Drawing upon appropriate psychological theories covered in this module, critically reflect upon the role of a chosen Community of Practice in supporting your personal and professional development.
	This assignment will be reflecting on my personal experience as a health care support worker in supporting my personal and professional development while exploring the social identity theory and the social interdependence theory. The community of practice theory is fundamentally a social theory. The concept of Communities of Practice has been applied to the language and professional development of people’s everyday lives (Wenger, 2010). Specifically, the concept of Communities of   Practice applies to groups of people who sincerely care about the same real-life issues, and who work together regularly, in order to learn simultaneously and from one another, and have a passion for the same certain topics (Wenger, McDemott, & Snyder, 2002). However, the Community of Practice is suggested to be relatively difficult, when applied to an organizational setting (Addicott, McGivern, & Ferlie, 2006; Waring & Currie, 2009). A transpersonal method of ‘thinking together’, was put forward to argue that communities of practice cannot occur without people thinking together (Pyrko, Dörfler, & Eden, 2017). Thinking together was theoretically built on Polanyi’s (1962) impression of indwelling; it was suggested that people can guide each other through their outlook towards a certain  situation, and share tacit knowledge by leading one another through their perception of equally recognisable real-life dilemmas ( Polanyi, 1962). 
[bookmark: bbib25][bookmark: bbib27]	A United Kingdom based study by Appleby, Crawford, & Emmerson, 2009 deduced that by 2017 productivity would be a primary objective in the main strategies proposed for health care improvement, pertaining to the loss of funding outlined by the National Health Service (NHS) (Appleby, Crawford, & Emmerson, 2009). Health care services are consistently challenged with barriers in economically constrained locations, in the duty to provide high-quality care. Improving productivity in the healthcare sector equates to increased value in resources used to deliver high-quality healthcare, to ensure the needs of the people are met (Appleby, Crawford, & Emmerson, 2009). To improve productivity in the healthcare sector, the productiveness of other businesses was observed in order to develop better-quality innovations, to improve the growth of organisational performance. One approach acknowledged was the promotion of communities of practice. The community of practice theory has achieved acknowledgment throughout the business sector for increasing organisational performances (Lesser & Storck, 2001; Wenger & Snyder, 2000). Communities of practice have inspired the determination of organization knowledge as a method of distributing implicit knowledge; inspiring improvement, forming connections and increasing the worth of the organisation overall (Leavitt, 2001; Lesser & Storck, 2001). The outcome reported from the community of practice from other businesses, has influenced the healthcare sector into promoting the communities of practice theory, as a means of improving practical skills and knowledge (Wenger, 2009); overcoming limitations, construct and achieve a quantity of knowledge for team building, indorsing the equality of practice, and innovate and generate new concepts towards knowledge and practices. (Leavitt, 2001). Therefore, a result of community of practice, proposes a potential groundwork for effectual knowledge-sharing, and a compelling method of inspiring behaviours. Nevertheless, the community of practice strategy towards healthcare development has not guaranteed efficiency (Li et al., 2009; Nadeem, Olin, Hill, Hoagwood, & Horwitz, 2013).
As a previous health care support worker, it was essential that I arrived to work early with a positive attitude, ready to start the shift and attend the ‘handover’ (a debrief undertaken by staff beginning a shift whereby staff were informed of the issues and / or medical needs of the patients, and facilitated by a senior qualified nurse). Throughout the shift I was required to work closely in a team and adapt to my role throughout the day or night depending on the medical requirements or physical needs and abilities of the patients. I was told the concerning details of the patients that were allocated to my care during handover, and what their conditions were. This was to ensure the shift staff and myself were pre-aware of what our individual duties for the shift would entail, and of any changes or irregularities to our usual work responsibilities. Throughout my shift, I would support a registered nurse, who discussed with me the precise duties and tasks she wanted me to undertake, therefore we both had an understanding of what we were both required to complete, and the importance of the tasks when relating to patient wellbeing.
