involvement of all:
I think that it’s the kind of philosophy that we have had in that it’s a shared thing and even with things like report writing to try to do that collectively, but the reality is that sometimes there are things that just one person could do because it’s just easier if one person gets on with it and does it so even though we think about that shared philosophy … I think that would be quite difficult but again, we work slightly differently, we would just do it differently (Sarah).
Sarah appreciated working together but if the Consortium worked collaboratively again there would be more individual working, which tended to happen with the education bids.  One hospice would lead on the bid and share with others to comment.  There were advantages in working together but there were frustrations with some of the bureaucracy:
From an advantage point of view, I think its approach, its streamlining of stuff, there’s always been bureaucratic bits and pieces like you know, full stops after this sentence in a planned prospectus when you know you’re running it instead of through one department it’s going through three organisations and their systems is about colours particularly, font styles, academic style, terminology, titles of study days, that’s the bureaucracy that really I find difficult to deal with (Joan).

Participants agreed that they had the expertise and knowledge and it was important to trust colleagues to put an education programme together:
If we’ve got five projects and you’re getting emails about different ones, you can have loads of different emails for your opinion on something and it can be awful to say you have just got to trust your colleagues and think you know I haven’t got a massive opinion about it, that’s because I trust you (Paula).

When asked whether it would have been useful to have a leader or co-ordinator to organise the workload, there were mixed views.  Jane recognised that the lack of leadership affected the way the Consortium functioned but she was reluctant about an organisation taking full ownership:
That [having a leader] probably would reduce some of the time constraints and some of the processes in making decisions…if we had one overall person designated as, or two maybe, as the decision makers yes, but I guess you know working truly collaboratively as a consortium, we had to have some kind of consensus when it came to making some decisions (Jane).
If a hospice did have overall control over a particular project, there was a risk that there would be no involvement with the other hospices which may have led to the hospices working independently. However, participants agreed that the decision making was cumbersome and that having a leader would be beneficial.  Appointing a leader had been agreed in the terms of reference written by the Consortium and the EO:
Always appoint a leader and have an overall leader for the Consortium rotating between the hospices quarterly and to use deputies in the absence of leaders (Notes of meeting, 7/5/08).
 Others felt that having a leader would have made a difference:
If there was someone who was driving that more, it probably would have kept us more on that track or had that in our sights to do that, but then it would be, who would do that and that gets you into resources and expense, and yeah, it’s not something we ever really considered (Sarah).

It was not only the educationalists who thought having a leader would have been beneficial. Mary agreed:
I think one organisation taking the lead is a good idea, but really take the lead, you know, if you have done a flyer then that’s your flyer (Mary).

A leader does not always make all the decisions as they could act as a facilitator to enable effective working together. Jane highlighted, when asked about the challenges in working as a Consortium, that:
Perhaps not having a project manager or consortium manager, if you like, whose responsibility it is to drive things forward.  Everybody’s very busy and gets caught up in their workload and nobody has perhaps the time they would like to devote to the process (Jane).

Although she liked the concept of a leader she acknowledged that the Consortium members may not have time to undertake this role because of other commitments.  One way of dealing with this could be that the role of the lead could be shared amongst the community members as suggested earlier.  Jane proposed that:
Perhaps each hospice having even more autonomy over the project that they were leading on.  I would have been quite happy to just been if you like, given a programme and said here’s the programme, can you deliver two of these courses at dates to suit you or to suit your hospice, doing that would have been absolutely fine with me but I realise that might not be for other people but it certainly would have lessened the workload for me (Jane).

Jane recognised that leadership would have been beneficial as it would have reduced the workload by the work being shared out amongst the hospices.  Although there was a nominated lead with the projects, the Consortium members were still involved in the decision-making.  Paula agreed that having a hospice lead on a project would have reduced some of the time spent with decision-making:
One team are taking responsibility just for one project and doing it from the beginning to end … we wouldn’t have needed to have all the meetings with everybody having to travel over for the day to talk about each one and each people doing bits of each one and I suspect just maybe that would have made things a bit more streamlined (Paula).
A CoP needs good leaders or co-ordinators to be successful (McDermott, 2002).  There needs to be somebody co-ordinating the workload and in the early days of the Consortium there was no lead or co-ordinating of the work.  For example, it took time to design a flyer because everybody involved had different ideas on what should be included:
It got silly at one stage in as much as we want this wording off here we want this and it was all sort of quite petty in a way because the end result was all you needed was the information was on the flyer … but it seemed such a big deal and it was like just a small job like that, that seemed to go on you know, a couple of weeks before you got an actual answer (Susan).

