UNIVERSITY OF KWAZULU-NATAL

A GROUNDED THEORY INQUIRY: ESTABLISHING COMMUNITIES
OF PRACTICE AMONG HIV/IAIDS NURSE PRACTITIONERS
THROUGH THE USE OF CRITICAL REFLECTION AT SELECTED

HOSPITALS IN KWAZULU-NATAL

JOANNE RACHEL NAIDOO

2011



A GROUNDED THEORY INQUIRY: ESTABLISHING COMMUNITIES
OF PRACTICE AMONG HIV/IAIDS NURSE PRACTITIONERS

THROUGH THE USE OF CRITICAL REFLECTION AT SELECTED

HOSPITALS IN KWAZULU-NATAL

A Thesis submitted to the School of Nursing, FacaftHealth Sciences, University of
KwaZulu-Natal in fulfillment of the requirementsrfthe Degree of Doctor of Philosophy

(Nursing)

By

JOANNE RACHEL NAIDOO

971138457

SUPERVISED BY PROFESSOR N.G. MTSHALI

December 2011



DECLARATION

| declare that the thesis submitted entitldd Grounded Theory Inquiry: Establishing
Communities of Practice among HIV/Aids nurse ptaxters through the use of Critical
reflection at selected hospitals in KwaZulu-Na@dnducted under the supervision of Professor
N.G. Mtshali is my original work. | declare that #ie sourcesised orquoted in this study are

acknowledged means of references.

Joanne R. Naidoo Prof. Ni@tshali

Date Date



DEDICATION

This work is dedicated to all nurses working in fledd of HIV/Aids, in recognition of their

tireless sacrifice and commitment towards eradiggthiis pandemic.



ACKNOWLEDGEMENTS

| would like to thank the following people for ther contribution to this work.

The participants, for their time and willingnessstare their experiences.

* Professor NG Mtshali, for her invaluable contributitowards this work, for her
unsurpassed knowledge and insight on nursing eidncaihd grounded theory.

* My husband Neil, for the personal support, encoemagnt and being a voice of reason
during this process and for the time and spac® tamyg own things.

* My daughter Alexandra, for your enormous insighd ansdom that goes beyond the age
of 6 years! For your patience and sacrifice th&wwaed me the time and space to
complete this. For ththigh-fives” on every page completed and the special hugs which
always motivated and re-energized me.

* My parents Raymond and Rosemary, for your constaumtce of support, and instilling in
me the principles of lifelong learning, hard woridadetermination.

* The South African Fogarty AIDS Training Programroetheir financial support.

e Mr. A. Harerimana, Mr T. Mtshali and Ms M. Addisrftheir time and commitment in
assisting in the formatting, graphic designing edding of the document.

* My colleagues at the School of Nursing, University KwaZulu-Natal, family and

friends.

And most importantly, reminded by Alexandra singivey school anthem which has become my
personal praise anthem....
“NISI DOMINUS FRUSTRA” UNLESS THE LORD BUILDS THE HOUSE, THOSE

WHO BUILD IT LABOR IN VAIN (Psalms 107)



ABSTRACT

Introduction: Nurse practitioners in South Africa are challengedily to provide
comprehensive care under resource constrainedtammlivhile at the same time trying to cope
with the changes and care strategies related tdAid8. The use of critical reflection within a
shared learning space fostered by Communities aftiee is a plausible strategy to support
ongoing meaningful learning that can support nynsectitioners to deal with the challenges

related to the dynamic nature of HIV/Aids.

Aim of the Study: This study aimed t@nalyze the processes of developing critical réflec

skills and establishing Communities of Practice agha sample of nurse practitioners working
in the field of HIV/Aids and to develop a middlenge theory which explains the process of
establishing Communities of Practice (CoP) amony/Hids nurse practitioners grounded in

critical reflection.

Methodology: Using a qualitative approach, a grounded theorygdeguided by Strauss and
Corbin (1990) was used. Two district level hospitibm the province of KwaZulu-Natal, was
sampled, within which a group of nurse practitienaorking in the discipline of maternal and
child health was sampled. Data collection was msgjve over a period of seven months. The
use of focus group discussion, in-depth individu&rviews, reflective journals and researcher
observation was used to elicit the data. Concunrgtht data collection, open axial and selective

coding was used to make sense of the data.



Results: The results of this study revealed that there aneiraber of causal conditions which
relates to the need for establishing a CoP andth®aprocess of establishing a CoP requires
engagement with the relevant stakeholders and nmmbé the group. Three phases
characterized the process of participants beconiritgrally reflective and a fully functional
CoP. The concept of a CoP for HIV/Aids nurse ptesters is made up of core characteristics
namely that it is an organic practice space, itnotes flexibility in learning, it is a support
network where collaborative purpose driven workoggurs and that it promotes learning on
demand to name a few. There were also a numbete¥ening conditions which influenced the
process of establishing the CoP and the findinghisfstudy led to the emergence of a middle
range theory which is both process and outcomesséat This theory and its related model,
demonstrates that establishing a CoP for HIV/Aidssa practitioners occurs within a context
and is made up of six major concepts namely (i) t&dn (i) Group Formation; (iii) CoP
Establishment Process; (iv) Fully Functional CoR) Qutcomes; (vi) Sustainability and
Continuity, and several sub-concepts.

Conclusion and Recommendation:The recommendations of this study were classifréd i
areas of practice, education and research, witlardego the usability of this theory in
encouraging a transformed way of nursing aimedatoving nursing practice. In summary, this
research lends insight into the complex challermdesirsing in a dynamic context of HIV/Aids.

It further demonstrated that one of the overalcoates was engagement in evidence informed

practice and knowledge stewarding in HIV/Aids knedde generation.

Keywords: Communities of Practice (CoP); HIV/Aids Nurse Riteaners; Critical Reflection;

Transformation; Knowledge Generation; ProcesscQues.



TABLE OF CONTENT

DECLARATION ..ottt e et et e et e e e e e e e e e nmmn st e e e e e e rn e e e e e eennnnnes [
]I N I [ PP ii
ACKNOWLEDGEMENTS ...t e e e e ii
A I o O PR v
TABLE OF CONTENT ... et e e e ne e e e e e e e e e e e e e e nnnnes Vi
LIST OF TABLES ... .ottt et e e et e s e e e e e e e e e e e e e nnn e XV
LIST OF FIGURES ... eeeee et e e e rr e e e e e e e e ennnnas XVi
LIST OF APPENDICES ... .ot eemmme ettt e e e e e e e e e e e rra e e XVii
A C R OINY M S L ettt e e ettt e a e e e et e et aa e e e e e e e e e et e e e e e eera s xviii
CHAPTER ONE ..ttt e et ree e e e e e e et e b e e e e e enana e aaaeees 1
THE PURPOSE AND MOTIVATION OF THE STUDY ...t 1
1.1 INTRODUGTION ...ttt e ettt e e e e e ettt e e e e e e e e b e s e e e e eeann e e e eaenennnnns 1
1.2 BACKGROUND TO THE STUDY ..ot eieem et e e eeeeemnae s 3
1.2.1 The state of HIV iN SOULh AfTICA.......ceeeeiiiiiiiiiiiieiii e 4

1.2.2 The socio-political context of health and HAMds in South Africa ................cccevvvvee.. D

1.2.3 The Demands on the Nurse in the context UTAIHS ... 9
1.2.4. The Impact of HIV/Aids on Human ResourceR]lih Southern Africa............cccceeeeeenn. 10
1.2.5 The role of critical reflection in practicevlopment ...t 12
1.2.6 The mechanism of CoP in transforming practiCe............cccceeeeeeiiiiiiiiiiiiiiiieeeiiienes 13
1.3 THE PROBLEM STATEMENT ..ottt e et en s e enna e e eaans 14

Vi



1.4 THE PURPOSE OF THE STUDY ...ouiiiiiiii e 15

1.5 OBJECTIVES OF THE STUDY ...t eeemm ettt eeemma e e e e eees 15
1.6 RESESEARCH QUESTIONS ......ouiiiiiie ettt e e e et e e e e eeemmms e e e e eeeee 16
1.7 SIGNIFICANCE OF THE STUDY ...ttt ettt e et e e e eesmeen e e eeeees 16
1.8 OPERATIONAL DEFINITIONS. .....e e e e e e e 18
1.8.1 HIV NUISE PracClitiONEr ... ottt e e e e e 18
1.8.2. CritiCal REIECHON ...ttt e e e 18
1.8.3.Communities Of PractiCe@ (COPS).....couuuiiiiiiiiiiiiiiiiiiee et 19
184, PIOCESS ....iiiii ittt eememmn ettt e et ettt e e e e e e e e e n e 19
1.8.5. Middle RANGE TREOIY .....uueiiiii e e e e e e e e eeeeanees 20
1.8.6. HIV/AIDS NUISING PracCliCe .......coeiiiiiiieiiiiiiii et 20
1.9 CONCLUSION ...ttt ettt e ettt e e e e et eat s e e e e aennmmssa e e eeeeesnnn e eaeeennns 20
1.10 STUDY OVERVIEW ...ttt ettt e ettt e e e e et et b aeee e e e e e eeeanaaaeaaene 21
CHAPTER TWO .ttt e ettt e e e e e e e s e e e e e e ata e e e e e eetnanas 22
LITERATURE REVIEW ... et 22
2.1 INTRODUGCTION L.ttt e et s etttk e e e e et et e e e e e e eaba s e e aaaeenesben e eaeeennnnnaaaeas 22
2.2 UNDERSTANDING CRITICAL REFLECTION ..ottt 23
2.2.1. The philosophical thread of critical refleat Critical Social Theory ...........ccccevieeeee.. 24
2.2.2. The theoretical ties of John Dewey and DbS&hON ..........eceiiiiiiiiii, 27
2.2.3. David Kolb’s Experiential Learning Theorydaits influence on reflective practice ........ 30

2.2.4. Defining reflective practice, critical refteon and their application ................. ... 31
2.2.5. Contribution of critical reflective practitB NUISING...........ccovvvvuiieiiiiiinee s 33

2.3 UNDERSTANDING COMMUNITIES OF PRACTICE......ccciiiiiiiiiiiiieeeeeeeeeeeeeeeeeiie 35

vii



2.3.1. CoPs and situated learning as KNOWIEAQ . cca.....vveiiiiiiiiee e 36

2.3.2 Social Learning Theory and COPS. ... e e e 37
2.3.3 CoPs and group knowledge creation in NUISING..........ccovvuiiiiiiiiiiiineeee e eeeeeeeee e 39
2.4 CONGCLUSION ...ttt e e et et e e e e e e et aaaaaeeaeesba e e eaaeeann e eaeas 41
CHAPTER THREE ... eeteeee ettt e ettt e e e e e e nme e e e e e eerna e aeaeees 42
RESEARCH METHODOLOGY ...cctiiiiiiiiiiiiae et eeeee e e et e e e e ee s aeeaaeeseeennnnns 42
3.1 INTRODUGCTION L.ttt ettt s etttk e e e e e e et e e e e e e eebaa s e e aaeemneasen e eeeeesnnnnaeaeas 42
3.2 QUALITATIVE RESEARCH PARADIGM ...t 43
3.2.1 Establishing the Philosophical AssumptiordBeym of the Study...............cceeeiiiiineee. 45
3.2.2 Rationale for the uSe Of CONSIIUCHVISMarmaae..iiiiiiiiiiiiiieieeee e 45
3.3 QUALITATIVE RESEARCH INQUIRY ..ot 49
3.4 THE GROUNDED THEORY DESIGN ... e 50
3.4.1 Overview Of Grounded TNEOIY ... .o i e 53
3.5 RESEARCH SETTING AND SETTING DESCRIPTION....ccoiiiiiiiiiiciiiiii e 60
3.5.1TheoretiCal SENSITIVILY ..........coii ittt ee e e e e e e e e e e e eeee e as 62
3.5.2 Rationale for choice of setting and theoaBeNnSItiVIty ............cooovvviiieiiiiiiiiiiiiiien. 63
3.6 STUDY POPULATION ...ttt ettt e e e e et e e e e eebb s aaaaaeeeeennanaeaeaeennes 65
3.7 SAMPLING PROCEDURE AND SAMPLE DESCRIPTION cccoe i 65
3.7.1 Theoretical sampling Of groUP SESSIONS.caaaa..oiiiiiiieiiiiiiiiciee e 67
3.8 DATA COLLECTION TECHNIQUES AND PROCESS ... 69
3.8.1 FOCUS Qroup TISCUSSIONS .............ommmmmmeeeeeeeeeennnnnnnnnnaaaaaeeaeaaaeesereaeaeeseeeeesesssnnnnnnnnnns 70
3.8.2 Individual IN-depth INTEIVIEWS ........oeviiiiiiiiiiiee e 74
3.8.3 Document analysis of reflective JOUIMalS.. .......oovvvviiiiiiiiiiiiii e 75

viii



3.8.4 ODSEIVALIONS ..eeniinie et et e e e e e et e e et e e et e e me e e e e e e e e e e 76

3.0 DATA ANALY SIS et ettt e e ettt e e e et e et s e e e e aeeneeba e e e eeennnaaeeeas 78
e TR @ o= o I @ [ 0o JH TSSO UUPTUPURPTRRRN 78
I I - | I o Lo [ 0o PP 81
3.9.3 Axial Coding and the Paradigm MOdel ... cooiiiiiiiiiiiiiici e 82
3.9.4 SEleCtiVE COAING .. .ciiiiiiiiiiiiiti e e e e et e et bbb e e e e e e e e e e eeeeeeennnes 83
3.9.5 Analytical Memos and DIagramsS........ .o eeeeeiieeiieiiiiiiiiiiaaa e e e e e e eaeaaaeeaaaeeeeeeeenees 84
3.10. QUALITATIVE RIGOR ...ttt aee e e e e e e e e e eeeees 85
300 1 0 0 @3 (T[] 111 RSSO 86
3.10.2 TransSferability ........cooiiii e 88
3.10.3 DEPENUADIIITY .....oiiieie e a e e e e e e e e e aeranaae 89
3.10.4 CONFIMME@DIITY ....eeiieiiiiie ettt s e e e e e e e e e e e e e e eeeeennneee 90
3.11 DATA MANAGEMENT ...ttt ettt e et e et e e e e e eata e e e e aeenneesanaaeaaeees 90
3.12 RESEARCH ETHICS ... e 91
.13 CONCLUSION ...t eee ettt e et et e e e e e e e s e e e e e e e ba e e e e eennnnnns 95
CHAPTER FOUR ...ttt e e e e ettt e e e et e e e bmee e e e e e e ata e e e e eeetnanns 96
PRESENTATION AND ANALYSIS OF THE MAIN FINDINGS ..o 96
4.1 INTRODUGCTION ...ttt st ettt e e e et e e e e e eetb e e e e e e e smmmna e e eeaeesnnnaaeaeeenes 96
4.2. SAMPLE DESCRIPTION AND REALISATION ... .ot a7
4.3 THE RESULTS OF THE STUDY ...ttt 102
4.3.1 Conceptualization of the process of estaibigs@ommunities of Practice.................. 102
4.3.1.1 A practice and learning COMMUNITY .. oo «eeeeeeeeerumennnnnaaeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenes 103
4.3.1.2 A SUPPOIT NEEWOIK. ...t eeee e e s e e e e e e e e e e eeeeeeneees 105



4.3.1.3 Collaborative and purpose driven WOIKING.-.........couvuuuuiimiiiiiiiiee e ereeeee e e 107

4.3.1.4 A space that fostered self-determinatiahsatif-reliance .....................ooeevvvv ... 108

4.3.2 Antecedents for establiSNiNg @ COP . eeeeeeeiiiiiii 110
4.3.2.1 External Domain: WOrk StrUCLUIE ......ccceeii i 110
A culture of Working in iSOIALION. ........... i 119
4.3.2.2 The Internal Domain: The Emotive Challenges.............ooooviiiiiiiiiiiiiinneeeeeeeen 122
4.3.3 The context of establishing communitieS @ICACE ............uueiiiiiiiiieeeiiiieeeees e 130
4.3.3.1 The National Health IMPEeratiVes .... . oo 130
4.3.3.2 The dynamic nature of national policy gUiBs. ..............coooriiiiiiiiiiiiiiii e 133
4.3.4 The Action and Interactional StrategiesS..........uuiiiiiiei i 135
4.3.4.1 Planning and preparing the COPS ... 136
4.3.4.1.1 Conceiving the establishment of the .CQP............ccccoiiiiiiieeeeeees 136
4.3.4.1.2 Negotiating with stakeholders and gan@eSUPPOIt. ......ccooevvereeieiiiiiiiiiiiiiiceeeenee. 139
4.3.4.1.3 Establishing a shared vision and goal................uuuiiiiiiiiieeeeee s 142
4.3.4.1.4 Determining the focus and knowledge neétlse COP..............ccoovviiiiiiiiiiiiiinnnenn. 144
4.3.4.1.5 Collaboratively tailoring the l0gIStICS......ccooviiiiiiii e 146
4.3.4.2 Implementing (launching) the COP. .. e 150
4.3.4.2.1 Formation Phase (coalescing, learningd@veloping. ............cooovveviiiiiiiiniiiiinnnneenn. 150
4.3.4.2.2 Transitioning phase: An awakening Of CONESNESS............coovvviiiiiiiiiiiiiiiinee el 816
4.3.4.2.3 The Transformation PRESE ........cecceeeeiiiiiiiiiiiii e 185
4.3.5. Intervening CONAItIONS. ........cuuiiitceeeeeiiiieee et e e e e e e e aeees 197
4.3.5.1 FacCilitative CONGITIONS ......eveeiii et e e e e 197
4.3.5.2 HINAEriNG CONAITIONS. ....cooiiiiii ettt e e e e e e e e e e 204