 The cooperation of individual staff members of varying experience and expertise within teams allows for health care services to deliver patient centred care. The social interdependence theory recognises that a community cannot operate to its full potential without the support and dedication of others (Guzzo & Shea, 1992). A multidisciplinary team is essential towards patient centred care, with patients relying on the health care support workers and nurses; whilst nurses put their faith into physicians to form a correct diagnosis and transcribe orders, and to consultants who specialise in specific areas of medicine. Task interdependence enables teams to develop efficacy in the workplace through sharing knowledge (Goodman et al., 1987; Guzzo & Shea, 1992). Multidisciplinary team members are more likely to cooperate if they have a co-dependency in achieving a common goal.  Precisely, if a task requires a team to share knowledge and cooperate and support one another, the membership between the team is likely to be valuable and effective (Gladstein, 1984). Correspondingly, working in a team where people are not willing to share knowledge, can be frustrating, and concludes in a lack of determination that results in underperformance (Gladstein, 1984). 
Having experienced working in a hospital setting, I found the environment to be a challenging experience. My role involved working effectively within a medical ward environment.  Having now reflecting on my experiences, I now feel that all staff within the hospital, from the health care support workers, to nurses, doctors and practitioners, all have the same goal; which is to ensure that all patients are safe and to receive the best possible care. Most importantly, the team have to rely on each other, listen and understand one another, and support and learn from each other in order to develop the skills to deliver the high-quality care that is needed. I found that working with the same people on a shift, allowed me to create a bond with other members which developed my confidence and an insight into what peoples strengths and weaknesses were. Therefore, if I needed support to complete a task, I knew I could turn to the right person for that specific issue. If my support was needed where I was required to do CPR, the team I was working with had to complete a debrief sheet to reflect on what had happened and what can be improved on next time. 
Reflecting on my role within health care, compared to nurses, doctors, and other practitioners, my position did not require me to attend university, to develop the skills I needed to work efficiently at the hospital. This did not make me feel any less important than other team members, although at times I was made to feel less superior by certain staff within the hierarchy. Some doctors would rarely make eye contact with the health care support workers and we were barely acknowledged by others in higher positions, which sometimes made me feel worthless. A possible reason for this might be, that people usually develop a positive social identity, by favouring groups they relate to the most, which to some degree happens instinctively (Hogg & Terry, 2000). Some individuals believe that the group they mostly identify with, are more multifaceted and different, while other groups are moderately similar to one another (Tajfel & Turner,1979; Tajfel, 1978). People’s biased opinions concerning their own group, can influence the way people think about themselves, which can then lead to an increase in their own self-esteem (Tajfel & Turner,1979). 
The social identity theory (Mead, 1934; Tajfel & Turner,1986) proposed that doctors, physicians, nurses and hospital administrators, perceive their own groups as more multifaceted compared to other groups, while believing the worth of their contributions, are more important than others. Thus, is believed to be a frequent issue within the health care workforce (Bartunek, 2011). A hospital environment is made up hierarchy, which results in the increase of unintentional biases between the groups (Hean, Clark, Adams, & Humphris, 2006; Paradis, Pipher, Cartmill, Rangel, & Whitehead, 2017) allowing conflicts to develop, with the consequences of unintentional bias jeopardising team cohesion (Hewett, Watson, Gallois, Ward, & Leggett, 2009; Lingard et al., 2005). However, not only can social identity create tension between in-groups, it also has a clear impact on intergroup communication (Apker & Eggly, 2004).  It has been recognised that poor communication amongst professionals can result in human error and effect the quality of care provided to patients (Sutcliffe, Lewton, & Rosenthal, 2004; Kripalani, 2007).  Even though certain members of staff made me feel like my job as a support worker was not as important as others for me, most importantly was not allowing the situation to upset me, because I still had the responsibility to provide my patients with the best possible care and lift their spirits as much as I could. I knew that overall, I was working with a fantastic team, who were very supportive. It is clear that overall, communication between varying groups could be improved to build stronger relationships between different staff members. As a next step, I would have taken the advantage of any training offered, as it would be beneficial for improving my communication skills. 
