Wenger’s Communities of Practice (CoP)

Wenger examined the consequences of various team cultures 'colliding' in his 'communities of practice'. These are defined as 'groups of people who share a concern or a passion for something they do and learn how to do it better as they interact regularly'. 

Within their own discipline or communities, members rarely have to justify or explain the concepts or drivers behind their behaviour or actions. However in multidisciplinary teams the potential for conflict and misunderstanding arise at these conceptual organisational boundaries. Wenger argues that at this interface all areas of knowledge should be made explicit and that a shared language and understanding has to evolve for interdisciplinary teams to work effectively and to develop a shared ‘learning culture’.


Definitions

Wenger’s definition of a CoP is ‘A model of situational learning, based on collaboration among peers, where individuals work to a common purpose, defined by knowledge rather than task’ (Wenger, 1996). 
Wenger’s work on the development of the CoP illustrates how learning occurs through a social network and the importance of this.
How can I recognise a CoP?  Characteristics of a CoP

1 They have a shared domain which they want to do something about: a shared set of interests, area of inquiry/focus, commitment and competence which they value, which differentiates them from others and which they may not call expertise or be known to others (e.g. a group wanting to improve the care being given in nursing homes).

2 The develop community spirit (i.e. a sense of identity and belonging like a family): they engage in joint activities, discussions, mutual support and information sharing, learning embedded in relationships, sense of belonging (e.g. ‘The Impressionists’)

3 They are self generating, self selecting and motivated: Members are practitioners and develop a shared repertoire of resources and knowledge which takes time and sustained interaction, not always conscious. (e.g. group of nurses meeting over lunch over a sustained period of time and exchanging stories and developing shared resources).  This process of working together and sharing knowledge and resources can lead to an enriched learning experience as people are exposed to new ways of thinking and problem solving.

4. They are learner and patient focused: they want to improve things for the patient through becoming better themselves. 
5. They come together to work on a common goal.
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What are the benefits of developing CoPs?

1. Builds a team culture towards learning and working effectively together.

2. By ‘getting on’ with each other, there is less likelihood for conflict and misunderstanding.

3. CoPs can be thought of as ‘families’: members of a CoP will provide support for each other – in clinical, educational and pastoral arenas.

4. Hopefully results in better outcomes for the patient (e.g. if a wide variety of health professionals are involved with a patient, hopefully it reduces fragmentation but improves quality of care).

5. The group focuses on priorities.

6. CoPs can influence what and how care is delivered e.g. through creating a dialogue with Trusts and patients to marry the two agendas resulting in a local development plan that is more likely to have impact – shaping policies, systems and structures.

7. Creates opportunities for patients to get involved in the delivery and quality of care.

Is it difficult to set up a CoP?

No, not in the slightest!   Actually, the unique selling point of a CoP is that they exist everywhere and occur naturally.   Although the concept has been largely attributed to Etienne Wenger, the idea isn’t actually anything new.  Wenger himself says that CoPs have been in existence ever since human beings chose to group together and form societies.   CoPs develop and self organise round what matters to people. Therefore their members are intrinsically motivated to participate and learn and have chosen the CoP as an informal, flexible structure to do their work and learn how to do it better. In other words they are ideal for integrating practice and professional development and workplace based learning and for engaging CoP members.

How does it really work?

· Personal relationships and face-to-face contact are important in CoPs and they often provide the trust, adaptability and confidence building not always available in formal structures.

· They develop on the basis that learning is a social activity where what counts is participation in meaning making activities and ‘reflection–in-action’, rather than individual acquisition of knowledge and skills. They acknowledge the fact that ‘we know more than we can tell’ (Polanyi 1976). Sample CoP activities are problem-solving, requesting information, reusing resources, discussing developments, identifying gaps, visits. They encourage a move away from deficit model of education/professional development (approaching education as if filling a gap in people’s skills, knowledge etc) and encourage appreciative inquiry of existing skills levels of participation.
· The concept that learning is a social phenomenon (Wenger) leads to informal learning experiences which transcend all levels within a work environment. New knowledge allows people to act as change agents for their professions as they find new ways of doing things and have the opportunity to challenge practices, which ensures that best practice is incorporated into the workplace on an ongoing basis. If the working environment allows and encourages this type of learning experience, ‘opportunities for professional and practice development are greatly increased’ (Andrew et al., 2008).
· CoPs recognise healthcare teams and activities as complex systems and that they are characterised by unpredictability and contain some unknowable aspects. They also recognise ongoing activity required to support faculty to support undergraduate and professional learning with the aim of helping students/learners increase participation/influence in a community at increasing levels of complexity.

· CoP members have responsibilities for cross speciality issues and interact with members from other disciplines. This way they deepen insight, appreciation and understanding of terms and meanings and subtle differences in how different professions, disciplines and levels practise in order develop Interprofessional Learning.