4.3.6 OULCOMES OF TNE COP . oeeeeie e e 208

4.3.6.1 INteNdEd OULCOMES. ......uuiiiiiiiiieeeeeees et e e et e et e e e e e e eaeeas e ee e e e e ereeeeeeeeas 209
4.3.6.2 Unintended OULCOMES. .......cooi i e e e e e e s aeneennnees 213
4.5 SUMMARY OF MAIN FINDINGS ...t e 215
4.6. DESCRIPTION OF CoP ESTABLISHMENT .....cueei e 217
A. 7. CONCLUSION ... ettt e e e e e et ee e e e e e e eetb e e e e e ennnaaeas 219
CHAPTER FIVE ..ottt e ettt ettt ee e e e e e e e ee e e e e e e ennna e eeas 221
DISCUSSION OF FINDINGS ...ttt e e e e e e aeeneeta e aeeeees 221
S5.1. INTRODUGCTION ..ottt ettt e e et eet e e e e e eesaaa e e e e aneneessnn e eeeenesnnnnns 221
5.2 CONCEPTUALISATION OF COMMUNITIES OF PRACTICE........ccooiiiiiiieieeeeeeeen 222
5.2.1 A practice and learning COMMUIILY...........uuuuruumiiiiaee e ee e e e e 223
5.2.2 A SUPPOIT NELWOTK....ceeiiiiiitiiiees e ettt e e e eeaa e e e e e e e e e e e e eeeeeeeeesnnnees 227
5.2.3 Collaborative and purpose driven working tkma difference:............ccoocooovvvnn. 230
5.2.4 A space that fostered self-determinatioN . .........uuuueeiiiiiiiiie e 232
5.3 ANTECEDENTS FOR ESTABLISHING A COP ....oiiiiiie e 234
5.3.1 The changing nature of nursing in a CliM&EIY/AIAS .........coovriiiiirii 23
5.3.2 A culture of working in iSOIAtION. ... ieeeieeiiiiiiiieie e 242
5.3.3 Lack of support from Management...........ccoouuiiiiieiiiiiiiieiiiiiii e 245
5.3.4 Internal Domain: The Emotive Challenges.........ccoooviiiiiiiiiiiiiin 246
5.4 THE CON T EXT ittt ettt e ettt e e e e ettt e e e e e e e tmmm e e e e eeernan e aeaeennen 250

5.4.1 The United Nations Millennium Development Gaand the HIV/Aids and STI National

StrategiC Plan (2007-2011). ....uuiiieee e s s e e e e e e e e e e e e eeeeeeeeeebassa s s s s sasaaaa s s e e e e aaeaaaeeeeeeanenes 250

Xi



5.4.2 The National Revised Guidelines on the Premes of Mother-to Child Transmission

(PIMTCT ). ettt ettt mem ettt et ettt e e s e e eeee et et en s e s s n s seeee e enees 253
5.5. THE ACTION AND INTERACTION STRATEGIES ... 256
5.5.1. Planning and preparing for the CommunitfeBractice (designing)..........cccoeeeeeeeeee 256
5.5.1.1 Conceiving the idea of establishing the SCOP............ccooiiiiiiiiis 256
5.5.1.2 Negotiating with stakeholders and garnesmgpOrt..........ccoooeeeeiiiiiiiiiiiiiiiiien 258
5.5.1.3 Establishing a shared vision and goal................uuuuiiiiiiiiiiieeeeeeeeeeeeiiis 260
5.5.1.4 Collaboratively tailoring the 10gIStCS.......ccoovui i 264
5.5.2 Implementation Of the COP ............cummmeeeiinieee e 266
5.5.2.1 The FOrmation PRaSE. ..............uommmmmmeeeeeeeeeee e e e e e e 266
5.5.2.2 Transitioning phase: An awakening Of COPEEMESS. ......covviiiieeeeiiiiieeeeeiiieees e 277
5.6. INTERVENING CONDITIONS ... e e e 298
5.6.1 Facilitative CONAITIONS ........oiiiiiiieeeeiie e e e e e 299
5.6.2 HINAEING CONUITIONS .....uuuiiiieie st ettt eeeee e s s s e e e e e e e e e e eeeeeeennnes 307
5.7. CONSEQUENCES OF THE ESTABLSIHED COPS..oiieeeeeeee e 138
5.7.1 INteNAEA OUICOMES .....eiiiiiiiiiiiiiie ettt e e e e e e e e e e e e e e e e e eeeeaaens 310
5.7.2 UnINteNded OUICOMES.........uuiiiiiiiiiiiieiie e e e e e e e s eee e 312
5.8. CONCLUSION ... et e et e e e e e e et aa e e e eeeeeaba e e e e eennnnn e as 313
CHAPTER B ..ot e ettt e e e e e et e raa e e e e e e eestb e e e e aeennnn e aaaenes 315

PRACTITIONERS ... e r e e e e e e e e e e e 315
6.1. INTRODUGCTION ..ottt st e e e e e e e e e e e e eeees 315
6.2. GOALS OF THE COP THEORY ..coiiiiiiiiiiiimmmmmn ettt e e e e 318

Xii



6.3. THE CONCEPTS AND DEFINITIONS OF THE COP THEORY.......ccoiiiiiiiieieeeeieeeee, 318
6.3.1 Conceptualization of the COre CONCEP o oo 321

6.3.2 Conceptualization of the major concepts eelad CoPs for HIV/Aids nurse practitioners

........................................................................................................................................... 328
TR T A O 0§ £ S PP RPN 328
6.3.2.2 GrOUP FOrMALION ..ottt ettt e eeeea e s e e e e e e e e e e e eeeeaenennnnes 328
Construction of & group IHENTILY........oeieeiiiiiiiieee e e e 329
Reaching consensus on a shared VISIQN.............couuvuiiiiiiiiiiisiee e eeeeeee e e eeeeeeeeeeeeeeneennnes 330
JLIE= V1 o] T o Tt 4T oS3 (o 331
ldentifying a poSition and @ SIrAtEGY.......coveeeiie et e e e e e e eeeeeaeeeees 332
6.3.2.3. COP eStabliShMENt PrOCESS.... .. 333
Mapping knowledge and SKillS.........cooor oo 333
Learning to apply the identified Strategy..........cceeeiiiiie e 334
Fostering a collaborative engaging climate.............oooviiiiiiiiiiiii e 336
KNOwWIEdge geNETatioN...........ooiiiiiiiiiiiiiei ettt e e e e e e e e e eeeeas 336
Pillars of kKnowledge generation.............cooviviieeeiiiiiiiiieie s eeeree s e e e e e 339
Context SPeCIfic KNOWIEBAGE. .........uuuuiiii e eeaanaees 343
KNOWIEdge ULHIZATION........cooi e e e e eeeas 344
Foundational attributes of establishing @ COR...........coorriiiiiiiiiiiic e 345
6.3.2.4. OULCOMES Of tE COP ....eiiiii e 351
6.3.2.5. Continuity and sustainability of the COP.............cooiiiiiiiieeeeeeeis 354
6.4. RELATIONSHIPS AND STRUCTURAL REPRESENTATION OQHE MODEL........ 356
6.5. BASIC ASSUMPTIONS OF THE THEORY ...outtiiiiiiiiiiiiiiiiieeeeeee e 359
6.6. USABILITY OF THE MODEL .....ccoiii oottt ee e e e e 361
6.7. QUALITY AND EVALUATION OF THE GROUNDED THEORY...........ccceeeiirrrrnnnnn. 362
6.8 SUMMARY OF THEORY .....iiiiiiiiiiiiiiiees e e e e e s s eeeeeaaaaaaaeeenneanssssssssneees 366
6.9. RECOMMENDATIONS ... .ottt ettt e e et e e e e e e e e e e e e e e s s s s s nnnnnraaaaaaaaeaeeas 367

Xiii



6.10 LIMITATIONS .ot e et e e e e e 370

6.11. CONCLUSION ... .t eer e s 371
REFERENCES ... e e e e e e e 372
APPENDICES ...ttt a e e 397

Xiv



LIST OF TABLES
Table 1: Open coding process of sentence by sent@TiNg ............cccooeeeeiiiiiiiie et e 80
Table 2: Category in relation to subcategorieSENENSIONS .........coveeeviiiiiiiieee e eeeeaann. 82
Table 3: Description of demographic characteristicthe participants.............cccceeeeers e 98

Table 4: Summary Description of CoP Establishment...........cccccooooeiiiiiiiceee, 217

XV



LIST OF FIGURES

Figure 1: Map of KZN Health DIStrCTS ........me oot eeeee e 62
Figure 2: Sentence-by- sentence OPen COAING oo oo iiiiiiiiiiiiiiiiii e 80
Figure 3: Categories and subcategories of the foomahase .............cccceeeiiiiiiiiiiiiiiiinnnns 168
Figure 4: Categories and subcategories of theitr@mphase................cooooviiiiii i, 184
Figure 5: Categories and subcategories of thefbamation phase .........ccccccevvvviiiiiiinnee. 197
Figure 6: Representation of conditions for CoPSHBr/AIDS Nurse Practitioners............. 219

Figure 7: A Conceptual Model for Communities of &i@e for HIV/AIDS Nurse Practioners 320

XVi



LIST OF APPENDICES

Appendix 1: Sample of fOCUS group tranSCriPL.........oov it i e 397
Appendix 2: Sample of in-depth individual INterview. ..., 406
Appendix 3: RefleCtiVe JOUIMNAL .........ooo e 412
Appendix 4: Sample of researcher fleld-NOteS..............oooiiiiiiiiiiiii e, 413
Appendix 5: NVivo output of initial COAING ....eeeieiiiiiiiiiiiiiie e 414
Appendix 6: TheoretiCal MEMO ... 415
Appendix 7A: Initial EthICS APPrOVaAl ..........oeriiiiiiiiiieeiir et e e 416
Appendix 7B: Ethics Approval: ammendement to title.................cooiiii 417
Appendix 8 :Gate KEePEers PEIMMISSION ........cuumusseunaareeeaeaeaaeeeeeieeeerennnnnnmnnanssnnnnaaans 418
Appendix 9: Information Sheet and Informed Consent............ccoeviiiiiiiiiiiiiiin e 421
Appendix 10: Advocacy Letter from COP Of NUISEeS...........uuvvuiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeees 425
Appendix 11: Information PampPhIetS ... 426
APPENIX 12: EAILOrS LETIET ... .ueeeiiiii ittt e e e e e e e e e e e e e e e e e e eee s 428
Appendix: 13 Pictures of the COP Meeting VENUE .cc..........ooiiiiiiiiiiiiiiiii e 429

XVil



AIDS
ART
ANC
ARVs
CD4
CoP
COSATU
CR
DENOSA
DoH
FGD
HAART
HIV
HST
HSRC
PCR
PHC
PLHA
PMTCT
MDGs
NSP
SANC
UNAIDS
UNDP
VCT
WHO

ACRONYMS

Acquired Immune Deficiency Syndrome
Anti-retroviral therapy

Antenatal Care

Antiretrovirals

Cluster Difference 4 or better known as T-Cells
Communities of Practice

Congress of Trade Uniions of South Africa
Critical Reflection

Democratic Nursing Organisation of South Africa
Department of Health

Focus Group Discussion

Highly Active Antiretroviral Therapy

Human Immune-deficiency Virus

Health Systems Trust

Human Science Research Council
Phosphocreatine or creatine phosphate
Primary Health Care

People Living with HIV/Aids

Prevention of Mother to Child Health Transmissididtv/Aids
Millennium Development Goals

National Strategic Plan

South African Nursing Council

United Nation AIDS Council

United Nations Development Programme
Voluntary Counselling and Testing

World Health Organization

XVili



CHAPTER ONE

THE PURPOSE AND MOTIVATION OF THE STUDY

1.1 INTRODUCTION

The discourse around the burden of HIV/Aids onlibalth care system and its impact on health
care professionals has been widely discussed entdames (Woods, Cope and Eley, 2008;
Tlou, 2001). Despite significant gains achieved2B99, such as a 19% global reduction of new
infections and a 30% increase in access to tredt(®AIDS, 2010), HIV/Aids still remains an
important health care challenge in South Africajsagy many Sub-Saharan African countries.
The current estimates indicate that there are 5Slilompeople living with HIV/Aids in South
Africa (UNAIDS, 2010). The high volume of patierdtending healthcare facilities places an
increased burden on the health care system. Van (@3®6) identified that nurses working in
hospitals are especially challenged with the bungep of HIV/Aids in the workplace. This is
supported by the findings of Shisana, Hall and Nékie, et.al (2003), who reported that almost

half of patients accessing care in public hospitalSouth Africa were HIV positive.

Exploring HIV/ Aids in the workplace of public hasgs in South Africa, Smit (2005) identified
that nurses are increasingly involved with prolahg®mntact and care of people living with
HIV/Aids (PLWHA). Saag (2006) reports that the @nt demands on health care service
providers in terms of the escalating rate of nef@ations and poor treatment plans is similar to
the initial burnout which was experienced during first reported cases of HIV. The author

reports that a second round of burnout is beinggeapced by health care providers working in
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the context of HIV/Aids, due to the incidence amanplexity of co-morbid illnesses related to
HIV/Aids. Supporting this, Brown, Schultz, Forsberg.al (2002) also found that although
HIV/Aids care providers in South African public lposls were burdened with an increase in

patient volume, there was a lack of adequate trgim HIV/Aids care and treatment plans.

Nurses are challenged on a daily basis trying tavide comprehensive care under resource
constrained conditions while at the same time gytim cope with the changes in treatment and
care strategies relating to HIV/ Aids. The currd@alth care system in South Africa is
continuously challenged by various factors, amongsich are lack of resources and loss of
skilled professionals (Ehlers, 2006). The escaiatinal epidemic of HIV/Aids and Tuberculosis,
further exaggerates the burden on health care wsrkspecially within the primary health care
setting (Shisana et al., 2003; Corbett, Watt, Wadkel., 2003). Studies investigating the state of
health care services in South Africa have found thnajority of the health care facilities
accredited for providing HIV management (namelyiratroviral therapy) are predominately
managed and run by nurse practitioners, who arstaotly challenged with the demands to keep
up with the complex management of HIV/Aids (Matjildoosen, Stoltz et al., 2008; Suri, Gan

and Carpenter, 2007).

Practicing in a rapidly changing health care enviment, such as in the context of HIV/Aids, it
is, therefore, crucial for the HIV/Aids nurse piiiohers to respond to these challenges in an
innovative way (Hall, 2004). The underlying strassassociated with the changing context of
health increases the need for an effective, dynaamd innovative approach to nursing
(Williams, 2001). Supporting this, Summer (2010)rfid that a nurse’s capacity and ability to

meet the role of being a care provider is sometiomedlenged by stressors in the complex and



ever-changing healthcare delivery system. Agaihs background of challenges, the use of
critical reflective practice can be useful in assg nurses to respond to their changing and
challenging context. As explained by Teekman (2008jlective practice can be useful in
moments of doubt and perplexity in nursing practiglreover, several authors (Kim, 1999;
Smith, 1998; Mezirow, 1990) have established thatetbping critical reflective skills will
support nurses in responding to complex situatems$ a changing context by equipping them
with skills of reframing learning in practice so tsrespond to a given situation in a proactive
manner. Thus, critical reflection is a plausibleam® of igniting a new way of thinking to initiate
a new way of nursing for nurse practitioners toldedh the challenges associated with

HIV/Aids.

Further to this, promoting meaningful learning franitical reflective practices is considered a
driver in networking nurses to collectively workrangh shared challenges (Scott, 2008).
Supporting this premise, Lave and Wenger (1991bysst the notion of situated learning that is
fostered within Communities of Practice (CoPs) ¢hiave ongoing organizational learning that
can support nurse practitioners to deal with thallehges related to the dynamic nature of

HIV/Aids.

1.2 BACKGROUND TO THE STUDY

The nature of HIV/Aids and its impact on nursingmsitifaceted and complex, as outlined by
Matjila et al., (2008). To unpack this complexitige background of the study will focus on the

various dimensions of HIV/Aids and its impact oe trealth care system and nursing care.



1.2.1 The state of HIV in South Africa

Despite a 19% global decline of new infections otrex past decade (UNAIDS, 2010), the
prevalence of HIV/Aids in South Africa (SA) placasurden on an already fragile health care
system, especially in light of an estimated 5.7liamil people living with HIV/Aids (UNAIDS,
2010; Dorrington and Bourne, 2008). Ongoing pravedemonitoring in the form of the national
antenatal HIV sero-prevalence survey, which is cotel annually among pregnant women
between the ages of 15-49 years, and the natiamall@tion or household based surveys (DoH,
2010b; Shisana et al., 2003), paints a pictur@éefstate of HIV prevalence and incidence in SA.
In 2009, the national prevalence report noted abowicated that the overall national HIV
prevalence among ante-natal women aged 15-49 yemssestimated at 29.4%; and the HIV
prevalence among adults (i.e. between the age$-dDlyears) was 18.3% and that, among all
provinces, KwaZulu-Natal had the highest HIV prevale of 38.7% among pregnant women
(DoH, 2010b). In light of previous indicators andnsillance, the national estimate and
provincial figures between the periods 2008-2010ehatablized, with the HIV prevalence
among women in the age group 30-34 years showib® ancrease (39.6% in 2007, 40.4% in
2008 and 41.5% in 2009) and the HIV prevalence amttre 15-24 year olds remaining
unchanged from the 2008 national data, with ammegé of 21.7% (UNAIDS, 2010; DoH,

2010b; Shisana, Rehle, Simbayi et al., 2009).