Throughout my time as health care support worker, I could never have expected to be fully prepared to know what the shift would entail,  such as staff shortages and other concerning factors that would result in potentially carrying out tasks alone, that were typically a two-person task in the general care of patients, to the additional support and medical tasks that I would on occasion be asked to carry out. Throughout the shift I would be given up to thirty-three patients to provide care for, and every day involved facing new challenges and responsibilities. Some members of staff would believe that it was not their responsibility to do certain roles, which had a significant effect on other responsibilities, during the shift. In accordance with the social identity theory, Johnson and Johnson (2002, 2013) proposed that each individual team member is responsible for their contribution to the task, and cooperation in helping other members of the group. Task interdependence gives teams members more authority, which can be misused in ways that disturb the hard work created by other team members (Earley & Northcraft, 1989). Overtime, individual team members can lose motivation resulting in them being less engaged in their work, which can have a significant effect on the efforts of other team members (Leibowitz & Tollison, 1980). In accordance to the social identity theory individuals, or the team overall, can be affected by unfairness caused by the actions of another. However, it has been suggested that the conflict caused by an ingroup member can be balanced by the positive contributions achieved through group membership (Brewer,1999; Tajfel, 1982). Overall, the outcome of my group was successful, however, having experienced unfairness within my team, I think that the senior qualified nurse should distribute tasks evenly between staff members, to ensure less stress on staff, and encourage cooperation. 
Throughout my time as health care support worker, every day was different. I sometimes was unexpectedly faced with life-or-death situations which were stressful and emotional. However, I had a fantastic support network within friends around me, which included being able to confide in friends within my team. If the situation affected my mental health, occupational health was available to support me. Psychological stress increases in health care workers when confronted with numerous stressors such as organisational problems, conflict and an increased workload (Pelletier, 1984). The additional emotional stresses that health care workers also struggle with, such as caring for patients who are extremely poorly or at end of life (Girgis, Hansen, & Goldstein, 2009) may contribute to further strain. The social identity and self-categorization model of stress (Balaam & Haslam, 1998; Tajfel & Turner, 1979) proposes that social identity plays a significant factor in safeguarding members of a group from the harmful effects of stress, as it offers a base for group members to benefit and engage with the correct line of support (Haslam, 2004). For me the most meaningful aspect is knowing that I have an exceptional support system to turn to. If I had any physical or psychological concerns around my health or wellbeing, I was able to confide in my line manager who could deal with the issue directly, or refer me to occupational health to assess my situation and advise on the correct course of action. Maintaining a balance of good physical health and positive mental wellbeing is essential to my personal and professional development.  
To conclude, working as a health care support worker has been beneficial towards myself and others, which is essential in supporting individual members personal and professional development. However, reflecting on the chosen community of practice, overall, there has been many highs and lows. Firstly, the social identity theory proposed that the dedication and support of others is required to operate a community (Guzzo & Shea, 1992), Controversy to this it was proposed that members within a hierarchal structure, have an overall bias for believing their group contributions are more important than others (Bartunek, 2011). However, is it important to acknowledge that all members of groups are responsible in contributing their knowledge through multidisciplinary teams which is essential for cooperation. The expertise, motivation and dedication from multidisciplinary teams, are essential in encouraging the personal and professional development, confidence and skills of individual members in order for health care support worker to provide high quality care to all patients. Throughout the essay, the social identity theory acknowledged the importance of receiving support in order to maintain physical health and positive wellbeing, with formal and informal support being as equally as beneficial. Receiving formal and informal support can boost confidence and productivity and the ability to sustain and develop a long and successful career in health care. 
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