There were other examples of participants working on particular projects and there were concerns that involving too many people slowed the decision making down: 
It feels more like agreement by committee which inevitably takes longer that you either spend a lot of time having a face to face meetings or you send a lot of emails about everything … You could say, you know that’s a good thing because you are getting more people’s point of view or more perspective but I think in terms of efficiency it can take a lot longer for a decision to be made (Paula).
Making decisions was recognised as a difficulty with the Consortium and this was partly due to all being involved in the process.  Participants agreed that having somebody co-ordinating may have helped and in fact when the EO was involved they did speed up the process of decision making. Other factors that did effect decision making were external factors such as hospice management and the SHA and the culture of these different organisations impacted on the Consortium’s development.
The varying cultures impacted on communication between participants and did cause some frustration amongst them. There was a risk that knowledge would not flow between the organisations if there were cultural barriers as highlighted by Clegg, Kornberger and Pitsis (2005).  Jane felt that the managers had a different idea as to how the Consortium should work together and this had been reflected by Liz earlier who agreed that it was beneficial to have educationalists working together but how the hospices would benefit she was unclear. The managers’ approach was more concerned with funding whilst the educationalists were aware of the benefits of working together. 
[bookmark: _Toc487898436]Conclusion
The findings have shown that different organisations can mutually engage to develop practice and there is scope for organisations to share knowledge and practice in a CoP. Participants were willing to share their expertise in joint enterprises such as the development of education programmes.  However, this is something that staff need to be committed to and have support from managers. The Consortium did display key characteristics of a CoP but it did not function as such. There were a number of reasons for this such as no leadership and this did affect how the Consortium functioned. Participants agreed that having some form of leadership could have helped with how the Consortium was organised. The Consortium relied on the SHA for funding and it was the SHA that made decisions on how the Consortium functioned.  Unfortunately, the Consortium disbanded because of lack of funding. However, it did demonstrate there was scope for it to evolve into a CoP. It also demonstrated that there is the possibility that hospices could form CoPs to develop their knowledge base. 





[bookmark: _Toc487898437]Chapter 5
[bookmark: _Toc487898438]Discussion and Recommendations

The Consortium was formed to provide education in end of life care and the thesis explored whether it functioned as a CoP and if working together has affected practice.  This chapter will discuss the findings and review how using case study research enabled me to explore how the Consortium functioned and the views of participants. The impact of external influences and finance will be discussed as this had a major influence on the Consortium. I shall use the findings to explore whether CoPs could be formed in hospices to support staff and develop practice.  I will discuss limitations of the study and propose recommendations for the future of CoPs in palliative care settings. Finally, I will reflect on how carrying out the research has impacted on my practice and the legacy of the Consortium on organisations.
Whilst writing this thesis there were changes in the economic climate due to the economic recession in UK from 2008 and this impacted on the way funding was provided to the Consortium.  This in turn influenced the way the Consortium worked together because the incentive of funding was no longer there and the Consortium disbanded. As Wenger, Snyder and McDermott (2002) point out a CoP will last as long as there is interest in maintaining the group. This happened after the interviews took place and demonstrated that a research project does not always work out as originally planned because of unexpected changes or influences. Although the Consortium no longer exists I was still able to use it as a case study to investigate the possibility of using CoPs in palliative care settings. The Consortium was set up to provide education in palliative care for healthcare professionals and not as a CoP but it was a good example of different organisations working collaboratively to share practice and develop knowledge. 