According to the National Department of Health, @A10b), the HIV epidemic experienced in
the country can be considered a hyper-epidemictlaaaurrent prevalence can be attributed to
the modes and the drivers of the HIV transmissiathiw the general population (DoH, 2010b).
Empirical evidence, in the form of annual HIV suhaace reports, agree that the predominant

modes of HIV transmission in SA is through hetexosé sex, followed by mother- to- child



transmission, and that the main drivers contrilgutonthe prevalence include migration patterns,
the perceived risk of infection and multiple corremt partners (DoH, 2010b; Shisana et al.,

2009; Dorrington and Bourne, 2008).

According to the Human Science Research CounciRE)S the state of HIV research in South
Africa, which offers an empirical understanding axplanation of the physiological, psycho-
social and behavioural facets of the impact ofdisease, has improved enormously in the past
two decades, especially between the periods 2008-@¢8SRC, 2008). HIV/Aids prevalence and
behavioural risk research, such as the nationallptipn-based and household HIV-prevalence
survey (Shisana et al.,, 2003; Shisana and Simi202) and the annual antenatal HIV
prevalence studies (DoH, 2009) and (Rehle, ShisBikay et al., 2007), have significantly
illuminated the trends and patterns of the HIV/Aidted morbidity and mortality figures in the
country. Such empirical evidence has helped in romyag targeted and coordinated HIV
mitigation responses which has had a significamtaioh on the uptake of antiretroviral access in
South Africa. The UNAIDS report for 2008 indicatiwt in South Africa, as of the end of 2007,
364 public health facilities, which serve more ttfg2%6 of the metropolitan and local authority
areas, were providing access to antiretroviratmtneat (ARTS). This is in comparison to the 273
health care facilities that were accredited as ipgiog access to ARTs at the end of 2006

(UNAIDS, 2008); and (Ruud, Srinivas and Toverud)20

1.2.2 The socio-political context of health and HIXAids in South Africa
Various global initiatives have been implementedesponse to the complex nature of HIV/Aids
care and treatment. These include the World Heattmanization’s (WHO) “3 by 5” initiative

strategy to upscale access to antiretroviral theragich was aimed at getting antiretroviral



coverage to more than 3 million people by 2005, taedWHO Standards of HIV/Aids Care and
Management for nurse practitioners (UNAIDS, 2010NAIDS also introduced “Treatment

2.0”, which is a new approach to simplify the walwHreatment is currently being administered
and to scale up access to treatment and The Millanibevelopment Goals (MDGs) outlines

key priority areas that are aimed to reduce H\2B¢5 (UNAIDS, 2010).

UNAIDS also introduced “Treatment 2.0”, which isnaw approach to simplify the way HIV
treatment is currently being administered and &desap access to treatment and The Millennium
Development Goals outlines key priority areas #rataimed to reduce HIV by 2015 (Coovadia,
Jewkes, Barron et al., 2009). Many of these chahges been influenced by the White Paper on
the Transformation of Public Services (DoH, 199and geared towards creating equitable,
efficient and effective health care services. Spebealth care plans include the Primary Health
Care Act: Healthy Nation 2006-2009 (DoH, 2006); tNational Strategic Plan for the
management of HIV/AIDS and STI's in adults (NSE)e National Strategic Plan for the
Prevention of Mother to Child Transmission (DoH,090 DoH, 2007; DoH, 2002) and the
National Health Act of 2003 (DoH, 2004). All of #e policies served as a vehicle for
establishing district health services by regulatihg core responsibilities of the national and
provincial health departments and the health distand health councils of each province

(Coovadia et al., 2009; Matjila et al., 2008).

Many efforts have been made from a political andegomental standpoint in terms of policy
development over the past two decades in resporsath the global imperatives and containing
the surge of HIV/Aids in the country (DoH, 2010hHlighlighted in the 2010 National

surveillance on HIV/Aids and STI's (DoH, 2010b)ethational budget allocation for HIV/Aids



has risen from R4.3 billion in 2006/2007 to R5.4idm in the 2010/2011 financial year; and
there has been a revision to the guidelines forititeating HIV treatment so as to increase
access and improve patient outcomes (DoH, 20101®.H1V/ Aids and STI National Strategic
Plan for South Africa, 2007-2011 (NSP) highlightdtht the South African government
committed itself in 2007 to addressing the HIV/Agsidemic. This document has subsequently
been revised in the form of the National Departnedridealth Strategic Plan (2010/11-2012/13)
and contains a 10 Point Plan that seeks to creatd| dunctioning health care system capable of
producing improved health outcomes (DoH, 2010bjdwal Department of Health, 2010; DoH,

2007).

The overarching goals of the NSP are to address gaority areas in terms of HIV/AIDS,
being: i) prevention of HIV infection; ii) provisioof treatment, care and support; iii) access to
justice and maintenance of human rights; and ivnitoang, evaluation, surveillance and
research. On further exploration of the NSP, itdmees evident that point (ii), of providing
treatment care and support is primarily focusegatient needs, with very little attention given
to nurses or health care providers’ level of pregaess to comprehensively manage HIV/AIDS.
This seems discordant, especially in light of thet fthat public health care facilities offering
Voluntary Counseling and Testing (VCT) increasar88% in year 2005-2006 to 90% during
the period 2006-2007 and that all public primargltie care facilities currently offer access to
Prevention of Mother-to-child Transmission PrograeasnPMTCT), (WHO, 2008), the latter of

which is compounded by the introduction of dual&pg earlier in 2008 (DoH, 2008).

A comparative multi-country study conducted by Ddwand Veenstra (2007) regarding the

context of HIV/AIDS found that in South Africa, mahealth districts were finding it difficult to



deliver effective health care through the centelizocal governments, and that many district
health managers were battling with the task ofrdled) their district health needs, which was
further exacerbated by their (district health mamaglack of autonomy to place HIV/AIDS in
the context of health priorities. These findingseveongruent to other empirical studies which
suggest that there are huge barriers to the implatien of relevant care and policies when a
health care system which is responsible for HIVAAidccess and continuation of care is
fragmented by pathways of referral (Kraak, 2008n Weyk, 2006; Smit, 2005). The Democratic
Nursing Organization of South Africa (DENOSA), peiggated in a task shifting workshop in
2008, which was a consultative process with thetH&ystem Trust of South Africa (HST) and
the Congress of Trade Unions of South Africa (COBATwith a collective membership of
more than 65 000 nurses. At the workshop, DENOSHcated that the major challenge of the
clinical management of HIV/AIDS is the inadequatenier of skilled health care workers. It
was also noted at the workshop that in South Africdy ten out of every fourteen professional
nurse posts are filled and that, on the whole Atiean region has a shortfall of 817 992 health
care professionals. This means that that the egistealth care professionals have to compensate
for this shortfall by assuming duties that are Imelyaheir professional scope (task shifting)
(DENOSA, 2008). The report further noted that, esgly in the rural facilities, many
professional nurses, who are not adequately traimedHlV management, are currently
performing tasks in the comprehensive managemenHIdAids that doctors should be
performing, due to the inadequate numbers of dscitorsome of these primary health care

facilities (Woods et al., 2008; DENOSA, 2008; HZ000).



1.2.3 The Demands on the Nurse in the context of MIAids

The dynamic nature of HIV/Aids policies and cara draining has put enormous pressure on
nurse practitioners to cope with these changeserdksgtudies have found that because of the
dynamic nature of HIV/Aids, a lack of preparationtérms of care and treatment policies altered
nurses experiences in their profession (Hall, 2@@kEbajo, Bamgbala and Oyediran, 2003; Hall
and Shisana, 2003). In particular, ljumba (200&cdbed that the lack of training among nurses
was related to their inability to provide qualityatgent care. Schietinger and Daniels (1996)
found that weakness in the education of nursekendtscipline of HIV/Aids impacted on their
attitudes and willingness to work in HIV relatedeaMoreover, health care workers are often
thrown in the deep end without receiving adequaitegoing training and supervision (Dageid,
Sedumedi and Duckert, 2007). Shisana et al., (20@3dheir investigation of the impact of
HIV/Aids on the SA health sector, found that adhaf health workers reported heavy patient
workload, staff shortages and low salaries as atdis of poor job satisfaction. Various authors
have researched the experiences of nurses in SAhawd described the negative impact
HIV/Aids is having on the health sector (Kraak, 00/ackintosh and Tibandebage, 2000).
These authors describe how nurses felt overloadddllaprepared to cope with the challenges
of HIV/Aids care and suggest that the overwhelngongditions that nurses have to function in
could lead to a ‘culture of abuse’ in which healtbrkers might direct aggression, disrespect and

insensitive behaviour towards HIV positive patients

In a national survey exploring the impact of HIVDX on the health sector, Shisana et al.,
(2003) found that among professional nurses workmdpoth private and public health care
facilities in South Africa, only one third (31.2%) the nurses who participated in the study had

received training on HIV/AIDS management and i@ngmission. This lack of training and



support in HIV/Aids management, coupled with thgratn and secrecy surrounding HIV/AIDS,

impacted negatively on the nurses’ ability to deithvork, especially in terms of counseling and

educating people (Shisana et al., 2003).

1.2.4. The Impact of HIV/Aids on Human Resources (R) in Southern Africa

The management of antiretroviral therapy is priflgarurse driven (Hall, 2004). General
nurses with inadequate training in comprehensivé edre and management are relied
upon to deliver antiretroviral treatment, providelgpromote HIV counselling and testing
and treat opportunistic infections (Bateman, 200he task of nurses caring for people
living with HIV or AIDS (PLHA) is an ever-increasijnchallenge for a number of diverse
reasons. These include: The shortage of healthwoaneers. According to 2009 statistics
for the South African Nursing Council (SANC), thesee currently 24,360 registered
nurses in the province of KwaZulu-Natal, which eggao a nurse-patient ratio of 437:1
(SANC, 2010). In a needs and gap analysis of humeanurces for health in South
Africa, Geroge, Quinlan and Reardon (2009) fourat th the master list of scare and
critical skills reflected from the Department of Haur in South Africa, there was a
shortage of 14,370 nurses. Benatar (2004) foundthieme was a shortage of qualified
health care workers in the rural areas, despiteattraction of the rural allowance that
health care workers can receive for working in sadas. They suggested that the heavy
workload was a major contributing factor for ti&an Damme et al(2006)add to this
dialogue by showing that the lack of a comprehensivman resource strategy to meet
the inclining health needs of the population isaganchallenge facing the African public

health system;
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ii.  The increasing number of HIV positive nurses. TH8RE& human resource planner for
2007 showed that there were 18.9% nurses living wi/. In light of the 1,896 nurses
the colleges graduate annually, this translate®,#®5 nurses having Aids related
illnesses (HSRC, 2008);

iii.  New co-morbid illnesses, such as XDR-TB and ragdnges in the treatment plans
(DoH, 2007; Liljestrand, 2004) and

iv. The increasing complexities and challenges of HIMigation strategies, such as
behavioural interventions (HSRC, 2008); and thaesmcand sigma surrounding HIV
that confront nurses with ethical dilemmas andrdiem from HIV prevention strategies

(Hall, 2004).

The National Strategic Plan (NSP) (DoH, 2007) nobes the greatest challenge for health care
professionals and the epidemic of HIV/AIDS is tii@ament of a minimum standard for health
care service delivery, and that the changes in tHédtment policies contribute largely to this
challenge. The lack of knowledge or techniqueseadging abreast with such rapid changes in
HIV/Aids care and practice may have grave consecggeffor nurses. Hall and Shisana (2003)
recognize that measures need to be taken, espeitialhe nursing education curriculum, to
address the disparity of nurses’ HIV related knalgkeand skills and their clinical practice. Smit
(2005); and Kalvermark et al., (2004) note thatheshealth care system changes and becomes
more complex due to HIV/Aids, the nurses feel irtpdde to keep up with these changes, thus
increasing their occupational stress. In most g, it is their knowledge inadequacy that
places nurses in a situation that impacts neggtieeltheir ability to function competently and

makes them feel apprehensive when nursing a patiémtIV/AIDS.
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In one province, the Western Cape, Professor Bekkdahe Desmond Tutu Foundation for
HIV/AIDS piloted a mentoring programme in 2006 tgoport nurses to meet and keep up with
the challenges of HIV care and prevention and imprihieir competencies in dispensing ARTs
(DENOSA, 2008). However such measures are too ffeligit of the acceleration of ART roll-

out in the public sector and the ever changing Héatment and care plans.

1.2.5 The role of critical reflection in practice évelopment

The United Nations Development Programme (UNDP)dRe2010) recognizes that, in light of
the current state of HIV care and treatment, tinge to rethink theory and practice. The report
further expounds on the need for a paradigm sbitted made in response to the nature of the
HIV epidemic, the human development needs and tingelm on the health care system. Banuri
and colleagues (cited in United National Developielan, 2010) notes that a new approach
should be geared around understanding social legrransforming individual’'s perceptions
and promoting a sense of personal empowerment gtaisuhuman capital and develop an
effective work practice that responds to the HI\tlemic. The same report further explains that
transformation is essential in development, esfigaiaterms of human development (such as
with health care professionals); and recommends gtractures and processes that promote
people to becoming critically aware of their praetcan result in social change. Translating this
within the background which presented the dynarattire of HIV/Aids and the challenges this
poses on the HIV/Aids nurse practitioners, the asecritical reflection can be used as a
mechanism to foster critical thinking and enhanceblgm solving abilities (Tate and Sills,

2004).
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Kim (1999), in her work relating to critical reflie inquiry in nursing practice, found that the
knowledge yielded through critical reflection idesf tailored to the specific situations and that
the knowledge generated through the process atalriteflection in action was found to be the
most beneficial in her sample of nurses that wardiad, since it was contextually appropriate

and was meaningful for their practice.

1.2.6 The mechanism of CoP in transforming practice

The impact of changes within the health care systesach as those highlighted earlier in the
context of HIV/Aids, is associated with various gseres, which increase the need for an
effective, dynamic and innovative approach in mgsone with a holistic approach to care that
is embedded in evidence based practice. The changasalth, which is associated with the
changes in HIV care and managements, demands digrarghift in nursing, one that moves
away from the traditions of the biomedical modeal approach to nursing towards a transformed
collaborative way of nursing. To promote accourigband improve on professional skills and
expertise, nurses need to continually update tkedwledge within their specialized area of
training and work. Although ongoing formal trainifigr nurses is widely available, time and
lack of financial resources are all too often leasrto nurses making use of such opportunities
to upskill themselves through this route. The wtakp, where nurses spend most of their time
engaging in clinical practice and care, therefetguld become the field of ongoing learning

(Sim and Radloff, 2008).

Lave and Wenger (1991b) suggested the idea oftsdubearning that is fostered within
Communities of Practice (CoP) to achieve ongoinganizational learning. Communities of

practice promote collective learning through shamdsting expertise and experiences.
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Underpinned by Mezirow’'s (1978) theory of transfatran, communities of practice are
considered useful to promote social and colledeaening and professional development within
organizations (Boud and Middleton, 2003). In a eawiof 87 empirical studies between the
period of 1999-2005,Taylor (2008) suggested threimstances in which the Transformational
Learning Theory can be used effectively in creatthgnge which included: (i) a sudden or
gradual disorientating dilemma requiring a changecgss to be initiated; (ii) circumstance
where a new way of viewing life experiences andagibns is required in order to provoke
renewed action or to promote a perspective changd; (iii) circumstances where through
critical reflection and discourse among trustecedtthange is part of a larger organizational or

societal mandate to bring about a transformed vidgaoning.

Based on the premise explained by Coakes and Cl@®@6), CoPs are becoming a core
knowledge strategy that should be used in all degdilons. These authors further explain that
through individuals coming together to share amaridrom each other, they form a group (CoP)
which is held together by their common interestjrtiexperiences and problems are shared and a

new body of knowledge with improved best practiseseated.

1.3 THE PROBLEM STATEMENT

The high incidence of HIV infection among the pl®fof patients being treated by nurses is a
challenge for an already depleted human resourokgiaurses (Van Wyk, 2006). Nurses are
currently struggling to keep up with the demandthgllenges experienced amidst the changing
profile of HIV/Aids care and the nature of clinicadre required to address the HIV pandemic. A
new way of supported learning that fosters reflectand critical way of nursing is required.

Simpson and Courtney (2002) concluded that in ofdemurses to function effectively in a

14



rapidly changing health care context and to meetdémand for their own accountability in
practice, nurses need to execute a range of hifineking and functioning skills, which is

fostered through critical reflection. Supportingistrargument, authors such as Black and
Plowright (2010) and Tate (2004) suggest that the of critical reflective practice enables

nurses to increase their current knowledge baseanance nursing clinical practice.

