
SOCIAL KNOWLEDGE AND IDENTITY
Communities of practice reflective assignment



	Too enable the critical reflection upon the role of chosen Community of Practice in supporting my personal and professional development using appropriate psychological theories, I have used my experience in the social care sector. This is as a residential care home which falls under the category of community of practice according to Hoadley (2012).
	Before starting in the position, I attended a two-week course leading to hopefully employment. This was a classroom-based style of traditional learning where I was taught about food handling and hygiene, first aid at work, and Health and Safety which included the control of substances hazardous to health (COSHH). These gave me certificates that would prove useful for gaining employment in social care. This style of learning followed the traditional classroom teaching methods.
	When I attended work for the first time, I was nervous and unsure as to what exactly was expected of me. This is was what Lave and Wenger (1991) referred to as legitimate peripheral participation (Fuller, Hodkinson, Hodkinson, & Unwin, 2005; Mallinson, Popay, Kowarzik, & Mackian, 2006; Wenger, 2000), in that I was a novice entering a community of practice. I was assigned a mentor to initially shadow, and then to start carrying out duties under their observation, which meant that I was gradually taking up the groups practices (Fuller, Hodkinson, Hodkinson, & Unwin, 2005) (Handley, Sturdy, Fincham, & Clark, 2006) (Lave & Wenger, 1991) (Mallinson, Popay, Kowarzik, & Mackian, 2006) (Wenger, 2000). I also had to familiarise myself with the homes rules and regulations and those laid down by the Care Commission.
	I learnt by observing how things were carried out, as this follows with Bandura’s social learning theory (1977), and then I was gradually allowed to assist before carrying out the duty whilst being observed. This went on for a couple of weeks until I was given full responsibility for my own actions in providing care and assistance to the residents, thus I could claim competence (Handley, Sturdy, Fincham, & Clark, 2006; Lave & Wenger, 1991; Rochira, De Simone, Mannarini, & Salvatore, 2019; Wenger, 2000). This felt like a huge leap at the time as my self-esteem was not very good and was worried about ‘messing up’, this really helped me to feel that I had achieved the requirements to belong.
	Once I was settled in the position as carer, I was sent out on day courses to learn more about dementia, safeguarding, treating the individuals with dignity, even in what may have been slightly undignified situations, for example, changing incontinence pads for individuals who were urine incontinent or double incontinent. This was provide by outside agencies that allowed for alignment of boundary dimensions (Wenger, 2000), from other communities of practice within the field of social care, with input from both community nurses, social workers, and mental health teams. As these various outside agencies were responsible for different aspects of each residents, and from different areas, this follows what Lev Vygotsky (1896-1934) described as the zone of proximal development (Doolittle, 1997). These meaningful interactions with outside agencies meant that the individual, either the manager or myself as senior carer was acting as a broker (Wenger, 2000).
	Some of the residents would assist in letting you know what they needed specific help with, whilst others who had communication difficulties had other ways of letting you know if you were doing things correctly or incorrectly. This enabled me to gain a sense of community (Rochira, De Simone, Mannarini, & Salvatore, 2019). 
	As we were a residential home, and therefore do not have a nurse on staff, if dressings needed changing or skin abrasions or lesions needed looking at, we would rely on the district nurses. This I found fascinating and I really liked accompanying the nurse to learn more about caring for the residents. One lesson I learnt was that when applying Sudocrem to residents nether regions, it should only be applied sparingly as too much would cause the skin to dry out, I found this out after the nurse removed an incontinence pad from an individual and it looked like half a tub had been applied, the nurse became rather agitated and explained the reason why it should not be plastered on. This is a further example of cooperative learning (Doolittle, 1997), and this was a sign that the carer was more interested in getting the job done than caring about the person, this is describe by .
	After my probationary period which lasted three months, I was offered a position as a full carer and shortly afterwards, about three months, was offered a position as senior carer. This is an example of the leadership style (Oshagbemi & Gill, 2004) employed within the care sector, where managers train up their own staff rather than employ outsiders (Amin & Cohendet, 2000). This involved learning how to both record and administer the medications that had been prescribed by their doctor or specialist. This involved, firstly observing and then assisting in the drug round, of which there were two during a day shift and one on night shift. I was then for a few days observed administering, and assisting some residents taking medications and recording on the appropriate documentation. I also had to learn what and how to write in the resident’s notes, which each resident had and was a record of what assistance if any had been given; e.g. personal hygiene recorded, and medications taken or refused. I was also then responsible for leading the shift which consisted of two or three carers and ensuring that they were complying with both care home rules and regulations but also those laid down by the care commission. 
	There were some of the carers who were not happy that I had been put in the position of responsibility when they had been there longer than I had, they thought that seniority not ability meant being promoted (Dogan & Vecchio, 2001), this resulted in being reported for stalking one of the female workers, when this came to light the female in question was told to grow up.
	After my first wife became disabled, I changed to permanent night shifts as a senior carer, this role, although similar was slightly different in that there was only myself and a carer, I then became solely responsible for not only the well-being and safety of the residents and my colleague, but also the security of the building.
	One of the biggest hurdles I faced was that a lot of carers that had been working in care for a long time were set in their ways and were not very receptive to change. Care homes used to be run for the convenience of the staff and, this was being slowly changed into person centred care. This meant that more time should be spent with the residents and that they should be given the choices. For example, some members of staff would just open a resident’s wardrobe take out an outfit and dress the residents. This changed to opening the wardrobe and letting the resident choose their outfit. This meant having to have a greater awareness of how the individual was able to communicate with the carer, and the carer communicating effectively with the resident (De Vries, 2013). This not wanting to comply with the new ways of working are described as disagreements by Roberts (2006).
[bookmark: _GoBack]	At the beginning of every shift there was a hand over, this was where the lead on the outgoing shift would disseminate information about each resident individually, and if there were anything needed to be done by the incoming shift, this is part of the communication that was described explained by Wenger (2000). Team communication also happened once a month at staff meetings where the care provider (home owner) and manager would chair a meeting to inform staff of anything new that was coming out in the way of rule and regulation changes, and if anything of note had happened like the occasional ‘thank you letter’ from a relative or a special mention from outside agencies, I received one when I was observed by a social worker and member of the local health board, assisting a resident with their main meal. This was also a time where if any staff had concerns, they could freely air them and if valid points raised, they would dealt with; a further example of the community of practice communication (Wenger, 2000)
	An important part of being a carer is reflection, when carrying out personal care if something went wrong, then what did I do that made it go wrong? And what can I do next time to get a better outcome? This enabled the identification of dimensions that Wenger (2000) identified as engagement, imagination, and alignment and reflect using connectedness, expansiveness, and effectiveness (Wenger, 2000).
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