The Consortium was the initiative of the Strategic Health Authority (SHA) and this influenced its development and as can be seen from Table 1 this was something participants were aware of. The original concept of the Consortium was for the hospices to share their expertise with each other and to specialise in particular areas. Initially this did not happen until the SHA employed an external organisation (EO) to work with them. There were concerns raised about the influence of the SHA and the hospice managers. Hospice managers were involved with some of the decisions and participants did find this problematic. A CoP is normally self-managed and it would be its members who would make decisions on how it functioned. In the case of the Consortium it was the concept of the SHA and it was the SHA that influenced how it functioned. Without the funding the Consortium would never have been formed.  
One of the main reasons for the demise of the Consortium was lack of funding. This indicated that whilst participants want to work together, there needs to be support financially to enable staff to take part in community activities.  If the hospices wanted to continue to work together, they would have required support from their managers to allow this and it was unclear whether the support was there. As Wenger, McDermott and Snyder (2002) report CoPs cannot be imposed by management but they need to be seen as an important part of an organisation. Although Lave and Wenger (1991) state that management cannot form CoPs, they can have affect the way they are formed.  Time and money need to be invested to enable them to develop so that staff are given time to take part in community activities.  Only one manager was interviewed and she appreciated the benefits of collaborative working but felt that the SHA led the way rather than the hospices choosing to work together. She questioned whether there were benefits in the hospice education meeting although she did believe that people meeting was useful in sharing new knowledge.
There were aspects of the Consortium activities that showed there was some CoP working such as learning new skills from each other, knowledge management and the development of good working relationships; however, the main function of the Consortium was to provide education rather than learning from each other. Working collaboratively as a consortium was seen as valuable by participants (Table 1) as it enabled them to:
· Plan their workload together
· Share their expertise
· Manage knowledge more effectively to develop their domain.
Collaborative learning is an important part of being a CoP and participants at all levels agreed that they had learnt from each other and enjoyed the experience. The Consortium demonstrated how different organisations can come together to develop practice and work collaboratively. Participants did feel that they had learnt new ways of working from each other, which included different methods of teaching and working collaboratively with other organisations. One participant found it useful as she was a lone worker and being involved with the Consortium she felt supported. As relationships developed in the Consortium, participants began to share more with each other and mutually engage in activities. St Clair (2008) notes that meetings are a good way of mutually engaging in activities and as the CoP members interact relationships develop learning begins to take place (Wenger, 2006).
It takes time to learn in a new environment and to learn together (Eraut, 2008). Participants worked in a hospice education setting and functioning as a Consortium was new way of working. They worked together on projects and developing artefacts such as the prospectus and teaching programmes that they did value. There was disappointment from participants when the decision was made not to have a joint prospectus because they felt this was a good way of sharing each other’s courses with healthcare professionals. Good working relationships were evolving between the participants when funding was withdrawn. Working and learning together then came to an end because there was no financial incentive to continue and consequently members were not released to attend meetings. It was unfortunate that the Consortium disbanded when it did because its members were beginning to work and learn together and there was a possibility that it could have evolved into a CoP. This demonstrated that although participants valued working together, external factors did have an impact on the development of a CoP.
Taking part in Consortium activities depended on the role of the participant. Although the administration staff were invited to take part in the Consortium, they did not share practice or their domain of knowledge with the educationalists. The educationalists were working together and sharing their knowledge on education whilst the administration staff focused on their work as administration staff. As Brown and Duguid (2001) point out, the community members need to have a common interest. Just because participants all worked in the education departments this did not mean there was a common interest. The educationalists and administration staff did not share the expertise in palliative care education and so there was not a shared repertoire. The administration staff did take part in some of the activities but their involvement was influenced by the education leads who were their managers. Therefore, they did not have the same power. This supports what Mallinson et al. (2006) stated that having the right qualification could justify whether a person could be a member of a CoP.  However, they did feel that they built up good relationships with each other. 
The Consortium did demonstrate that organisations can learn from each other as they work collaboratively. It is whether this knowledge gained could be transferred to the hospice setting as a way of HCPs developing their practice that I explored. Hospices comprise of different departments which include:
· Patient care which includes community teams, day hospices, lymphoedema clinics, inpatient units, medical team and supportive care
· Administration staff
· Fundraising
· Catering and ancillary staff.
There is a variety of staff with different knowledge and skills who are employed at the hospice and it is whether they have a shared repertoire to enable them to mutually engage in activities to form a CoP that needs to be considered.  As highlighted in the Consortium, administration staff had a different domain of knowledge and skills from the educationalists which did affect how the Consortium functioned. The findings demonstrated that different hospice education departments can share practice and develop their knowledge base if they have a shared repertoire. If a CoP was to be formed it would be more useful to involve departments that share a common interest. For example, all clinicians employed at the hospice could be invited to take part in a CoP as this could encourage more joint learning and working between the clinical departments and possibly breakdown barriers as described by Triggs and John (2004). Braithwaite et al. (2009) point out there is a risk that a CoP can become static if its members are too close to encourage debate and by having members from different departments could encourage debate and questioning on practice (Figure 2). 
Another way of reducing the risk of lack of development would be to invite new members to take part. For example, participants found that working with outside agencies was a useful experience but as this was only over a very short period of time it was difficult to assess the benefits of this. However, working with the EO was met with different feelings. Whilst there were benefits with working with them there was an increase in the workload and the EO was not from a health background. This showed that if there is not a shared repertoire there is a less chance of success. It was interesting to note that when participants worked with others from a similar background in healthcare this was more successful.  
From the experience of the Consortium there does need to be leadership to co-ordinate the learning activities. For example, when the SHA withdrew support, the Consortium floundered despite it being suggested that the leadership could be shared amongst its members. Decision-making was an issue for participants as some were able to make decisions whilst others had to involve management. This slowed down decision making which all participants found frustrating.  A CoP usually manages itself and managers would not normally be involved with the decision-making. If a CoP was to be formed in a hospice it would be essential to have a co-ordinator to organise activities as suggested by McDermott (2001). All members could be given the opportunity to co-ordinate the activities so that there is no reliance on one person and this could be used as a learning opportunity for less experienced clinicians to develop their management skills.
[bookmark: _Hlk483744691][bookmark: _Hlk483745203][bookmark: _Hlk483744630][bookmark: _Hlk483745225]The case study showed that CoPs are a useful forum for staff to engage in learning activities. Core and active members, who were more experienced, could manage the community activities. All clinicians would be invited to join so there is a range of experienced and new staff at different levels. New members of staff and less experienced staff may start on the periphery and as they become more knowledgeable and confident become more active members. Although the emphasis can be on new staff learning from experienced staff it must be taken into consideration that new members of staff are not always novices. As discussed in the literature review, it is not only less experienced staff who may benefit from taking part in a CoP. New members of staff may be experienced in palliative care and bring with them their own knowledge and skills (Eraut, 2008). A CoP could be useful forum to bring experienced and newly appointed staff together to share practice and learn from each other.  The hospice where I am employed already has a journal club that invites all levels of staff to participate. This could be used as a CoP to encourage clinicians at all levels to discuss new initiatives and share practice.
To enable a CoP to develop and encourage new ways of working, healthcare professionals from outside the organisation can be invited to take part (Figure 2). For example, hospices are caring for patients with long term conditions who are at the end of their lives as well as cancer patients.  Therefore, the hospice staff need to develop their knowledge on different conditions and treatments. Involving other HCPs with their expertise would enable the domain of knowledge to develop. It is not only the hospice staff who could learn from “outsiders” but the hospice can share their expertise in end of life care such as symptom control and having difficult conversations that can include discussions around end of life. Hospices have a wealth of knowledge in palliative care which can be shared with others. Specialists, such as heart failure nurses and community matrons, who care for patients with long term conditions, and specialist palliative care services are already working together and learning from each other to improve patient care (Alsop, 2010). Inviting others to join a CoP would be a useful forum to share knowledge and develop skills and in turn improve patient care. Knowledge can be shared encouraging knowledge to leak out and flow in.  I work closely with the heart failure nurse in the community. We share patients and often do joint visits and this is an excellent way to share our knowledge and skills. By working closely with other specialists, the domain of knowledge can be kept updated and I can share my new knowledge with other members of the hospice.
The findings demonstrated that a CoP can be used in other palliative care settings for support and education. This could be done by sharing experiences, practice and the latest research with other hospices in a safe environment or even in individual hospices. Gillan, Jeong and van der Reit (2014) in their literature review discovered that debriefing and ‘degriefing’ were important for student nurses after conducting simulation in end of life care.  There have been difficult cases that have been discussed in reflective sessions at the hospice where I work.  HCPs were able to share their emotions and feelings in a safe environment with each other. There was learning from both staff and management and this was a good example of all levels of staff learning together.  Sessions like these could be used in a CoP.
The benefits of forming CoPs have been discussed such as improving patient care and enhancing knowledge and skills of healthcare professionals. Using learning opportunities that are already in place such as journal clubs and education meetings could be the way forward. However, there are challenges. Staff may not want to take part and this can be due to pressure of work and not having the time to take part.  As the Consortium demonstrated, participants needed to have the time to take part and this can be difficult if there are other demands putting pressure on the staff. Education has to be recognised by management as important for staff development to encourage staff to attend community events. 
During the research, my role as lecturer practitioner was made redundant because of the recession and I moved back into practice as a clinical nurse specialist caring for patients in the community. This did have significance on how I viewed the role of CoPs in practice. Although as a lecturer practitioner I could see the benefits of CoPs in education, working in practice enabled me to consider how CoPs could be used to support HCPs in practice. Palliative care can be a very emotive area of healthcare. Staff such as community clinical nurse specialists work on their own and this can be challenging. From my own experience as a clinical nurse specialist there are times when I face particularly complex patients and there needs to be a forum where these can be discussed. There are already in place:
· Clinical supervision sessions where practice issues are discussed with a clinical psychologist and other clinical nurse specialists. These are held monthly
· Multidisciplinary meetings which are held every 2 weeks to discuss patients
· Journal clubs to share new research and articles which are held monthly
Utilising a CoP could be a useful way of staff sharing their experiences with each other and use reflection to share practice. To enable this HCPs, need to feel safe to share their emotions there has to be trust and good relationships with their colleagues. 
[bookmark: _Toc487898439]Benefits and limitations in using case study research
As with all research projects, there were benefits and limitations. The research included a small number of people and not all who were invited took part. Despite the fact that the number of participants was small the experience and views they shared could be relatable to similar settings. Documents and notes from meetings were used to support the findings and to give another aspect to them.  However, this was a case study and as a qualitative study the object of the study was not to generalise the findings but to study the Consortium in-depth.  Whilst the study was being carried out new staff joined the hospice departments and some were employed solely as consortium staff and it would have been beneficial to have had the opportunity to interview them.  However, the process to gain ethical approval to have access to these members of staff was difficult and lengthy that this would have delayed the project.  Some of these were students and this may have had implications regarding getting permission from their universities.
Semi-structured interviews worked well and participants were very supportive. Most of the data came from these interviews. It would have been beneficial to have had more interviews to add more aspects to the findings but the interviews did provide valuable information and all levels of staff were represented. I did use some participants more than others but all participants were used. Some were more vocal and had more involvement with the Consortium. I did feel that case study did work well as the essence of the Consortium was captured.