1.4 THE PURPOSE OF THE STUDY

The purpose of this study was two-fold. Firstly tiesearch aimed to analyze the processes of
developing critical reflective skills and establigl) Communities of Practice among a sample of
nurse practitioners working in the field of HIV/AdSecondly, the purpose of this study was to
develop a middle range theory which explains thecgss of establishing Communities of

Practice (CoP) among HIV nurse practitioners greahith critical reflection.

1.5 OBJECTIVES OF THE STUDY

The objectives of the study were to:

1. Analyze the process of developing critical refleeti skils among HIV nurse
practitioners;

2. Explore the process involved in the establishmehtCoPs among HIV nurse
practitioners;

3. Explore the experiences of nurse practitionersosype to critical reflective practice and
their engagement in the CoPs; and

4. Develop a middle range theory describing the proafs establishing CoPs among

critically reflective HIV nurse practitioners.
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1.6 RESESEARCH QUESTIONS

1. What is the process of developing critical refleetiskills among HIV nurse
practitioners?

2. What process is involved in the establishment d?€among HIV nurse practitioners?

3. What are the experiences of nurse practitioners®xe to critical reflective practice and
their engagement in CoPs?

4. What are the potential theoretical and conceptoasttucts of a middle range theory that
describes the process of establishing a CoP amatigalty reflective HIV nurse

practitioners?

1.7 SIGNIFICANCE OF THE STUDY

The HIV epidemic has illuminated many challengesiiarses. Moreover, it has widened the gap
of lack of cohesion between nursing practice arel uke of current appropriate discipline
specific knowledge and skills to provide optimumrsig care (Woods et al.,, 2008).
Furthermore, Lewis (2005) also noted that the gstathallenge of the HIV epidemic is creating
a new ontology of caring and that in the fight agaiHIV/Aids, there needs to be a change in
behavior, action, thinking and underlying conscitess about the way in which care is rendered.
Plack and Greenberg (2005) stated that researdmeoprocess of using critical reflection in
clinical practice needs to be facilitated to dentiais its usefulness in reaching excellence in
clinical practice among health care practition@itse results of this study will add significantly
to this discourse as it aims to explain that the okcritical reflection can be fostered in the
social learning environment of CoPs. This will faate the process of a new ontology of nursing

in the discipline of HIV/Aids and add to the disceel of how a more reflective and conscious
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nurse practitioner can be supported and transfortimexigh critical reflective practice within

communities of practice.

The development of a middle range theory will ekpldne constructs, relationships and the
process of how critical reflective nursing practisedeveloped and shared among like-minded
professions within the structure of a CoP. In thenf of a generalized middle-range theory, the
study contributes not only to nursing practicehia discipline of HIV/Aids, but to the profession
of nursing at large. Changes in any sphere, bargimg management, education or any clinical
discipline in nursing science, is unavoidable (BPafd999). Drawing from this premise of the
dynamic nature of nursing, the emergent theoryisfstudy will provide a platform for nurses to
establish communities of practice of criticallyleetive health care professionals, as a vehicle to
transform professional learning and behaviour andréate a paradigm shift to deal with the

changing context of that discipline.

Further to this, use of CoPs is relatively newh® discipline of healthcare and more specifically
to nursing issues (Berry, 2011). Very few, if asylidies are available in South Africa, that
assess whether the development of critical reflecskills fostered in CoPs provides ongoing
and sustainable support for the nurse practititmarwill foster lifelong learning skills of critat
thinking and experiential learning. Understanding telationship and benefit of fostering critical
reflective nurses within a CoP can provide insigtido how this model can be used in other
disciplines where the availability of ongoing triaig is not feasible due to constrains such as

staff shortages, time and funding.
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1.8 OPERATIONAL DEFINITIONS

The following terms were operationally definedsteow the context in which they were used for

the purpose of this study:

1.8.1 HIV/Aids Nurse Practitioner: As defined by the South African Nursing Councid@3),

a registered nurse (RN) or a professional nurse {®&n individual who has completed a four
year programme at university or a nursing collegais person is educated and competent to
practice comprehensive nursing and midwifery. Fa purpose of this study, a HIV nurse
practitioner referred to a registered nurse workim@ HIV unit within a hospital or an out-
patient facility within a hospital. The health cdaeility must offer comprehensive HIV care that

provides ART, counseling and comprehensive treatmieopportunistic infections.

1.8.2. Critical Reflection: Dewey (1933) cited in Boud and Walker (1985) estatwhile we
cannot learn or be taught to think, we do havedarh how to think well, and acquire the
general habit of reflecting”Since the early writings of Dewey, many authorehsas Schén
(1987) and Benner (1984), to name a few, have éefihis term in the discipline of philosophy,
education and nursing practice. The definition r@&ffeby Bough, Keogh and Walker (1985: 3)
was considered appropriate for this study. Thesthoasi refer to critical reflection as
“intellectual and affective activities in which imdiuals engage to explore their experiences in

order to lead to new understandings and apprecratbpractice”.

Mezirow (1990); and Brookfield (1995) added thatilesall reflection implies an element of
critique, for reflection to be “critical reflectidnt has is facilitate the ability of uncovering ow
assumptions and beliefs of a phenomenon and undbeedynamics of power relationships

which have interplay in the phenomenon of inter€sawing from these definitions, for the
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purpose of this study the term critical reflectimas defined as the activities that the nurse
practitioners engaged in to unpack their own assimg of nursing care and HIV/Aids, and

critically explore experiences to foster learnimgl ansight for future clinical action.

1.8.3.Communities of Practice (CoPs)Defined by Wenger, McDermott and Snyder (2002: 7)
a CoP is‘a group of people who share a concern, a set abpems, or a passion about a topic
and who deepen their knowledge and expertise satga by interacting on an ongoing basis”.
The concept of CoP stems from Bandura’s (1977)rthebSocial Learning, since the interplay
of the cognitive, behavioural and environment invhiinowledge is acquired is integral to the
process of the CoP . Thus, in light of this, in toatext of this study, the term CoP referred to a
group of nurse practitioners working in the fielidHiV/Aids, who come together in the formal
structure of a group, to critically reflect on astiare experiences, information and ideas

regarding the nature of nursing practice

1.8.4. ProcessDefined by Chinn and Kramer (2008), a process setiera systematic series of
actions directed to some end point; it can als@k@ained as continuous action or series of
action taking place in a definite manner. In thigdy, the term process was unpacked for the two
core concepts of this study, those being critieflection and CoPs. For critical reflection, the
term process refers to the activities and actioosuiwing within the participants to show
progression in the critical reflective practice.the context of CoPs, the term process describes
the activities and stages of group formation anlgesmn. It further describes the actions taken
by the individual members to work towards colleetigoals and purposes in the discipline of

HIV/Aids nursing care.
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1.8.5. Middle Range Theory:As per the guidelines of Strauss and Corbin (1,980niddle

range theory refers to a set of constructs, themaest of relationships that offers an explanation
of the phenomenon. In the context of this studg,rthiddle range theory offers an explanation of
the relationship between concepts, constructs andbies that describe the process of planning

and establishing a CoP among the critically reifecHIV nurse practitioners.

1.8.6. HIV/AIDS Nursing Practice: Defined by the UNAIDS (2008) and the HIV/Aids and
STIs National Strategic Plan for (2007), HIV/Aidarsing practice in the context of this study
will refer to the provision of preventive, diagniosand therapeutic intervention and treatment to
individuals, families and communities, aimed atuwdg the burden of HIV and Aids.

Furthermore, HIV/Aids nursing practice refers tmpding comprehensive pre and post-test
counseling, initiating antiretroviral therapy, mtmming and evaluating for side-effects and

adherence, and ensuring continuity of care.

1.9 CONCLUSION

This chapter presented the state of HIV/Aids intBoAfrica and explained the effect that the
high prevalence of HIV/Aids has on the nature ofsimg practice. Challenges faced by nurse
practitioners working in a unit that has frequenVontact and care included working with a
depleted pool of nurses and limited knowledge araining on HIV/Aids. These were

compounded with the dynamic nature of clinical gieé and guidelines that underpin HIV/Aids
nursing practice. To address these challenges,gbilness of critical reflection as a strategy
was presented. Empirical evidence describing theefiteof critical reflection in supporting

nurses in problem solving was presented. The cdrafepetworked learning and social learning

through Communities of Practice was also presented.
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1.10 STUDY OVERVIEW

The study is represented in the following chapters.

Chapter 1. The background, aims and objectives; problemestaht and significance of the

study is discussed.

Chapter 2: A brief presentation of technical literature dktmain study concepts have been

reviewed and presented.

Chapter 3: The research paradigm; methodology; design; #imal sampling techniques; data
collection and analysis; issues of trustworthinassl ethical principles of the study were

discussed.

Chapter 4: A presentation of the main study findings is dsged as per the structure of Strauss

and Corbin’s (1990) paradigm model

Chapter 5: The discussion of the main study findings in lighempirical evidence is presented

Chapter 6: The emergent theoretical model and middle rarfgsory of the process of
establishing a CoP is presented as well as they stashclusion, recommendations and

limitations.
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CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

Strauss and Corbin’s (1990) method of conductingugded theory research is very explicit
about the use of literature. Herein, the authaateshat the core function of grounded theory is
aimed at“discovering categories and relationships and pugtithem back in new innovative
ways as opposed to standard wayStrauss and Corbin, 1990: 49). These authorsestighat
“technical literature” is useful in terms of stimtihg theoretical sensitivity to the research
phenomenon as it can provide a source from wheunestigns to direct theoretical sampling of
the concepts and categories of the emergent thearybe drawn (Heath and Cowley, 2004;

Stern, 1994; Strauss and Corbin, 1990).

Strauss and Corbin (1990) stipulate that technitatature may only be used during the
conceptualization phase of the study to stimula®tetical sensitivity and to provide some kind
of loose theoretical or philosophical structurghe study, as the phenomenon being researched
may be steeped in existing theories. Being mindfuthe fine interplay of researcher bias that
may jeopardize the authenticity and credibility tbk research finding, Strauss and Corbin
(1990); Heath and Cowley (2004); and Stern (1964dlition researchers to delay an extensive
literature review until after data collection, aysa$ and emergence of theoretical concepts.
Supporting this Morse and Richards (2002: 169})edtzat the integrity and validity of the study

will be maintained as the researcher will notseeking out what the literature suggests”

22



In this study, the process of utilizing theoretieadd empirical literature, also referred to as
technical literature in grounded theory litereat(®&rauss and Corbin, 1990) was conducted in
two phases. For the purpose of theoretical sengitand to avoid researcher bias, only an
overview of the philosophical and theoretical umd®nings of critical reflection and
communities of practice were briefly reviewed. Thucture of this literature review is,

therefore, presented in two distinct parts; critreflection and communities of practice.

2.2 UNDERSTANDING CRITICAL REFLECTION

There is increasing popularity of the use of rditec and critical reflection in various
professional disciplines, especially in nursingjlagducation and organizational or management
learning (Woerkom, 2010). In the dynamic and pregee context of nursing, reflective practice
is noted as being integral in the development ating, due to the changing profile of health
consumers and more complex disease profiles whighact on the psychosocial domains
(Hannigan, 2001; Williams, 2001; Kinsella, 2000xpE&ined in various texts, reflection is seen
as a tool for learning and is considered essetttiallow for interconnections between what is
observed and past experiences and reconstructiraninge through engaging with a deep
approach to learning fostered through reflectioou@® Cressey and Docherty, 2006; Kinsella,
2000; Boud and Walker, 1998; Boud et al., 1985)sthntroduced in the work of Schon (1983),
reflection is considered integral in the learninggess as it moves learning beyond knowledge

acquisition to a renewed paradigm of ‘learning @getbpment’ (Loughran, 2002).

Despite the popularity of reflective practice andti@al reflection in the discourses of
professional and organizational learning within tHisciplines of nursing, education and

management, to name a few, it is noted in the cogfuhis evidence that the terms ‘reflection’

23



and ‘critical reflection’ have becomes confused &ade been used interchangeably, despite
their different ideologies and theoretical assuomsi (Woerkom, 2010; Burton, 2000; Brooks,
1999; Reynolds, 1998). Reflective practice defibgdschon (1983) as thoughtfully considering
one’s own experiences and building on those expee® by applying knowledge to practice.
Brookfield (2000) argues that critical reflectiunderpinned by emancipatory assumptions of
learning and education and expresses a deeper hhemting way of learning, wherein
assumptions and worldviews are challenged such khatvledge through critical reflective

thinking and practice evokes a paradigm shift.

Critical reflection and reflective practice are enginned by various learning theories, especially
in the field of adult learning. To explore thesetter, the following sections will briefly discuss

the philosophical underpinning and the educatiamieg theories influencing critical reflection.

2.2.1. The philosophical thread of critical refleabn: Critical Social Theory

Critical reflection is underpinned within the platiphy of critical social theory and guided by
the proponents of constructivism (Kinsella, 200éphardo, 2004; Boud et al., 1985). After the
First World War, philosophers from the InstituteSdcial Research, described as the Frankfurt
School in Germany, combined their efforts in depelg a social theory (Boychuk Duchscher,
2000; Romyn, 2000; Holter, 1988). Philosophers sashHorkheimer, Marx and Adorno
attempted to resolve the previous unsuccessfuinatie of combining capitalism and socialism
by creating a new approach to social developmentchwichallenged previous truths and
assumptions of knowledge and power at the time ¢Bok Duchscher, 2000; Romyn, 2000;
Lorenson, 1988; Mezirow, 1981). The purpose ofttie®ry was to present a transformed way

for social development, one that challenged théiticmal assumptions of knowledge, truth and
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power (Boychuk Duchscher, 2000; Hugh, 1989). Sub=seqto this, Habermas (1987; 1978)
further developed the theory and popularized iekglaining how it facilitates in understanding
how individuals develop deep symbolic meaningshgyway they interact with their world and
uncover social disparities that may impede fredasdateraction (Kinsella, 2007; Boychuk
Duchscher, 2000; Brookfield, 1995). In light of Haimas’ contribution, the critical social theory
was regarded as a significant contributor in teahemancipatory thinking and action among

sociological thinkers (Parkin, 1996; Stevens, 1988ifer, 1988).

Critical social theory became popularized in tewhshe contribution it has had in interpreting
social and human behavior. The epistemologicakstaf the theory maintains that knowledge is
socially constructed and is relevant in the livegeziences of individuals (Boychuk Duchscher,
2000; Parkin, 1996; Brookfield, 1995; Campbell a@dnting, 1991). Within the humanistic
paradigm of nursing, critical social theory is wdeh terms of its practical significance and
application to emancipatory attributes (Boychuk Beaher, 2000). For Habermas, emancipatory
practice was understood as being congruent witlonamy and responsibility (Boychuk
Duchscher, 2000; Adler, 1997). Habermas’ work fertexpounds that emancipation and the
behaviour thereof can be achieved through reflactias the individual goes beyond the
structurally frozen norms and ways of thinking tods a liberated way of reconstructing

meaning and self knowledge (Brookfield, 1995; Laamn 1988; Mezirow, 1981).

Based on the philosophical underpinning of criteatial theory, Argyris and Schoén (1974) and
Schon (1987; 1983) enlightened scholars on the wbdkitical reflection, especially in the field
of education. Supporting the significance of catisocial theory to nursing practice and nursing

education, Boud, Keogh and Walker (1985); Argynmsl é&Schén (1974); Boud and Walker
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(2998); and Campbell and Bunting (1991) noted teg¢ctive practice, which is underpinned on
critical social theory, is seen to be emancipaforyprofessional development and thus changes
and reforms society and societal issues and offersw discourse of professional development.
Browne (2000) found that critical social theorynsreasingly being used in nursing inquiry and
offers an avenue for changing normative aspectspifenomenon and thus serves a catalyst for

empowerment and social transformation.

Thus within this philosophical base, critical sdctheory provides a deconstructive and
constructive framework for the practice of criticaflection, as meaning is continuously altered
by the individual. Kincheloe and McLaren, (1994 i)ed in Crowe and O’Malley (2006),
describe the emergence of critical reflection ggacess that involves deliberate dialogue and
discourse. Critical reflection makes use of refleciprocedures such as journals and reflective
discourse sessions, which facilitate deconstructing reconstructing social structures. This
serves as a means of emancipating nursing by tnansfg the current practices into new
behaviour, practices and beliefs. Similarly, Ho&n€ockburn-Wootten, Motion et al., (2005)
favour the application of critical social theoryiafacilitates the existing conditions with therai

of transforming knowledge and social contexts tgiothe use of reaction and action. Moreover,
Calhoun (1995) asserts that critical social enagesaindividuals to critically reflect on their
experiences in a social context as a means of laugel generation. Benner (1985) also
encapsulated the significance of critical sociaotty and the emancipatory proponents of the
theory to nursing practice by suggesting that tbhoweflective practice the relationship of

nursing theory and practice is made more meaningful
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2.2.2. The theoretical ties of John Dewey and Dorth5chon

Most literature on the discourses of reflection @nitical reflection refer to Donald Schoén as

being the key author for developing and populagzime use of reflective practice, especially in
the context of professional practice learning (l¢ifes 2007; Freshwater, 2004; Teekman, 2000).
There is also recognition, however, of the contidouof John Dewey (1933; 1916) in terms of

reflective practice. Various authors have recoghizehn Dewey’s contribution of experiential

learning in nursing education and the great simid® between Dewey and Schon’s

interpretations of reflective practice (Erlandsomd aBeach, 2008; Kinsella, 2007). Donald

Schoén, who completed his doctoral dissertationa@mDewey’s Logic Theory, acknowledged

that are great parallels between his work on reflecpractice and Dewey’s assumptions on
experiential learning in education (Kinsella, 200Xgcording to Dewey (1933), cited in Boud,

Keogh and Walker (1985: 4)while we cannot learn or be taught to think, we hiave to think

well, especially to acquire the habit of reflect”.