· CoPs focus on current and future tasks and jobs, roles and contexts of the members ensuring they have access to a wider range of role models  for such aspects of professionalism as how to use one’s authority, influencing skills and leadership. Members will be exposed to different ways of learning and this will support those educators who support learning and progression in a system and in ways which they themselves have never experienced.

· In a CoP, there are members across levels and specialities: some of whom will be core members whilst others prefer to remain in the periphery.  That’s not to say it is a closed loop group: they will invite outside support when needed.
Practical Tips

1. Find some colleagues or a team who want to develop as a community of practice – healthcare/ management/education, or are already working and learning in this way.  Remember to include a wide range of people who are actually involved in the thing you want to improve: like specialists, consultants, surgeons, nurses, medical students, nursing students, healthcare assistants and administrative staff. Each brings to the CoP their own set of skills and knowledge, and through consultation, discussion and general interaction with one another provide a substantial body of knowledge and skills on which they can all draw.

2. Secure commitment to work on, dimensions of a CoP as described

3. Work up a clear focus in line with Trust and Patient priorities

4. Try to build in the question ‘what does this mean for me/us/them as learners/educators?

5. Start wherever you are and go slowly building up your sense of inquiry

6. Acknowledge and appreciate what is already being done

7. Encourage students/learners, patients/service users  and education/workforce managers/leaders to join the CoP

8. Review roles and awareness of levels of interdependence 

9. Negotiate levels and types of support required

10. Refine and plan

11. Use suggested learning and development activities (for faculty as well as students/learners) ( Freeth 2005)

	Types of learning
	Examples

	Exchange-based
	Debates, seminar or workshops discussions, case and problem-solving study sessions

	Observation-based
	Work shadowing, joint client/patient/student consultations 

	Action-based
	Collaborative enquiry, problem-based learning, joint research, quality improvement initiatives, practice or community development projects, work-related practice placements (i.e. senior nursing staff buddying medical students )

	Simulation-based
	Role-play, experiential group work,  the use of clinical skills centres, drama


12. Report back to formal structures so that CoP activity eventually gets resourced

13. Describe/codify/match afterwards so that learning is really led by what’s happening now and clinical/educational need, rather than aspirational learning goals 

14. As this develops test out ‘participation rather than acquisition’ approach to workplace based learning for faculty as well as students/learners

15. Evaluation impact on performance, capability and well-being as an educator

16. Extend if suitable

How does it differ from an informal network or committee?

Communities of practice differ in three ways
1.
Their knowledge – a common body of knowledge within the community.

2.
They develop community spirit – commitment to working together/improving care.
3.
They’re totally willing to engage in shared practice – sharing of ideas, resources and strategies.

I want to read more
Click here then: http://www.ewenger.com/ 

Appendix 1: What does the Evidence say?

Communities of Practice

	STUDY
	KEY POINTS

	Barab and Duffy (1998)
	· Argue for move from acquisition model of learning to participation model, from cognitive theories of learning to situative theories embracing social theory of learning

· Participation enabled through CoPs

	Bate and Robert (2002)
	· CoPs lead to effective knowledge management, because of crucial importance of quality and strength in collaborative relationships

	Bleakley (2002)
	· Wards are identified as communities of practice

· A new model of apprenticeship, where learning is framed as a cultural activity where there is high participation, may considerably enhance the value of ward-based attachments for PRHOs 

	Boreham (2004)
	· Competence is an attribute of groups, teams and communities, not individuals

	Boreham and Morgan (2004)
	· Organisational learning is better  achieved if notion of autonomy is reconciled with concept of collective learning

· Relational concept of self is recommended in which autonomy is achieved by building relationships with others

	Borrill et al (2000) 
	· Health care teams in the NHS are more effective in virtually all domains of functioning when:

1. Team objectives are clearer

2. Participation in team is higher

3. Commitment to quality is higher

4. Support of innovation is higher 

	Brookfield (2000)
	· Fostering learning communities can be the difference between working for purposeful change and falling prey to a mixture of stoicism and cynicism

	Connolly, Armitage and Pitt (2005)
	· Reported higher levels of job satisfaction as one of the influences of team working

	D’Amour (2005)
	· Collaboration needs to be understood as a human process, not only as a professional endeavour

· Professionals will not collaborate if the effort is only based on the notion that it will be good for clients

	Lesser and Prusak (1999)
	· CoPs play a critical role in day-to-day activities of organisations

	McDermott (1999)
	· CoPS are organized round knowledge, not output, facilitate sharing of learning and arise naturally

· Suggest combining work and development of teams and CoPs

	Wenger (1998, 2000, www.ewenger.com)

Smith (2003)


	· CoPs are valuable assets in an organisation - they enable learning across formal structures

· CoPs are everywhere and members are involved in a set of relationships over time

· They develop round things that matter to people

· Effective participation, not competitiveness, is what governs in social learning systems such as CoPs

· Learning is in the relationship between people

· Educators need to reflect on their understanding of knowledge and activity, which have an intimate connection (not same as learning by doing)

	West ( 2004)
	· Link identified between innovation and having influence over decisions


Approaches to Education, Learning and Working in Organisations

	STUDY 
	KEY POINTS

	Barr (2007b:12)
	· In 2001 the Department of Health recognised that a change in organisational culture was required, by reducing hierarchies and developing self-managed teams, in order to achieve new ways of working in the NHS and that education alone would not achieve this. 