It would have been useful to have included observation and emails but as some members had not consented to take part this was not possible. I did use notes of meetings, reports and my reflections in my research diary. Crystallisation enabled me to explore different aspects of the data. Using the views of participants, research diary and other documents did provide different facets to the findings as well as the findings corroborating with each other. The methods and methodology suited the purpose of the research. The Consortium was a case study as it was unique but the findings could be used to develop CoPs in other hospices to encourage the development of practice.
[bookmark: _Toc487898440]Recommendations
Working on the thesis has encouraged me to look at ways of developing the knowledge and skills of the staff employed in a hospice. The case study showed that if staff are willing to share practice they can develop their knowledge and skills. Finding ways of encouraging healthcare professionals to work and learn together needs to be explored. Staff must want to take part and feel that they are an important part of the team. One way of doing this could be by inviting staff to take part in a CoP. Following the thesis, these are the following recommendations for practice:
· Present the findings to hospice staff to explore whether they would be interested in forming a CoP. This could be done through staff meetings and the concept of the CoP discussed with them. The Consortium did show that there can be a forum for healthcare professionals to work together and share practice. However, for it to be successful, they must want to work together.   It would be highlighted that the CoP is an informal way of sharing practice with colleagues 
· If there is interest in forming a CoP, invite staff at the hospice to take part in a CoP. As recommended in the literature, the members of a CoP should make the decisions on how they want it to function. If there is agreement to form a CoP a leader would need to be appointed to encourage staff to take part in learning activities and the leadership could be rotated amongst its members
· Develop a knowledge base by encouraging staff to attend CoP activities such as a journal club and bring articles for discussion. A journal club is already in place and as Price and Felix (2008) discussed this could be a beneficial way of developing staff. This is an informal setting but tends to be attended by more senior and experienced staff such as clinical nurse specialists and medical staff. Although management cannot form CoPs they could encourage less experienced staff to attend journal clubs as this is a useful forum to gain knowledge
· Develop teaching/education sessions. The Nursing and Midwifery Council (2015) require nurses and midwives to revalidate every 3 years to allow them to continue to practice. A CoP could be one way of enabling nurses to update their practice. Regular meetings could be organised and staff encouraged to bring new aspects of care and knowledge to share. This would be a cost-effective way for staff to keep updated rather than attend study days which can be expensive 
· Encourage attendance at sessions on challenging and complex situations so that staff can reflect and learn from the experience. There have been complex cases that have been discussed in reflective sessions at the hospice where I work. Staff were able to share their emotions and feelings in a safe environment with each other. There was learning from both staff and management and this was a good example where able to learn together. Sessions like these could be used in a CoP.
The thesis has shown that CoPs can take different forms and it is finding the right one to suit staff and organisation that needs to be considered. HCPs have a wealth of experience that can be shared with others. The participants had shown that they were willing to work together and learn from each other. However, it can take time for the members to learn to trust each other and develop good relationships. 