Using Dewey’s theory of inquiry as a framework, &tttheorized that reflective practice in
education was a mechanism for the process of legiini organizations which ultimately led to
the development of critical and self reflectinggiiees. As explained by Schon (1991), reflective
practice allows an individual to link the proce$stonking and seeking information to build a
repertoire or collection of ideas, resources arattme examples that can be used for further
action. Dewey’s theory of inquiry is also alignedreflective practice, wherein the structured
reflective action of “reflection on action”, whicéntails deliberately looking back on one’s
experience, allows the individual practitioner tonstruct meaningful knowledge for future

action (Schon, 1991; Boud et al., 1985).
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Kinsella (2007) describes that like Dewey, Schoespnts a view that challenges the traditional
worldview that knowledge is generated from outsilde individual, arguing that knowledge
generation and the individual are intertwined. Mmer, Kinsella (2009; 2007); and Erlandson
and Beach (2008) liken the work of Schon to Dewgystating that as Dewey transformed
education in terms of experiences of the learndrthe educator, Schon draws attention to the
experiential world of the practitioner in light céflective practice and knowledge development.
Another similarity of Schon’s work to Dewey’s is melation to experience and education, as
both highlight that the individual is in a transaotl relationship with their situation and can
resolve problems by first returning to the expeceerof the practitioner (Timmins, 2008;

Erlandson and Beach, 2008).

While Schon’s work on reflective thinking was irdgluced by the earlier work of Dewey and
Kolb’s (1984a) experiential learning, he did notlyofocus on the process of learning, but
extended his theory to incorporate the outcomeheflearning process (Teekman, 2000). In
Schon’s seminal works, namelhne Reflective Practitiong1983) andEducating the Reflective
Practitioner (1987), he challenges the previously held assumptalledtechnical rationality.
This assumption states that professionals, whonataral problem solvers rely on technical
means to solve their problems, should rather apipdpry or scientific evidence to address
challenging problems (Kinsella, 2009; Kinsella, 2D0Schon’s idea of reflective practice
transforms the idea of technical rationality by gemting a new way of viewing professional
knowledge as developed from the perspective of phactitioner, and reflected in the
practitioner’s actions (Schoén, 1987). Reflectivéenking requires a continual evaluation of
beliefs and assumptions about truths of the indiai@ reality (Schon, 1983). Knowledge in the

context of reflective practice was described as emtities, namely technical rationality and
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professional artistry. Technical rationality refesghe knowledge that is gained through research
or empirical evidence, while professional artistefers to intuitive knowledge or “knowing”.
Schoén’s notion of knowledge in terms of professiotd@velopment was that the connection
between theory and practice (technical rationaltgs not enough and did not answer the
demands of practice (Erlandson and Beach, 2008 further noted that both sources of
knowledge (i.e. technical rationality and professio artistry) are essential in becoming a
reflective practitioner (Boud and Walker, 1998; Haet al., 1985; Schon, 1983). The concern of
practice problems is not to be studied, but ratherproblematic situations which are embedded
in uncertainty (Boud et al., 1985). It is from thiwpoint that Schon developed his work on
reflective practice, and coined two concepts whefplained reflective practice, namely
“reflection in action”; which refers to the refleat thinking while an individual is in action, and
“reflection on action” which refers to reflectiohat occurs after the experience (Boud and

Walker, 1998; Schon, 1983).

Against this background, Schon’s work offers anrapph of practice through the formulation
and analysis of a distinct structure of reflectinraction (Rolfe, Freshwater and Jasper, 2001).
Schon (1983) stressed that individuals or profesds need to continuously change and
transform in conjunction with the changes that ém@ironment presents. Thus, the learning
system (which may be defined as the environmenwimch the individual operates and
functions) ought to be dynamic and capable of fangng. Schon believd that every individual
has ways of knowing that offers them a way for ¢gjeaand learning (Kinsella, 2007; Boud et al.,
1985). Schon (1983) further explains the reflecpvactice asa process that involves looking

at ones experiences, feelings and embedded theandsusing all of this to build new
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understandings to inform ones actions in the situmathey may find themselves”{&chon,

1983: 152).

2.2.3. David Kolb’s Experiential Learning Theory ard its influence on reflective practice
Kolb’s experiential learning theory (1984a) prowsda theoretical underpinning for critical
reflections, since, as explained by Boud, Walket Eeogh (1985), reflective practice is hinged
on looking back on experience and using it meanihgto construct new learning. Therefore
the experiential learning theory of Kolb plays amportant role in the learning process of
reflective practice (Kinsella, 2009; Budgen and Gatim 2008). According to Claxton (1988)
and Claxton, Atikinson, Osborn et al., (1996), ttiisory is influenced by the earlier work of
Rogers (1980), who stated that learning is a compteltifaceted process that involves the
engagement of the whole person. This means thatder for deep learning to be achieved, the
domains of behaviour, cognition and emotion mussiggported in the learning style. Emerging
from Roger’s proposition, Kolb’s experiential learg theory (1984a) added a concrete way of
understanding how our previous experiences carsée to direct future behaviour. As noted by
Hayrup (2004), discovering the relevance of expees is necessary and plays an important role

in the learning process.

Kolb’s work in developing the process of experiahtearning stems from the work of Dewey
(1933; 1916), Lewin’s (1951) social change modééctiin Cummings and Worley (2005)

emphasize the central role that experiences héeitearning process. Kolb’s continuous model,
which reflects learning as a process, is noted&dng contrary to other cognitive or rationalistic
learning theories which assumes that learning is@uisition and recall of abstract symbols

(Tate and Sills, 2004). The four constructs or stepthe process of learning as noted by Kolb

30



include; an exposure to a concrete experiencesatefe observations; processing of information
through abstraction and conceptualization andlylastitiating active experimentation (Kolb,
1984a). Due to the process being cyclical, Kollbigory purports that there is no starting or

ending point in the experiential learning process.

Aligned to critical reflective practice, Kolb’s tbey places value on the learners experiences,
thus supporting Dewey (1933; 1916) and Schon’s 3198cognition of the experience based
nature of reflective practice and the cognitive,oue and behavioral aspects of the learning
process embedded in reflective practice. Furtheemdéne two cardinal tenants of critical
reflective practice which are looking “back on poris experiences” and “learning” such that
previous mistakes and assumptions are revisiteccangruent with Kolb’s theory (Kinsella,

2007; Rolfe et al., 2001; Michelson, 1996).

2.2.4. Defining reflective practice, critical refletion and their application

Against this background, White, Fook and Garde@606) posit three paradigms of reflective
practice, those being reflectian action and on action reflection as asocial processand
reflection asdialogue.In view of the varied paradigms and world viewsi@arning reflection,
one can understand the confusion attributed taxgryo define the concepts of reflection and
critical reflection, as each paradigm is influentsdits own theoretical underpinning (Kinsella,
2007; Freshwater and Avis, 2004; Williams, 2001pwéver, in the corpus of literature
regarding the definitions of reflection, it is ndtthat reflection can be defined by the cognitive,

emotional, social, cultural or political underlyitmnes of the theoretical stance (Fejes, 2008).

Dewey (1933: 8) defined reflection athé active, persistent and careful consideratiorany

belief or form of knowledge in the light of groundsich supports it and further conclusions can
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be made from it".According to Fook et al., (2006) this definitiomsha greater cognitive
meaning than the definition of Boud, Keogh and Walks (1985: 19), which has been
influenced by the emotional, cognitive and sociadlerpinnings of the paradigm and states that
reflection or reflective practice is @éneric term for those intellectual and affectiwtiaties in
which individuals engage to explore their experas@n order to lead to new understandings

and appreciation”.

Taking reflective practice to a deeper level, thscaurses in the literature define critical
reflection as a critical examination of practiceotigh a process of self reflection on prior
learning to determine whether what has been learnelevant and justified under current
contexts or circumstances (Teekman, 2000; Kim, 1998zirow, 1981). Brookfield (1995)
argues that reflection is critical because of tb#owing two characteristics; (i) it has or
facilitates the ability of uncovering dynamics avger relationships; and (ii) it critically engages
and questions social and cultural practices thagages with the phenomenon of interest..
Kinsella (2007); and Newman (1999), are more exphtating that critical reflection involves a
process which links the affective, cognitive andpemence of reflection in examining
assumptions of an individual’'s behavior, worldview previous experiences. According to
Kadlec (2006) and Rushmer, Kelly and Leigh (20@4itical reflection makes use of reflective
thinking and skills to scrutinize and develop pssienal practice by assessing assumptions and
beliefs on a practice or phenomenon. It is furti@ed that critical reflective practice offers the
learner or user a challenging paradigm whereinlé¢hening process is focused on a specific
experience or event from which both inductive aaduttive learning processes can occur as the
learner’'s awareness of self in relation to the eepee or event is changed (Atkins, 1993).

Discussed by Boud, Keogh and Walker (1985), cllitieflective learning practice occurs within
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a framework wherein the learner is fostered infeeeBve process involving various levels and

stages.

2.2.5. Contribution of critical reflective practice to nursing

Kim (1999); and Taylor and White (2000) explain rin@are varying types of reflection and
varying processes of reflection. In terms of thiéedent types of reflection, Taylor and White
(2000) and Williams (2001) state there is contgmgcess, and premise reflectio@ontent
reflection, as the name suggests, only explorecdhéent of a problem, examining the “what”
aspect of the problem. Williams (2001) explaing ttantent reflection only allows the learner to
describe the problem, such as comparing two praesdar pieces of equipment to note the
difference between the twd’rocessreflection, however, allows the learner to engagtn
problem solving skills to engage with strategied aognitive processes to find a solution to the
problem. Premisereflection is aligned to critical assumptionsdas also known asritical
reflection as it evokes individual’'s cognitive judgment ottake things at face value, but to
guestion the meanings behind something and toctefle the whole problem. According to
Williams (2001), each of these types of refleci®meaningful and aligned to different meaning

schemas for the learner.

Exploring the use of critical reflection in nursipgactice, Murphy and Timmins (2009) noted
that it encourages individuals to critically retlen their experiences within a social context with
the aim of knowledge acquisition. Supporting thairl that critical reflection has a meaningful
place in nursing practice, Johns (2002) states tihatuse of critical reflection determines
whether a person repeats the same experienceros lEgam the experience in such a way that

cognitively and affectively causes change. Murphg &immins (2009) support this stating that
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reflection and transformational learning is fastdrmaing a common discourse among practicing
nurses and educators as the benefits towards #igyga their practice is evidenced through the

use of reflective techniques.

In an exploration of reflection in professionalre@ag, Boud, Keogh and Walker (1985) noted
that meaningful learning and a specific mode olingoccurs within the context of reflective
practice. Teekman (2000: 415) noted that reflediimeking was especially present ‘@nanifest
during periods of uncertainty and perplexityContributing to the usefulness of critical
reflection, Kim (1999) found that knowledge yieldgulough critical reflection is often tailored
to the specific situations and that the knowledgmegated through the process of critical
reflection in action was found to be the most beredfin her sample of nurses that were studied,

since it was contextually appropriate and was nmegui for their practice.

Williams (2001) maintained that facilitating crigic reflective practice is the cornerstone of
constructing meaning and addressing the practaraileg gap of nursing practice. This is further
discussed by Kinsella (2009), who refers to thestayt theme (level of competence that is
achieved in professional practice through the dseitical reflection), which is central to Schén
(1983) and Dewey’'s (1933) description of criticaflective practice. Aligning the changing
nature of nursing with the artistry facet of thefpssion, they explain that the handiwork of
caring needs to be sharpened continuously to altovwexcellence and improved practice and

quality of care (Kinsella, 2009; Kim, 1999; Bouddawalker, 1998).

As it has been shown that the use of critical otifle practice enhances nursing care, it follows
that it would be useful to explore this practiceomg nurse practitioners who are currently

having to deal with the complexities of HIV/Aidsiédpmic and are struggling to cope with the
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rapid changes in care and treatment strategies.i$supported by Johns (2002) who states that
nurses should engage in reflective practice doiva for continual learning, which is necessary

to remain current and relevant to meet the healtb demands of society.

2.3 UNDERSTANDING COMMUNITIES OF PRACTICE

The concept of communities of practice (CoP) hasegh popularity in the fields of
organizational learning and education (Engestro69Q12 Boud, 1999). Originated by social
anthropologists Jean Lave and Etienne Wenger, dheept of CoP was based on the authors
attempt to explore learning in light of groups gfpeentices and to distinguish the core
mechanics of apprenticeship, since both of themtlfigt there was looseness in how the term
apprentice was being used, especially in the diseipof organizational learning (Lave and
Wenger, 1991b). In their first work entitl&ituated learning:legitimate peripheral participati
Lave and Wenger (1991b) report on their study @t fgroups of apprentices which was
comprised of butchers, non-drinking alcoholics, alayuartermasters, tailors and midwives. By
exploring the process of learning among these groupve and Wenger (1991b) noted that
individuals or apprentices constructed knowledgesbgially engaging in likeminded groups.
Noting that learning is a social process and isegoidned by constructivism, these authors

formulated their theory of situated learning.

Although the work of Lave and Wenger demonstratedwa understanding of the social learning
process, it did not engage with aspects of powerg dynamics and varied identities in the
group and how these factors impact on the socahieg process (Cox, 2005). Further critiques
by Brown and Duguid (1991) suggested that theilegie process of social learning in a group

as presented by Lave andWenger's Legitimate Peaaptearticipation (LPP) theory, which
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posits that newcomers to the group start at thelpery and migrate to the core in terms of
support from the expert core group, did not addissges of how the complete network of

apprentices dealt with new knowledge and learnmingght of their LPP theory.

2.3.1. CoPs and situated learning as knowledge

Lave and Wenger (1991b) created a unique way oénstahding learning that occurred as a
social process among their sampled apprenticesbigpg. Their learning theory describes how
an individual begins learning by first being acegpas degitimatemember in a group, that is
devoted to a particular skill, occupation or dificg, and engages atperipherylevel with the
group activities, and througbarticipation begins to move from the periphery towards the core
of the group as skills become more increased aathiley is at a expert level within the
discipline (Lave and Wenger, 1991b). The assumgptioh CoPs and the situated nature of
learning is that learning is socially and locallgnstructed and places the individuals at the
centre of the learning process (Cox, 2005; Went@98). This assumption arose from Lave and
Wenger’s (1991b) work of the apprenticeship concégification which led to an understanding
of a social learning theory through situated leagniThe authors concluded from this work that
situated learning focuses on comprehensive knowledgstruction through engaging with the
whole person as opposed knowledge acquisition dmlye and Wenger purport that knowledge
generation is an activity in and with the world aassumes that that the agent, activity and the
world mutually constitute each other. They furthete that learning and social engagement are
intricately intertwined and evolve cyclically aspapntices (or professionals) keep moving from

a space of being competent to novice in variougsaoé their discipline.
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Drawing from this seminal work, Wenger (1998); aBdown and Duguid (1991) further
explored situated learning in the context of orgational learning environments. Wenger (1998:
139) defines CoPs dgroups of people who are informally bound togethg shared expertise
and passion for a joint enterprise’According to Wenger (1998); and Duiguid and Brown
(1991), CoPs are everywhere by virtue of the faat individuals work and function with others
in some kind of pursuit (be it professional, peedpteisure, active or passive engagement), and

that the interaction and exchange between indivgdodngs about learning.

Wenger et al (2002) explain that CoPs are formedpégple who engage in a process of
collective learning and are groups of people wharesta common interest, set or problems or a
passion of a topic in an area of expertise. Funtéiected in the literature, it is observed thn t
members of a CoP share a common concern or passisomething that they do and, through
their regular interaction, learn how to do it beti@s they come together to think about these
common issues and explore ideas on how to actem.tfihey generate new knowledge through
reflection within their informal structure to dewgl social knowledge around their common
phenomenon of interest and, it is through this ingulialogue and coming together, that social

change and learning takes place (Cox, 2005; Wed§88; Brown and Duguid, 1991).

2.3.2 Social Learning Theory and CoPs.

Drawing from the assumptions of CoPs and situagaching, it is evident that CoPs stems from
theories that are based on the idea of learnin@ a®cial process and thus have a solid
underpinning on social learning theories, spedifictéo that of Bandura of the late 1970’'s

(Engestrom, 2001; Boud, 1999). In social learningoty, it is premised that people learn by
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observing others and such observations include hmgdie behaviours, attitudes and emotional

reactions of others in a given context (Bandur&,7}9

Premised on the cognitive orientation of Piage6@)%and the behaviorist orientation of Watson

and Pavlov, Bandura’s (1977) social learning thedews learning as a process and an outcome,
noting that through observation and modeling, whihhe process of learning, a change in

behaviour is observed. He adds, furthermore, thairder to make the statement that learning
has taken place, an individual's experience ne¢oldx® used in the process of learning (Heeter,
2005). Thus, conditioning of behaviour, which oscas a result of modeling, is the outcome of
the individual drawing from both experience and thserved behaviour, attitudes or emotional

reactions of others (Bandura, 1977). Bandura befiethat most human behaviour is learned

through modeling and that ideas of new behavioreS@med and performed at a later occasion
through information learnt from observations (Mamn, 2004; Bandura, 1977). Bandura’s work,

which integrated the behaviourist and cognitivauagstions of learning, constructed learning as

reciprocal and continuous interaction between bel@al, cognitive and environmental

influences (Merriam, 2004).