	Billett (2002)
	· Focus on practice, participation and engagement offers alternatives for considering how people learn at work

· Assumptions about direct relations between teaching and learning can be left aside

· When considering cognition the enduring problem of relations between individual and the social world is a central concern

	Bleakley (2002)
	· Psychological models of individual knowledge and skills transmission are insufficient explanation of how learning occurs in ward-based environments

· Understanding PRHO apprenticeship should refer to cultural and socialising dimensions of learning and gaining access to a profession

	British Medical Association (2006)
	· Support recommended for all parties involved in bullying at work

	Carter, Garside and Black (2003)
	· Suggestion of further experimentation with evaluation of other models of working outside traditional institutional boundaries 

	Chin and Hamer (2006)
	· There is a danger that creative practice at the clinical team level can be ignored at the expense of top-down change strategies, with the result that innovation in practice is inhibited

	Eraut (2004)
	· 4 main types of activity regularly giving rise to learning:

1. challenging tasks

2. working with clients

3. working alongside others

4. participation in group activities

· Successful informal learning in the workplace also depends on the quality of relationships

· Most significant impact on workplace learning will be the appointment and development of organisation’s managers

	Hildreth and Kimble 

( 2002)
	· CoPs offer organisations an opportunity to balance knowledge which can be stored with what is created, known and sustained but  harder to codify

	Hodges (2006)
	· Encourages further research in to effects of current models of competence in medical education

	Knight (2001)
	· Outcomes-led rational is a poor approach to creating coherent curricula in higher education

· Intuitive approach to curriculum planning is recommended, trusting that good outcomes will follow

	Lesser and Stock

( 2001)
	· Communities of Practice proved quite valuable in organisations:

1. Decreased the learning curve of new employees

2. Responded more rapidly to customer needs and inquiries

3. Reduced rework and prevented ‘reinvention of the wheel’

4. Spawned new ideas for products and services

	Persaud (2006)
	· Recommendation to reintroduce Balint groups  (therapeutic facilitated discussion groups) to protect staff from bullying in NHS

	Plsek and Greenhalgh (2001)
	· Dynamic, creative, intuitive world view needs to replace reductionist approaches to clinical care and service organisation

	Quine (2006)
	· Support at work is able to buffer some of the adverse affects of workplace bullying

	Wenger (1998)
	· Advocates social theory of learning with 4 components:

1. Meaning

2. Practice

3. Community

4. Identity

· CoPs developed from this and study of apprenticeship as a learning model with Jean Lave


Risks in Developing the CoP Model

	STUDY
	KEY POINTS

	Agius (2007)
	· Modernising Medical Careers values role of current custom and practice in medical education over educational theory in basic specialist training

	Kilbride, C.B. 

( 2007) citing Bate and Robert (2002)
	· The creating of CoPs, not the deep seated culture of project management, is one way of effecting collective change in the NHS 

	Reynolds (2007)
	· Despite emergence of new professional identities developed through interprofessional work professions, managers and service users still devalue ‘others’ contribution while at the same time praising the benefits of interprofessional collaboration

	Wenger (2000)
	· Organisation requirements of social learning systems such as CoPs often run counter to traditional management practices

· Changing the theories of learning on which education [in the NHS]  is developed will take some time

· Rules of engagement, such as effective participation rather than competitiveness, are at odds with current NHS business model

	West ( 2004)
	· Innovation is only likely to take place at work when there is both influence over decision making and job security

· Change agents are unlikely to take risks/innovate if their jobs are under threat or they are insecure about their relations with their colleagues





























Workers organise their lives with their immediate colleagues and customers to get their jobs done. In doing do, they develop or preserve a sense of themselves they can live with, have some fun, and fulfil the requirements of their employers and clients. No matter what their official job description may be, they create a practice to do what needs to be done.                                                          


(Wenger 1998)








Communities of Practice





Essential Characteristics:


Shared interest in developing practice and workplace based learning


Self-motivated to innovate/improve through appreciative inquiry


Shared resources


Self-organising


Learner and patient focus


Acknowledgement of complexity of healthcare context and  learning activities











Adapted from an original article by Maggie Hunter , Education Commissioning Manager, Kings Meadow Campus, Nottingham; maggie.hunter@eastmidlands.nhs.uk; modifications by Dr. Ramesh Mehay, Programme Director (Bradford VTS), July 2010.