From my own perspective using the Consortium as a case study enabled me to review CoPs. I found that using case study was beneficial as I was able to explore the Consortium holistically. The participants shared their views on the Consortium and how it functioned. They were honest and I did feel that they felt comfortable with me to do this. As an insider researcher, I was able to access documents to bring another facet to the findings. I had insight into how the Consortium functioned and understood some of the issues that participants discussed.  Different methods of data collection were used to give a more holistic view. 
The research process and writing the thesis has impacted on my practice and my ongoing professional learning. When I first started this thesis, I was working in education as a lecturer practitioner. I was exploring how hospice education departments could work together to develop education programmes in end of life care. However, I moved back into practice as a clinical nurse specialist and working in practice has enabled me to reflect on how CoPs could be used in palliative care settings. As clinical nurse specialists, we work in isolation and it is finding ways of supporting staff and developing their skills and knowledge needs to be considered. Palliative care can be emotive and discussing difficult situations in a safe environment such as a CoP could enable staff to reflect and learn from each other and share practice which in turn will develop their domain of knowledge. HCPs would need to feel safe to share their emotions. However, it is not just for emotional support, but learning from each other the intervention we may use to enhance patient care. This can be done through a variety formats such as multidisciplinary team meetings and clinical supervision. These could be used as a way of developing practice. Often HCPs can find it difficult to find time to take part in learning activities therefore for it to be successful there needs to be support from managers to allow staff to take part. As Liz commented:
It’s learning about each other, it’s discovering new ways of working, it’s been having the mind stimulated by people, I think really the important part is when you get two or more people together and you start discussing ideas you actually stimulate a lot more than if you try to do it with several people in isolation.
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[bookmark: _Toc487898443]Appendix 1. Questions to be asked during the semi-structured interview