Salj6 (1979), cited in Ramsdeen, (1992), perceleaming as a social construct to make sense
of the world, which involves blending new insiglg&ined from observation, cognitive processes
and behaviourial change. Supporting this, Bandwtasthat learning is about interpreting and
understanding reality in different ways and invalveomprehending new experiences by
reinterpreting knowledge (Merriam, 2004; Bandur@77). Bandura (1977) explained that
attention, retention, reproduction and motivaticare necessary conditions for effective

modeling. With regard tattention Bandura notes that various environmental and itogn
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factors affects the amount of attention paid amd tharacteristics such as arousal to the learning
event, sensory capacities and past reinforcements gimilar learning experience affects the
attention. In terms afetention,Bandura speaks of symbolic images, motor or syraliehearsal

as characteristics which influence the individudéarning. He describegproductionas the
physical capabilities of reproducing the observetdviour and, lastly, explains thabtivation

is the reasons why certain observed behavioursnatatated, and these include reinforcing a

successful practice or learning to rectify a prasierror (Bandura, 1977).

Similar to the social learning theory of Bandur®4Z), Lave and Wenger (1991b; Lave and
Wenger, 1991a) have developed the situated learainiggitimate peripheral participation,

which argues that learning is deeply interconneutithl being with others and mutually defining

in terms of meaning, practice, community and idgn#ccording to these authors, learning can
be central or peripheral, but always remains ags®avithin which new members of a group
learn through observation from others. The situaiattire of legitimate peripheral participation
reiterates that learning is a social, rather thpeyehological, process (Brown and Duguid, 1991,

1991b).

2.3.3 CoPs and group knowledge creation in nursing

Nurses are currently challenged with a changingrenment of clinical practice as a result of
clinical workloads and changes in treatment ané paficies. Seaton and Sobeck (2007) stated
that changes and disparities in the health carlegsmn mean that innovative measures need to
be fostered to enhance sustained workplace learfiihgse authors maintained that a CoP
among nurses is especially useful in promoting wiage learning, stating that it not only allows

individuals to function effectively in their roleyithout having to have had training on that
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component (fosters experience learning), but asditates newcomers facing similar clinical or
work challenges in the organisation to participatehe community. Wenger (1998) supports
this, suggesting that members of a CoP developngning “story”, in which the community is
always developing and evolving as the members havaterest in the shared practice of others,
thus continuing after their specific need or prables resolved. Scott (2008) and Ousey and
Gallagher (2007) believe that those who functionthe context of improved health care
outcomes must focus on enhancing group workingtioglships to succeed in information
sharing and knowledge creation. This is supporie8dhlager and Fusco (2003), who argue that
increased learning which takes place in CoPs isseful framework which supports new
knowledge construction and the transfer of goodtare. In relation to adult education, Odara-
Hoppers (2002) suggests that CoPs and the siti@mt®dof learning do not focus on the transfer
of knowledge, but rather on fostering a relatiopsbetween knowledge and the knowing
process. This is supported by Lave and Wenger @9925), who stated thakriowledge is not

a factual commodity but rather takes on the charaot a process of knowing”

Various researchers have conducted studies on @dRs context of nursing, especially among
student nurses with the aim of improving the loagding problem of the theory practice gap
(Watson, Marshall and Sexton, 2006; Lamb, 2003;e@®mod, 2000). Findings showed that
CoPs were successful in integrating student nurdegheir roles as clinicians, as they offered a
supported mechanism to build the capacity of thalesit nurse in applying knowledge to

practice (Levett-Jones and Lathlean, 2008; Watsah,&2006; Kupferman, 2005).

Implementing CoPs in the context of health carpeeislly among already practicing nurses, is a

fairly new concept, only referenced in the 2000¢eirms of empirical evidence (Chandler and
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Fry, 2009; Parboosingh, 2002). Findings of a restuidy that was conducted in Scotland among
practicing gerontology nurses showed that by estaibly a CoP consisting of practicing nurses
in gerontology in collaboration with the universigcademics, it was possible to achieve
scholarship and bridge the gap of evidence andipeaamong the nurses, thus proving that the
CoP framework is a useful point of learning amongses (Tolson, Schofield, Booth et al.,

2006). Booth, Tolson and Hotchiss (2007) are of dpaion that the learning framework of

CoPs provides a new method of knowledge generatmong vocation professions such as
nursing, wherein the social nature of learning lsanntegrated into the practice and professional

duties of nursing.

2.4 CONCLUSION

This chapter provided a philosophical and theoaétperspective of the key concepts in this
study, being critical reflection and communitiespoéctice. The integrated learning theories of
Dewey and Kolb were discussed in respect of Schitvesry of reflective practice. Brookfield's
assertions of reflection and critical reflectionrev@lso discussed. This chapter also contained a
brief presentation of the use of critical refleation the context of nursing. In terms of
communities of practice (CoPs), the theoretical empohning of situated learning and its
influence from social learning theories, especidiigt of Bandura was noted. The progression of
the concept of CoP in terms of it transcendingtiengite peripheral participation was also noted

and its use in the context of nursing was presented
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 INTRODUCTION

Yin (1994) proposed thatEvery type of empirical research has an implicitndt explicit
research design Many authors such as Denzin and Lincoln (20@igswell (2003), Crabtree
and Miller (1999) and Crotty (1998) have added nmmario Yin's statement through their
advances of social research inquiry. Yin's statdam@ympels one to recognize that every
research problem or phenomenon under study hdatadepproach of inquiry and, as such, it is

imperative to make this approach explicit.

Defined by Babbie and Mouton (2001), research daesgy concerned with the methods,
techniques and procedures that are used in theggad implementing the research design or
the research plan, as well as the underlying assongpof the research inquiry. This chapter
provides an outline and justification or rationaddating to those three core areas, with the
intention of making the selected mode of reseancfuiry explicit and justifying its use within
the context of this study. The three core areasgarded by Creswell’'s (2007) principles of
designing and implementing a research study arlddaci) the knowledge claims which guided
the researcher in conceptualizing the researchgmhenon and locating the study within the
theoretical paradigm; ii) strategies of the inquingt informed the research procedures; and iii)

the methods of data collection and analysis whiehevused.
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3.2 QUALITATIVE RESEARCH PARADIGM

The philosophical and theoretical perspectivesdeithte around paradigms in research inquiry,
especially within qualitative approach is vast. iighted in Denzin and Lincoln’s (1994) on the
five moments of research, the authors highlight thast of the philosophical and theoretical
debate extended from the “traditional period” odaarch. The semantic difference around the
correct terminology for the theoretical or philobamal concept “paradigm” can account for
some of this debate. Supported by Pessut and Joh2888), this debate on the semantic
difference of the concept paradigm has also aceoums a barrier in the correct use and
positioning of one’s knowledge claim and theordtigaderpinning in research. First introduced
by Kuhn in 1970 in his work entitledhe Structure of Scientific Revolutione defines a
paradigm as the underlying assumptions and intellectual streetupon which research and
development in a field of inquiry(Kuhn, 1970; cited in Crotty, 1998). This conceypas
introduced to show the process of how scientifiowdedge is acquired and the process of how
new knowledge, especially generated theories, ceplalder knowledge (Kuhn, 1970; cited in
Crotty, 1998). Moreover McNamara (1979) found th&thn’s presentation of research
paradigms offers two main assumptions or qualthes researchers should be mindful of. These
include firstly, that a paradigm is a theory thatilitates researchers with a means of explaining
and understanding the natural world, and indicateaccepted way of procedures and methods
to explain and understand the phenomenon in theralatvorld. Secondly, that a researcher,
exploring a phenomenon within the context of aipaldr paradigm, is engaged in work that is
already established within an established the@letiontext, thus allowing the researcher to add

to that body of work.
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Guba and Lincoln (1994) further explains that sadagm is a set of beliefs that guide the formal
process of inquiry within qualitative research. Timde of paradigms aims to answer three
fundamental constructs in guiding the researchge®cwhich include: the ontology of the study,
which explores the nature of reality; the epistesgg| which unpacks the relationship between
the knower and what is to be known (i.e. the redearand the phenomenon); and it explores the
methodology which focuses the techniques and proesdthat guide the researcher in
discovering and finding out more about the despkrenomenon (Crotty, 1998). Noted by Guba
and Lincoln (1994) assert that questions, or frgnaimesearch within its paradigm, are essential
as a first point of research inquiry since it grdsirihe research within its mode or methods of

investigation.

Within the discourse of research and social sciengeiry, the functions or aims of a research
paradigm are: (i) to define and present a mentaldwiew of how the world and constructs

within social interaction works, it offers a way ahderstanding how knowledge is created
(Creswell, 2003; Crotty, 1998; Patton, 1990); (ii)allows the researcher to understand the
dynamics of values (i.e. axiology) the researched the participants bring into the research
inquiry process and how this relates to a creatednmmg or understanding of the research
phenomenon (Lincoln and Guba, 2000); and (iii) gaypas allow the researcher to identify the

related methods of inquiry and ways of reporting thsearch findings, aligned to the paradigms
assumptions (i.e. the methodology and the rhetdrpresenting research findings) (Lincoln and
Guba, 2000). Establishing the qualitative paradmgnphilosophical assumption of a research
study is an important step towards achieving cosgey between the interrelationships between
the ontological, epistemological and methodologiaapects that the research inquiry will

pursue.

44



3.2.1 Establishing the Philosophical Assumption/Padigm of the Study

Philosophical assumptions, also referred to as dmgres (Lincoln and Guba, 2000) or
epistemologies or ontologies (Crotty, 1998), relatadentifying and labeling the assumption
that the researcher brings into the research ipquiocess. Creswell (2003) and Guba and
Lincoln (1994) explain that emanating from intetpjyiem are four main philosophical
assumptions, namely; post-positivism, critical tiypconstructivism and pragmatism. Guided by
the knowledge claims of the four philosophical asgtions, a constructivist philosophical

assumption orparadigm was employed as a foundafibow meaning was created in this study.

3.2.2 Rationale for the use of Constructivism

Referred to ascreated realities” Guba and Lincoln (1994) explain that every indiatl is
influenced by conditions such as history, cultwahtext and values which, in turn, shape and
influence the individual’'s view of the world. Consttivism is a research paradigm that denies
the existence of an objective reality, assertirgg tiealities are social constructions of the mind
(Denzin and Lincoln, 1994; Guba and Lincoln, 198®)e premise of constructivism, or social
constructivism as it is sometimes referred tohet multiple realities of the phenomenon exist.
As the name suggests, constructivism assumes #wating is not discovered, but is constructed
(Crotty, 1998). This paradigm also assumes thavithgials seek understanding of the world in
which they live (Crotty, 1998). Moreover, the asgdiion is to make sense of people’s multiple
realities through sustained and complex socialrécteon (Appleton and King, 2002; Crotty,
1998; Lincoln, 1995; Guba and Lincoln, 1994). Then avithin research inquiry is to make
complex meaning of the participants’ viewpoints axgeriences, which are negotiated socially
and formed through interactions with others, thheslabel of ‘social’ constructivism (Creswell,

2002). It is, therefore, within this premise thae taim of social constructivist research is to
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explore the ‘processes’ of interaction among irdlnals. Thus, the paradigmatic assumptions of

constructivism were explored in relation to thisdst in the following manner:

Ontologically Constructivism is underpinned by relativism, whimcknowledges that there are
multiple realities, which are socially and expetiaity based. Relativists claim that concepts
such as rationality, truth and reality must be usg®d ‘as relative to a specific conceptual
scheme, theoretical framework, paradigm, form f&f, Isociety, or culture, meaning that there is
a plurality of such conceptual schemg<€rotty, 1998). In other words, the world consisfs
multiple individual realities influenced by contexid that the nature of reality is underpinned
within the local context of language, symbol andture. The aim of inquiry is, therefore, to
understand and reconstruct the meanings of thecipartts’ experiences while being mindful of

the local context of those experiences (Crotty 81 92uba and Lincoln, 1994).

In the context of this study, the researcher assuim the nature of establishing CoPs among
HIV/Aids nurse practitioners would have multiplealites. These realities can be unique in
terms of the participants’ experiences in termthefsetting of being in an urban or rural setting
with unique experiences shaping the reality froroheane. Furthermore the realities of each
participant will be unique in terms of the expederof engaging in a CoP and in terms of the

cognitive learning of critical reflection.

Epistemologically Constructivism is premised on the subjectivisi &ansactional relationship

between the researcher and the participant, amdtaigbat in the process of research inquiry and
construction of meaning to the researched phenomethere is an interactive process, thus

meaning is co-created (Creswell, 2002; Crotty, 1¥&ba and Lincoln, 1994).
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It is noted within the discussion of epistemologyd aonstructivism that researchers, in their
“humanness”, are part of the research endeavdrr#tan objective observers, and their values
must be acknowledged by themselves and by theilersaas an inevitable part of the outcome
(King and Appleton, 1997). In the context of thtady, the researcher acknowledges that the
interactive relationship between the researcherpanticipants in terms of the establishment of
the CoPs and the process of capacity developmaearitical reflective practice among the HIV
nurse practitioners will assist in the constructedaning that will be created regarding this

phenomenon.

Methodologically: Grounded theory methodology, which is premised @&n Symbolic

Interactionsim theoretical perspective, will be démypd within this study. Crotty (1998)
suggests that in establishing the philosophicaluragsions, specifically the methodology
assumption, researchers should be mindful of teer#tical perspective underpinning the chosen
philosophical assumption. Common theoretical petspes housed within interpretivism,
include Symbolic Interactionism-Grounded Theory, rideneutics-Phenomenology, Critical

Inquiry and Feminism, to name a few (Creswell, 20Ddtty, 1998).

Wilson (1995) explains that the nature of quaMatiesearch is to capture the essence of human
lives, meaning to capture what other people’s laesabout without inferring any preconceived
categories into which the information will fit int&xplaining further Wilson (1995) mentions
anthropologists such as Margaret Mead, Robert HiNdead and Herbert Blumer described the
social nature of qualitative research within seié&eaants of social philosophy. One of these
tenants is called Symbolic Interactionism and paesi a perspective on society and people.

According to Wilson (1995), Symbolic Interactionismphasizes the need to conduct research
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in natural settings, focusing primarily on the wpgople define their reality and construct
meaning and actions thereof over time. The autindhér explains that there are three premises

underpinning the symbolic-interactionist philosopthese include:

1. Human beings act towards things on the premisé@fmeaning these things have for
them.
2. The meaning of things in life is developed from ifiieractions a person has with others.

3. People handle and modify meaning through an inegik@ process.

Relating these theoretical underpinning of Symbolideractionism (SI) to the study
phenomenon, the researcher’s philosophical assangptf the phenomenon were aligned to Sl

in the following manner:

1. Learning is emically and etically constructeld: keeping with Mead’s interpretation of
SI, the researcher believed that the process ohifep and engaging with critical
reflection will have different meanings for eackearch participant.

2. Learning is a social processthe researcher acknowledges that learning is satial
nature, that the togetherness of like-minded peopiaing together will foster learning
and a construction of meaning to the shared expezie

3. Dynamic nature of meaning constructiofhe researcher acknowledges that the process
of emergent CoP will be dynamic and evolve in retato the participants’ experiences
within the CoP and the meaning they attach at wgrpioints in terms of engagement and

skill development in critical reflective practice.
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3.3 QUALITATIVE RESEARCH INQUIRY

Explained by Denzin and Lincoln (1994), the wordhlgative implies an emphasis on process
and meanings that are not rigorously examined asonmed and these authors stress the socially
constructed nature of reality and the intimatetieteship between the researcher and what is to
be studied that underpin this nature of researghiimg. Qualitative research offers a source of
well-grounded, rich descriptions and explanatiohprocesses in identifiable local contexts and
is based on a process of formal inquiry which islgd through a basic belief system (Miles and
Huberman, 1994; Guba, 1990). Qualitative resedroles to understand and explore the natural
world of human group life and uses methods andstemlunderstand and yield a complex and
diversified explanation (Wilson, 1995). The premigegualitative research is that the nature of
knowledge is relative and is an epistemic undeipmmof how this knowledge is discovered,
which is through the creation of an interactiormi®sn the researcher and the phenomenon that
is being researched (Bailey, 1997). Expounded bwzideand Lincoln (1994), qualitative
research emphasizes the processes and meaninghehamenon as it occurs and manifests in

its natural setting.

The discipline of social science, within which tieimanistic philosophy of nursing is
encompassed, is consistent with the qualitativeareh inquiry, as it seeks to explore and
understand human behaviour in the natural conta#tirwwhich the phenomenon occurs.
Qualitative methods enable the researcher to gdammation about participant perspectives in a
natural setting (Hatch, 2002), and allow for a cterpunderstanding of the meaning of a
phenomenon as the participants themselves haveienped it (Merriam, 1998). This emic, or

insider’s perspective, is the result of the pgocits’ construction of reality (Merriam, 1998).
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Qualitative research allows nurse researchers foex the issues and questions of social
practices and processes thereby gaining deepghtnsio conditions that may facilitate change
in terms of health interventions for improved cé®éarks and Trinidad, 2007). Summarizing the
fundamental and common reasons why qualitativearekeinquiry is used, Botma, Greeff,
Mulaudzi and Wright (2010) write that this methoilquiry is often used when: (i) little is
known about a topic or phenomenon, (ii) the contexhin which the research is poorly
understood; (iii) the boundaries of the phenomesr@nnot well defined; (iv) the phenomenon is
not quantifiable; (v) the nature of the researcbbfm is not clear; and (vi) the researcher

intended to reinvestigate a research phenomenon.

Little is known about the development of criticaflective practice within the supported
structure of a CoP among South African nurse gractrs who have to deal with the challenges
associated with HIV/Aids. Thus, in light of Botm&reeff, Mulaudzi and Wright's (2010)
reasons for using a qualitative mode of inquirygah be seen that this study’s premise fits in
with points 1-3 of their conditions. Moreover, Rijo€999) stated that qualitative research is
designed to explore and describe a phenomenonmstef asking “what is happening here?”
and further commented that qualitative researcim@e concerned with the process of a
phenomenon and how it occurs. Thus, in light of 8tudy’'s aim, which is to explore the process
of establishing a CoP of critically reflective HNurse practitioners, it further fits with the aim

of qualitative research.

3.4 THE GROUNDED THEORY DESIGN

A research design is defined & strategic framework for action that serves as adge

between research questions and the execution ofemgmtation of the research(Terre
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Blanche, Durrheim and Painter (2006: 34); and ipdmtive in providing the mechanism or
means for which the research aim can be achievees\i@ll, 2002). Guided by Morse and
Field’s (1995) explanation of choosing a researekigh that is aligned to the core research
guestion underlying the research study, a groutiteaty qualitative design was chosen as being
the most appropriate for this study inquiry. Acéogdto Morse and Field (1995), research
guestions, wherein the unit of analysis is a precetere the phenomenon is related to
experiences that occur over time or changes that Beages or phases; is best studied with a
grounded theory. Moreover the authors, togetheh wther authors in the field of qualitative
research (Creswell, 2007; Morse and Field, 1998auSs and Corbin, 1990) state that this
design (grounded theory) is most aptly suited &mearch studies where the inquirer seeks to
gain a general explanation of a process, actianteraction among a number of participants on

a social phenomenon of interest.

Grounded theory is often described as revolutionaryerms of qualitative approaches in
research due to its aspect of constant comparitdata collection and data analysis hinged on
theoretical sampling (Walker and Myrick, 2006; Mc@aand Clarke, 2003a). Rooted in the
discipline of sociology and within the philosophfysymbolic interactionism, the methodological
split between the co-originators, Glaser and St{d9§7), regarding the design, has attributed
the frequent discourse the design has receivediatitgtive literature (Babchuk, 1997; Stern,
1994). The intention of grounded theory is to gatetheoretical constructs which explain the
social interactions of a given phenomenon and dgvel theory that emerges from the data
which encompasses the core category and relatesharégs and concepts (Speziale and

Carpenter, 2007; McCann and Clark, 2003).
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Grounded theory is most useful in areas where liglknown about the given phenomenon, or
where few, if any, theories exist to explain thempdmenon in the given study context (Munhall,
1995). Explained by Stern (1994), grounded the@sigh differs in five unique ways from other
gualitative methodologies in the following mannéj; the conceptual model and theoretical
constructs is generated from the data as opposkeling based on previous studies; (ii) the aim
of the analysis is to uncover the basic social ggees in relation to the study’s phenomenon,
rather than merely describing the phenomenon) {lie data collection is guided by the
emergent theoretical constructs of the theory; @l)data is compared with all data from the
research process; and (v) data analysis starts dmateé/ in relation to data collection, the

researcher codes and categorizes the data altasted.

Against this background, the choice of groundedmhelesign was deemed appropriate, as the
aim of this study was to establish CoPs among Hivs@ practitioners through the process of
critical reflection, a process which aimed to noa the participants’ experiences over time in
terms of critical reflection development and thevelepment of the CoPs; and was thus
appropriately aligned to the assertions of Morsg Rield (1995) and Strauss and Corbin (1990)
that the design should be appropriate in termg@fgss orientated phenomena. Moreover, little,
if any, study has explored the use of criticaleetfion practice development among HIV nurse
practitioners with the aim of establishing a Caiyst necessitating the need for a theoretical
understanding of the social processes embeddelisnptocess, which was facilitated in the

theory development offered by the Straussian versigrounded theory.
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3.4.1 Overview of Grounded Theory

Having its theoretical underpinnings in pragmatismd symbolic interactionism, grounded
theory has evolved since its first introduction 1867 in terms of practice, procedures and
application (Stern, 1994; Strauss and Corbin, 199Mce the seminal work of Glaser and
Strauss in 1967 and despite advances in the progegichniques used and even philosophical
paradigm adapted by several researchers to undiripimethod of inquiry, what has remained
core and unchanged, however, is the premise ofngexli theory.Explained by Corbin and
Strauss (1990: 5), grounded thebtisydesigned to develop a well integrated set afaapts that
provide a thorough theoretical explanation of sbghenomena under studylMoreover, every
researcher needs to be mindful of the core fachishwnclude theoretical sensitivity, theoretical
sampling, treatment of the literature, constant garative methods, coding, identifying the core
category, memoing and the measure of rigor thadl h@de addressed in every grounded theory

study (Stern, 1994; Glaser, 1992; Strauss and §,01800).

According to Goulding (1999), the use of groundeebty is strongly associated with the earlier
work of Cooley and Mead’s (1930) work on pragmatarciology and their exploration of
symbolic interactionism, the characteristics ofiagblsehaviour and the nature of an individual as
an etic and emic (within a social group). In thens®l work of Glaser and Strauss published in
1965, the use of grounded theory was proposedgaseral methodindependent of a particular
research paradigm (Glaser and Strauss, 1965) tiwdéthe cardinal tenants in this design are the
“slices of data” collected for theoretical samplimgd the fact that the data should be as varied as
possible, providing researchers with limitless opsi for data gathering. Different collection
techniques, data types and ways of analyzing ttee gkneratedifferent views or vantage points

from which to understand a category and to devélproperties’ thus, suggesting that it is not
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the nature of the data that is important, but rible it has in generating conceptualizations
around the phenomenon of interest (Glaser and &trdi965). According to Strauss and Corbin
(1990: 125),'the data must speak for itselftherefore the objective of grounded theory is rd i

the research process and findings to the realitthefparticipants and to allow the findings to

emerge from the actual words of the participants.

From the discourses on grounded theory, it is rettdat two schools of the design exist, which
are aligned to Barney Strauss and Anslem Corbith tlaese are often referred to as the Glaserian
or the Straussian versions of grounded theory (Eg@82; Annells, 1997; Stern, 1994). Noted
by several authors, the debate between these tthorau(i.e. Glaser and Strauss) began after
they co-authored their book entitledhe discovery of Grounded Thedi@laser and Strauss,
1967), which received much criticism from varioushalars, especially for its lack of
verification and what the critiques termed itsdsenessin theory generation without a guiding
framework (Allen, 2010; Bumard, 2006; Annells, 199%/ithin this backdrop, the split between
the two authors transpired. Strauss then joinathi@an publishing their book entitleBlasics of
Qualitative Research: Techniques and ProceduresDieveloping Grounded Theoi(btrauss
and Corbin, 1990). Here the authors produced waathe considered an information guide of
applying grounded theory with the main purpose m@spnting a set of procedures, cautioning
however that the procedures are not meant to fodoWwed rigidly or to be followed
dogmatically, but rather to be used creatively athekibly by researchers as they deem
appropriate” (p. 13). Strauss and Corbin (1990) also commelttadas novice researchers were
experiencing difficulties in developing grounde@dhies in a consistent manner, they had been

urged to develop a set of procedures to generat@nimgful in-depth and dense theories
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grounded from the emergent data (Mills, Bonner Brahcis, 2006; Boychuk Duchscher and

Morgan, 2004; Goulding, 1999).

In 1992, Glaser responded to Strauss and Corlertsbly producing his work entitleBlasics of
grounded theory analysigGlaser, 1992), which contained a chapter by @raptitique to
highlight the differences between the two schoblgrounded theory (Heath and Cowley, 2004).
These two schools of grounded theory still contirtoebe discussed, debated and used
extensively in a wide variety of disciplines, araigely in nursing (Goulding, 1999; Benoliel,
1996). The central tenant of the Glaser style giledntheory focuses on the interpretive,
contextual emergent of theory development, whike tiethod followed by Strauss focuses on
the systematic methodology used in its coding teglenthat facilitates the emergence of a
theory grounded in its data (Glaser, 1992; Straumbs Corbin, 1990). Despite the existence of
these two camps in grounded theory, both aspioedating a theory that is grounded in the data

of the phenomenon under study (McCann and Cla®@32, Goulding, 1999).

The Glaserian and Straussian approaches to grouhdedy differ in their epistemological and
methodological underpinnings of the design. BoychDlkchscher and Morgan (2004) discuss
these differences stating that the four main ameashich the two authors differ are (i) the
formation of the research question; (ii) the usétefature; (iii) the process of data analysisi an

(iv) verification and validation of the emergenédiny.

3.4.1.1 The formation of the research question
Heath and Cowley (2004) and Annells (1997) expthet one of the differences between the
two schools of thought is that the timing of thenfation the research question varies. Strauss

and Corbin (1990) maintain that the research questhould be defined as a statement which
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identifies the phenomenon that is to be studieds @sserting that the research question should
be formulated in the early phases of the reseahiry process. According to these authors, the
purpose of the research question is to contairrékearch by focusing the researcher into an
appropriate and researchable research problemms tef scope and size, asserting that it is not
always possible and feasible to study the entienpmenon (McCann and Clarke, 2003b; Stern,

1994).

Glaser (1992), on the other hand, is of the opirtlat the research question is emergent in
nature and thus is produced within the proces®o$tant comparison techniques and theoretical
sampling of concepts. Glaser asserts that not baviresearch question is complementary to the
emergent epistemological underpinning of his apgmoaf grounded theory and that the
identifying of a research question at the beginnafigthe research process is limiting and
contrary to théemergent and discoveredénant of the grounded theory being developed from

the corpus of data as opposed to the researchiguest

Strauss and Corbin (1990), in response to thistamsestated that the research question, albeit
identified at the beginning of the research procebsuld be flexible so that premised on the
concept of theoretical sampling it will be refinethd aligned to the theoretically relevant
concepts emerging from the data. These authorsheiumore, maintain that not having a
direction, scope or boundary to any research igguihich the research question brings, leads to
unfocused and sometimes irrelevant concepts aregaaes being yielded(Kelle, 2005; McCann
and Clarke, 2003b). Therefore, according to Straars$ Corbin (1990), the process of data

analysis structures and refines the research guestihich at the outset is identified and is
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flexible, while Glaser (1992) argues that the psscef data analysis will lead to discovery of the

research question.

3.4.1.2 The use of literature

Strauss and Corbin (1990) support the use of tilezasuch as reports of research studies and
theoretical and philosophical paper before the aie$e study commences. They acknowledge
that researchers, being human, are not likelyad atresearch study without a point of reference
in terms of their experience, previous work or weitw (McGhee, Maryland and Atkinson,
2007; Annells, 1997). They maintain that the uselis€ipline specific literature, together with
personal and professional experiences, can guaerticess of data collection and analysis and
the formation of the research question, cautionimgwever, that the researcher’s previous
knowledge must not be taken for granted and assum#éte emergent nature of theoretically
relevant concepts, rather is should serve to &pasitory of terms and inspiration for ideas to
label and name concepts as they emerge from the(MaGhee et al., 2007; Strauss and Corbin,

1990).

Glaser’s belief in the classic form of groundedottyecontradicts the use of literature before the
research commences (Heath and Cowley, 2004; Boyblwgkscher and Morgan, 2004). Glaser
argues that the use of literature causes issuesadfig the data as opposed to allowing concepts
to emerge naturally from the constant comparisodata analysis and collection (McCann and
Clarke, 2003b; McCallin, 2003; Glaser, 1992). Gitasargument that the use of literature before
the commencement of the research can be contangreatd force the emergent concepts, is also

supported by Struebing (1999) and Kelle (2005). ey, both these authors support Strauss
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and Corbin’s acknowledgement that the theoretiealssivity and previous experiences of a

researcher need to be factored in.

3.4.1.3 Process of data analysis

Both Glaser and Strauss note that the process taf atalysis through the coding process is
central to grounded theory methodology as codingwal the data to be meaningfully
constructed into theoretical constructs which @galensity and dimensions to the emergent
categories (McCann and Clark, 2003; Goulding, 199%ells, 1997). In addition, both Strauss
and Corbin agree that the coding levels or proseasznot meant to be distinct or linear in their
use (Heath and Cowley, 2004). According to Schre{B€01), the Glaserian and Straussian
ways differs in terms of the process of coding.s8taspeaks of two levels of coding whereby
firstly, the data is placed into as many categoassossible, referred to asbstantive open
coding and secondly, the categories are then integratbibh is referred to asheoretical

coding.

Strauss and Corbin (1990), however, have threeldevk coding,open, axialand selective
coding. Kendall (1999) states that the only diffee between the two methods is the emphasis
placed on emergence, but Heath and Cowley (20@4#9 #tat Strauss and Corbin’s use of axial
coding is the key difference in the two authors kvgkxial coding in the Straussian version
makes use of a framework which promotes causdiioekhip among the emergent categories
and subcategories aligned to six constructs, nantiedy causal conditions; the context: action
and interaction strategies: intervening conditicarsg consequences relating to the phenomenon

of interest.

58



Kelle (2005) explains that according to Glaser, ke of axial coding can be restrictive in the
emergence of the theory, as researchers may kdeaddio fit their data into the preconceived
constructs of the paradigm model. Mtshali (2009)tends that researchers using the Straussian
version of grounded theory must be mindful of mgvibeyond conceptual descriptions to
theorizing. This is in response to Kendall's (19@Xperience of merely fitting data into the
paradigm model due to the fixation of the conssua$ opposed to the emergent nature that

underpins the design.

Strauss and Corbin (1990), however, maintain thatmodel only fosters systematic thinking
and encouraging greater depth and density in the de this study employed the Straussian

version of grounded theory, the aspects of axidirgpwill be discussed further in later sections.

3.4.1.4 Verification and validation of the emergentheory

This issue of theory generation and verificatiomlso treated differently by the two schools of
thought. Strauss and Corbin (1990) highlight th@pontance of verification in the process of
theory generation, arguing that verification allowial hypothesis of the study phenomenon to
be accepted or refuted based on evidence. Glag92)1on the other hand, states that

verification is not needed based on the emergenteaf the grounded theory.

The Straussian version of grounded theory was tisedhe purpose of this study. As the
researcher is a novice in qualitative researchlatie of structure of the Glaserian method was a
deterrent, whilst the systematic and structurecatgutares outlined by Struass and Corbin made
the research more manageable and achievable wah sfiarting and ending points. Furthermore,
given the nature of the phenomenon, it was necgdsaengage with technical literature to

establish the research question. The researchal$@apreviously engaged in HIV/Aids related
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research studies, albeit not in the context of ingreducation constructs of critical reflection,
but among nurse practitioners, some of which explothe psychosocial aspects of nurses
working in the context of HIV/Aids. This experienbas created a worldview for the researcher
and Strauss and Corbin’s (1990) acknowledgement akesearcher’'s past experience and
discipline specific knowledge in inspiring the rageh through theoretical sensitivity fitted more
appropriately than Glaser's (1992) complete “blaedsi and objectivity to a phenomenon

aligned to emergence.

3.5 RESEARCH SETTING AND SETTING DESCRIPTION

A research setting can be classified as a natpeatjally or highly controlled environment
within which a research phenomenon of interestestudied (Polit and Hungler, 1999). When
using a qualitative approach of research inquigwdwver, the research phenomenon occurs
within the natural environment, where no manipolator change in the study participants or the
environment occurs, as the aim of the researchmnigito view and study human phenomenon
in the natural habitat so as to better understaedbiasic social processes underpinning the

phenomenon of interest(Denzin and Lincoln, 20025ty 1998).

In this study, the natural setting within which tHB/ nurse practitioners worked was used as the
research setting to explore the process of eshafdjSCoPs of critically reflective nurses. Two
district health hospitals in the province of Kwad4Natal, one urban and one rural, were chosen
as the research setting. The province of KwaZultaNia divided into eleven health districts,
each of which is governed by a district health arith (Refer to Figure 1). Aligned to the
principles of grounded theory, specifically thattbéoretical sensitivity, the choice of research

setting was influenced by the researchers awarasfesbether the theoretical concepts for the
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study will be obtained from the research settintief® 2010; Strauss and Corbin, 1990). In light
of this study, the nature of HIV nurse practitiayan terms of their work place and experience
of HIV related challenges, was a theoretically valg category/concept that needed to be
sampled. Based on the empirical dialogue presentdae background of this study (see Chapter
One), the changing nature of HIV/Aids clinical capwlicies and practice guidelines
compounded with the increased workload and lackadd#quate and appropriate HIV/Aids
training were a few challenges presented in repditelings. It is within this background that
the research aimed to explore the process of a@riteflection within CoPs among HIV nurse
practitioners, thus making the nature of the HIVrseu practitioner theoretically relevant.
Bearing this in mind, the province of KwaZulu-NafIZN) was purposively sampled. KZN is
the third smallest province in SA comprising of 381, SQM , but it, is one of the most
populated provinces, with an estimated 10 milli@ogle living in the province (DoH, 2010b),
which is about 22% of the country’s total populatiddealth estimates of HIV/Aids in this
province indicate that it is at the epicenter o¥/Hlvith antenatal HIV prevalence rates of 38.7%
(DoH, 2010b). The province of KZN is divided intteeen health districts (see Figure 1.) each

managed by its own district health authority (H3007).