1. How has the Consortium affected your way of working?
2. Can you describe how you work together? 
3. An organisation used to motivate and develop collaborative working was used to facilitate the CoP. How do you feel this affected the working of the Consortium?
4. What are the challenges faced in working as a consortium?
5. What have you learnt from each other/together?
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[bookmark: _Toc487898445]Appendix 3. Letter requesting permission to approach staff to take part in the study
Dear (name of manager)
As you are aware I am currently undertaking a Doctorate in Education. As part of the Doctorate I have to complete a thesis. For my thesis I would like to explore the West Midlands End of life Care Education Consortium and whether it functions as a Community of Practice.
 I would like to seek permission from your management team to approach staff to take part in the study. This will include audiotaped semi-structured interviews, documentary analysis of evaluations of study days and attend consortium meetings as a participant observer.
The groups of staff I would like to interview are:
· Manager of the education department
· Head of Education
· Education teaching staff
· Administration staff
I have enclosed the research proposal and also a copy of the ethical approval from the School of Education, University of Wolverhampton. I would be grateful if you could pass this on to your senior management team and research and ethics committee for their permission to approach members of the education staff to take part in the study. I look forward to hearing from you.
Yours sincerely,
Viv Forrester
Lecturer Practitioner.
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Dear …

Study title: Does the End of Life Education Consortium work as a community of practice?

 I am in my third year of an education doctorate. As part of my studies I am to complete a research project. For my study I would like to focus on the Education Consortium and whether the members of the Consortium work as a community of practice. A community of practice is defined as a group of people who share a concern, a set of problems or a passion about a topic and who deepen their knowledge and expertise in this area by interacting on an ongoing basis (Wenger et al 2002). My supervisors are Dr Judith Whitmarsh and Professor Sally Glen, University of Wolverhampton.
I am inviting you to take part in the above study. Before you decide whether you would like to take part it is important for you to understand why the research is being done and what it will involve.  Please take time to read the enclosed information carefully. Talk to others about the study if you wish.  
If you have any questions or concerns please do not hesitate to contact me on 01543434532 or  01543434533 in the Education Department at [name of hospice].
If you wish to take part in the study please can you return the enclosed consent form by (2 weeks after letter sent out).
I look forward to hearing from you.
Yours sincerely,


Viv Forrester.
Lecturer Practitioner.








[bookmark: _Toc487898447]Appendix 5. Participant information sheet for the interview


Does the End of Life Education Consortium work as a community of practice?

The West Midlands End-of- Life Consortium was formed approximately four years ago. It is the first consortium of hospices in the UK and I would like to explore whether the Consortium functions as a community of practice. 
“Communities of Practices are groups of people who share a concern, a set of problems or a passion about a topic and who deepen their knowledge and expertise in this area by interacting on an ongoing basis” (Wenger et al 2002, p.4).

The study involves you being interviewed for approximately one hour. You will be audio-taped and the tape will be transcribed verbatim and it will be kept in a locked drawer and any information on there will be confidential. The transcriptions will be kept on my personal laptop and be protected by a password only known to me. Only I as the researcher will be able to identify you. Any tapes or notes made will be destroyed after the study is completed.

Taking part in the study is entirely voluntary. It is up to you to decide whether or not to take part.  If you do, you will be given this information sheet to keep and be asked to sign a consent form. You are still free to withdraw at any time and without giving a reason.  
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Title of Project: Does the End of Life Education Consortium work as a community of practice?

Name of Researcher: Vivienne Forrester
 Please initial box

1. I confirm that I have read and understand the information sheet dated ............................  for the above study.                                                                                           

2.  I have had the opportunity to consider the information, ask questions
 and have had these answered satisfactorily. 	                                     

3. I understand that my participation is voluntary and that I am free to
      withdraw at any time, without giving any reason                                                                                	
 I agree to take part in the above study.	  		                               	

________________________	________________	
Signature		Date

____________________
Name of Participant
			
	




_________________________	________________	
Signature		Date

____________________

Researcher				




[bookmark: _Toc487898449]Appendix 7. A table showing the objectives and targets of the Consortium


	Objectives and Targets 


	Objective
	Rationale
	Intended & Actual benefits
	Impact

	
Improved        uptake of courses and study days
	
To widen the remit of End of Life Care Education within the West Midlands.


	
Intended & Actual
To skill the workforce in providing End of Life Care 
To improve the provision of End of Life Care
	
2180 places offered for year 2008-9
2500 places offered for 2009-10
(agreed reduction from 2670 places to allow  for marketing costs)


	
Extended training and education opportunities for both specialist and generalist staff.
	
To offer a more flexible, wider range of training, beyond study days and courses in the future
	
Intended & Actual
To skill the workforce in providing End of Life Care 
To improve the provision of End of Life Care
To increase access to training through flexible routes of learning
To attract new learners to End of Life care education

	
More Health Care professionals trained in End of Life Care

	
Sharing of expertise and good practice in End of Life care education.



	
Greater opportunities as a Consortium to share good practice and strengthen links with all stakeholders
To ensure a cohesive provision on accredited and non accredited courses to meet workforce need
  
	
Intended & Actual
Consistency of education programmes 
Promotion of Consortium regionally and Nationally 
Provision of End of Life Education to meet current and future needs
To engage with stakeholders in the development of education programmes


	
Quality monitoring
Longevity & sustainment  of  Consortium
A Health & Social  Care workforce trained in End of Life Care 

	

Strengthened Consortium infrastructure and shared operational policies, in order to enhance the collaborative approach to the delivery of specialist education

	
To ensure consistency and collaboration of education provision
	
Intended & Actual

Standardised administrative procedures. 
Costing structures for all modes of learning defined and calculated.  
Centralised administrative / project management explored.
Shared administrative processes and centralised functions 
Production of Consortium Prospectus and Web site
	
To ensure consistency, monitoring and  quality  

	
Strong links and close working relationships established with commissioning partners, PCTs and HEIs.
	
To plan and deliver future programmes of education which continue to meet local and national requirements
	Intended
To aid a seamless commissioning process 
Actual
To plan and deliver according to work force need
To engage in delivery of collaborative and diverse educational projects
	
To provide a varied but consistent education programme 

	
Increased awareness by both practitioners and commissioners of the education and training opportunities offered by the Consortium
	
To encourage attendance.
To promote Consortium working
To aid stakeholders  by offering easily identifiable  education opportunities 
	
Intended & Actual
More Health & Social Care professionals trained in End of Life Care
Regional & National recognition as an Education Consortium 
To have a transparent & clear process to access education
	
More Health & Social Care professionals trained in End of Life Care
Cost efficiency

	Strengthened monitoring and evaluation processes.
	To have a set process for monitoring & evaluation
	Intended & Actual
Data collection for use by Consortia and stakeholders.

To inform future education programme planning

	To inform future education programme planning


To ensure quality & governance 



                         (From the End of Life Care Education Consortium final report, no date)

Crystalliisation


Critical friend and bias


Reflexivity


Voice of participants


Ethical considerations


Credibility



Domain of knowledge
Trust and mutual respect


Community of people
 Shared practice


Interviews, Participants’, voices
Research diary
Documents


Does the Consortium work together as a Community of Practice?



Benefits and Challenges








SHA and Financial Implications


Culture and Hospice Management  



Decision making process and leadership
Time issues


Collaborative working
Collaborative learning


Interviews, Participants’, voices
Research diary
Documents


Has working together had an effect on the working practices of its members?



Community of
Practice


Domain 
of 
Knowledge


Community
of
People


Shared practice


Mutual Engagement


Shared Repertoire


Joint Enterprise
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Birmingham St Mary’s Hospice

Response to Research Proposal
(to be completed by Hospice)

Name of Project Leader
Viv Forrester

Title of Proposed Research Project
Does the End of Life Education Consortium work as a community of practice?

This project has been: -
2. Approved with research conditions (see below)

3. Rejected for the reasons given below

Conditions/Reasons

1. An update on the progress of the project should be submitted to the Group every 6
months.

2. A copy of the completed project should be submitted to the Group.

3. Any problems with the project should be reported immediately to the Group.

4. If any irregularities with the project come to the attention of the Group they have the
right to stop the study with immediate effect.

Other Conditions / Reasons for Rejection

None

Signed: Kara Fereday Date: 2 nd November
On behalf of Birmingham St Mary’s Research Steering Group
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l €S Fisherwick Road Whittington
¢ Lichfield WS14 9LH
Tel 01543 432031
Fax 01543 433579
mail@st-giles-hospice.org.uk
PHIj

11 August 2010

Viv Forrester
Lecturer Practitioner
St Giles Hospice

Dear Viv

Research Study

Thank you for your recent proposal with regard to study research focusing on an
exploration of the outcomes of a hospice education consortium on end of life care, a
study involving hospice education staff.

This proposal was presented and approved at a recent Senior Management Team
meeting.

| would like to take this opportunity to wish you every success with your education
doctorate.

Yours sincerely
)
f U
Pete/r Holliday

Group Chief Executive
peter.holliday@st-giles-hospice.org.uk