According to the national HIV/Aids Plan (DoH, 200@gch district will have at least one ARV
delivery site provided by the government healthvisetr Armed with this knowledge, the
researcher purposively selected KZN as in lightohigh incidence of HIV/Aids, the possibility

of finding “challenged” HIV nurse practitioners wgeater.
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Figure 1. Map of KZN Health Districts
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3.5.1 Theoretical sensitivity

The principle of theoretical sensitivity, discusdgdthe originators of grounded theory Gla
and Strauss (196/7and later Strausand Corbin (199Q)guided the selection of the resea
setting. Theoretical sensitivity, critical in graded theory, refers to th“attribute of having
insight” (Strauss and Corbin, 1990:), and refers to the personal quality of the redesardt

has already been noted that the reser is coming to the study wittinsight” and a degree of
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sensitivity from previous reading. The nature adtetical sensitivity facilitated the researcher’s
ability to give meaning to the data collection @es and data; and the capacity to discern what

is important in the data.

3.5.2 Rationale for choice of setting and theoretid sensitivity.

The researcher has had the familiarity of previpusbrking as a research assistant on a
HIV/Aids related research study in the provincekKaN, albeit not at the same health care
facility. This research study was in connectionhwviiie Preventing Mother-to-child Transmission
(PMTCT) programme and was conducted at both amuaibd rural sites.It became apparent that
unique context specific issues such as the lacksiurces provided unique challenges in terms
of how the PMTCT programme functioned. Drawing fraims previous experience, the
researcher felt that this aspect could be explanettrms of the phenomenon she wished to
investigate. Guided by the provincial directoratdyecame evident that there are a total of 41
district level hospitals in the province of KZN,abaof which provide PMTCT care (DoH, 2009;
HST, 2009). Through consultation with other resears in the field of HIV research (a NGO
and research organization) who maintain, suppashitor and evaluate the health care facilities
in terms of attainment of the PMTCT programme go#ie researcher established that the
hospital settings should be at district level beeatn these institutions, nurses are not only
involved in general maternal and child health cdmet are also involved with the PMTCT
programme, which means they are providing HIV/Atdse on a daily basis. Two district level
hospitals were conveniently sampled from the 4kridishospitals in the population. The
researcher chose a rural and an urban healthaahgyffrom two health districts in the province
of KZN to explore the process of establishing CoPsritically reflective nurse practitioners,

and whether urban and rural context conditions wiluence this process.
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The increased HIV prevalence reflected in the attdnndicators (i.e. 38.7%), was one of the
reasons why the researcher chose to use nursetipresss working in the maternal and child
health departments as the sample. Further to ttiespature of care in the maternal and child
health department is very layered and compreherigeiaick and O’'Donnell, 2005). In light of
this, nurse practitioners working in such areasasé have to be up to date in their knowledge of
the clinical management of pregnant women and th&ants through all the stages of antenatal
care, labour and delivery, and postnatal care,ldtter of which involves immunization and
monitoring of the infant until 18 months post deliy (DoH, 2009). Moreover, HIV/Aids nurse
practitioners need to completely au fait with tlhwerent HIV/Aids treatment and care guidelines
so as to function optimally within the boundaridstiee PMTCT programme, which all nurses
working in maternal and child health departmentsexposed to (Matjila et al., 2008). Because
of the prevalence of antenatal HIV in KZN, the PMIT@rogramme has been prioritized in an

endeavor to reduce the disease (DoH, 2010a).

Hospital A: This district level hospital is a 300 bedded hadpsituated in the Umdoni Local
Municipality in the Ugu Health District of KwaZulNatal. This health district covers an area of
2 470 square km. It has 31 service points and ppsoaimately 33 715 antenatal visits and 63

733 family planning visits per annum.(HST, 2000).

Hospital B: This district level hospital is a 1200 bedded gehdrospital situated in the
eThekwini Health District. Together with its assaed 22 clinics it serves about 500 000 people

who live in Umlazi, an urban community situatedhe south east of Durban.
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3.6 STUDY POPULATION

Defined as a set of elements which could be re¢cgradicipants or events, a population is an
aggregate of elements that meet the inclusionritd the study in terms of the phenomenon of
interest (Burns and Grove, 2010). The target pdjuidor this study was all nurses working in
the selected district health institutions and wagkiwith HIV/Aids patient care within the
PMTCT programme. Based on hospital information fiittwn selected health institutions this was

a total of 220 nurses.

3.7 SAMPLING PROCEDURE AND SAMPLE DESCRIPTION

A cardinal aspect in determining the emergent thegrounded theory is underpinned by
theoretical sampling and theoretical saturationul@og, 1999; Munhall, 1995; Strauss and
Corbin, 1990; Chentiz and Swanson, 1986; Glaser $tnauss, 1967). Through an iterative
process of data collection and data analysis t@sassaturation of categories, theoretical
sampling allows researchers to select the unit riflysis (i.e. participants, events) of the
conceptual construct based on constant comparistimeaconcept and saturation thereof from
continued data collection (Stern, 1994; Strauss@mdbin, 1990; Chenitz and Swanson, 1986).
Theoretical sampling, which is the application bé tconstant comparison method, involves
comparing like with like to look for emerging patis and themes, differences and similarities
across the data, and facilitates the selectionsatdration of theoretical and conceptual data
(Strauss and Corbin, 1990; Chenitz and Swansorg;18&ser and Strauss, 1967). Thus, the
sample size is not predetermined at the beginninigeostudy, but is emergent on the theoretical
concepts saturation and is an iterative process ithdounded on the data collection and

simultaneous data analysis (Strauss and Corbir@)199
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In this study, theoretical sampling was not basedhe number of participants, but rather on the
theoretical concepts that emerged from the repestedions with the same participants over
time at the respective research settings. This pvamised on Strauss and Corbin’s (1990)
assertion that in grounded theory studies whetarphenomenon of interest is developmental or
evolving in nature, the researcher follows the sa@moeip of persons over time as opposed to
theoretically sampling individuals or persons (8¢s and Corbin, 1990: 179). Since the
conceptual category of interest was the procesewtlopment in terms of the participants’ skills
of critical reflection and the establishment of Gpthe researcher elected to purposively sample
a group of 8-10 HIV nurse practitioners from eachhe two district level hospitals. Guided by
this inclusion criterion, a group of ten nursesrreach of the sampled hospitals were sampled.
However due to attrition of two nurses during tmgraductory sessions of the reflective
discourses, from the rual hospital; the total sampdmprised of eight (8) willing nurses,
purposefully selected from the rural hospital angreup of ten (10) from the urban hospital.
According to Morse and Field (1995) and Merriam 980 a purposive sample allows the
researcher to choose study characteristics obat&$ that will allow enable the researcher to
understand discover and gain insight on the phenoméhat is known to exist and add value to
the research phenomenon. The inclusion criteriassébecting the nurse practitioners from the

target population stipulated that the participagt b

(1) A professional registered nurse. This critariwas used to ensure that the participants’
experience would wholly capture the experiencellIdf nursing care. As per the South
African Nursing Council, Nursing Act 33 of 2003 (B&, 2005), a professional nurse is
a nurse that is registered as a general nursingnashdifery. Further to this, this category

of nurse has a wider scope of practice than thelledrnurse or nursing assistant. In light
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(ii)

(iii)

(iv)

of this definition, it was necessary that particigsawere professional nurse practitioners
so as to ascertain a fuller scope of their dutied assess the impact, if any, of the
research phenomenon (i.e. critical reflection skéind shared learning in the CoP
structure) on these duties, such as initiation randitoring of ARVs within the PMTCT

programme;

Currently working in a unit wherein a PMTCTqgramme is offered. This could be a
hospital ward, such as the labour and delivery, writa hospital outpatient department,

such as the antenatal clinic, or in a PHC clinat ik attached to the hospital.

Working for more than 1 year in the unit ward where HIV nursing care was being
provided. This criterion was used to get a widespscof experiences in terms of the
participants’ challenges of working with HIV caexperience of more than one year in
the respective units wherein HIV care is provideidher through direct patient care or
within the PMTCT programme, would allow the pagints to draw from experience

with the critical reflection capacity building agpef this study.

willing to be part of the study over a periofl time. Given the nature of the study in
terms of being process orientated, the participamiingness to be part of the study
over a sustained period of time was important o dticcess of establishing a CoP and

exploring the process of development, if any imigof critical reflection.

3.7.1 Theoretical sampling of group sessions

Glaser and Strauss (1967) explain that all grountthedry procedures are directed towards

identifying, developing and relating concept, white the basis of analysis. According to to
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Strauss and Corbin (1990), theoretical samplindo@ised on sampling concepts that have
theoretical relevance to the emergent theory. Tha#eors further note that guided with the aim
of theoretical sampling, the researcher samplesitever incidents that are aligned to the

categories, properties and dimensions and canldtedeconceptually to one another.

Guided by Strauss and Corbin’s (1990) descriptibtheoretical sampling, the researcher used
the incidents and events that occurred within tixeetbping CoP in terms of learning to reflect,
the process of critical reflective skills enhancetrmend the group dynamics as the concepts and
categories that emerged in the process of theatetampling. At the end of each focus group
discussion (FGD), which served as a group discosaml a forum where critical reflective skills
were facilitated, the concepts of group dynamias @ne elements of the developing CoPs were
captured for differences and similarities betweles two groups. For example, the process of
learning to reflect in the urban group was verifesdbeing similar or different to the process of
learning to reflect in the rural group. This praced constant comparison of the theoretical
concepts occurred until saturation of the conceptsirred among the participants of each group,
and the concepts of both study groups were compgaradses for unique contextual dimensions

of the emergent theoretical categories.

Theoretical sampling and saturation of theoretyca#tlevant concepts which added to the
emergent theory of the process of the establishnoén€CoPs of critically reflective HIV

practitioners occurred in the following manner.

0] Concepts that were related to a process ofiegrto reflect, defining group norms,

group engagement, identifying barriers in group exjeriential learning emerged within
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(ii)

(iii)

both groups in the first two to three session Tdersition of these concepts resulted in

changes in the evolving nature of the participahsse led to the emergence of,

Concepts regarding critical reflection praetiamong the participants, greater critical
thinking, clinical reasoning, group cohesion andugr autonomy began to emerge after
the initial three sessions and extended for a éurthree to four sessions in both the
groups. Greater confidence was a marked chardatemisthe evolving nature of the

participants and this was noted.

Lastly, concepts related to increased userdical reflection and raised consciousness on
the nurse practitioners’ practices emerged aftersthth or seventh session and extended
to the tenth or eleventh session at both the statljngs. Conceptual categories such as
sustainability, ownership and a changed identityabge evident among the participants,

highlighting the evolving nature of this research.

3.8 DATA COLLECTION TECHNIQUES AND PROCESS

Data collection extended over a period of six teesemonths. This included the planning and

implementation of the CoP and exploring the proadsearning and development in terms of

critical reflection and the development in termsthé CoPs that occurred across both the

sampled groups. Several data collection techniquexe® used to ascertain the data and the

emerged theoretical relevant concepts that undeegithe emerged theory.

Grounded theory research is commonly accepted toobstic, naturalistic, and inductive, thus

data collection from a variety of sources enhamsethodological rigour as well as facilitates in

the process of the constant comparison of findioghe emergent theory development (Tobin
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and Begley, 2004; Strauss and Corbin, 1990).Furtbex, Munhall (2003) notes that data
collection in grounded theory studies generallyludes the use of in-depth, face to face
interviews, as this provides a medium wherein cestmction of meaning from the experiences
and feelings described by the participants in teomtghe phenomenon can be achieved. Apart
from in-depth interviews, other forms of data cdlien that are common in grounded theory
studies include document analysis and field obsienva by the researcher, to name a few (Burns

and Grove, 2010; Creswell, 2003; Crabtree and Kill699).

In this study several techniques of data collectiene employed, these included:

0] Focus Group Discussions (FGDs). These sengedefiective discourse sessions in the
development of the CoP and critical reflective pcac development among the

participants,

(i) The use of reflective journals, wherein paipgants’ processes of critical reflection could

be documented and analyzed,;

(i) Individual in-depth interviews of the stugbarticipants to explore their experiences of the

developing CoP and crucial reflection skills initheinical HIV nursing practice; and

(iv)  Unstructured observation recorded as fieltesowere captured during the FGDs

Ireflective discourse sessions and following thdepth individual interviews.

3.8.1 Focus group discussions
Stewart and Shamdasani (1990) explains that thitodeof data collection was developed in

the field of market research and is a useful tooglicit information on complex topics that is
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exploratory in nature. Becoming increasingly poputahealth sciences, focus group interviews
are used to explore what individuals believe, faedl experience with regards to a particular
phenomenon related to health outcomes. MoreoveF@&@ method of data collection is often

used for the development and evaluation of prograsynm-depth exploration of experience, and
thoughts about an issue (Holloway, 2005; Rabbi®420As the name suggests, a focus group
discussion comprises of a selection of participgmisposively selected by the researcher, who
have similar characteristics or personal or socaemic attributes in terms of the background
for the phenomenon of interest. Moreover, participan a FGD come together to provide in-

depth group discussions on a focused topic ancc@rdortable discussing the topic with the

interviewer and each other (Rabbie, 2004; Cres@603; Morse and Field, 1995). In this study,
the FGDs were used as a form of group discussianhreflective discourse sessions at both
research settings to elicit the process of theiquaaint’'s development in critical reflective skills

and group dynamics in the developing CoP. The dsous were focused as participants were
required to share information and experiences imseHIV nursing care to assess whether

critical reflection played a part in the developmefitheir skills.

Because the participants were all registered nims#essional nurse practitioners working in

the discipline of HIV/Aids and working in the matat and child health department wherein

PMTCT care is provided, this created a platformsioaring like-minded and similar experiences
in terms of HIV nursing care and challenges therasfwell as relating to shared practices. This
similarity in clinical background also made pagiznts feel comfortable to share among each
other and with the researcher. Kitzinger, in Holbgw(2005), notes that the group size for FGDs
can be between 3 to 15 participants, but cautioaistoo many or too few may lead to problems,

such as minimal contribution from all participan®e author recommends that a group of
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between 6-8 participants is ideal for group cohesio this study, the FDGs/reflective discourse
sessions, which formed the primary medium withinckhdata was collected and theoretically
relevant concepts emerged through the processnsftanat comparison, were made up of 8-10

nurse practitioners.

At the beginning of each session, participants wenginded of general group norm rules that

were collaboratively created and agreed upon byp#rgcipants and researcher, some of which

included confidentiality of all information and Ingi reminded that what is shared in the group

remains in the group. Participants were also repdritiat the sessions were audio-recorded and
all information yielded from the recorded sessicaswio be aggregated for the generation of a
collective meaning, Moreover, due to the natureedective practice that sometimes unearths

intense emotions of the participants, particuléinyse infected with HIV/Aids, participants were

reminded that they could request to have theirtideieted from the audio recording.

Although the role of the researcher in the FGD8#ctve discourse sessions was to moderate
and facilitate the discussions, during the firseéhto six sessions of the data collection process,
the researcher assumed a more teacher focuseahobkhared information on HIV related topics
to fill certain gaps that had been identified beg tarticipants. Being mindful of the threat of
external bias that the researcher (as the indiclifator) could infer on the nature of the FGDs,
the use of Flanagan’s (1945) critical incident tegbhe was used. This technique fostered greater
ownership of sharing clinical experiences by theaigi@ants. Moreover in terms of initiating the
practice of critical reflection among the partiaips during this period, the researcher
encouraged members of the group to be reflecticestirare experiences that had happened to

them, using Flanagan’'s (1945) critical incidentht@éque to guide the reflective discourse
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sessions and process. To stimulate discussion iwicall experiences and evoke reflective
discourse on experiences, the researcher facilithte sessions by asking general questions such
as “Can you share with me what happened during I&hrélated experience either in the ward
or in your workplace?” “What did you do during tl@gperience?” How did you feel about your
action or behaviour or your skill during that eventexperience?” “What do you think you will
do differently if you had to be faced with a similaxperience?” “What information or

knowledge would you need to change that outcorpeegented with the same experience?”

It became evident from the fifth or sixth sessiorhe last session (i.e. sessions 10-13), that the
group dynamics had changed, and there was mordidatgj trust, friendship and group
cohesion among the participants. The facilitateuased a less teacher centered role and became
more of an observer of the process of reflectigealirse and group autonomy within the CoP.
Participants gained greater proficiency in refleetdiscourse and were able to share their issues
and solutions regarding HIV among their peers. Muwee, the group dynamics among the
participants facilitated greater autonomy and imthelence in their role of steering the group
process. The researcher, therefore, served asvebs#rthe group process and facilitated in
asking probing questions related to the theoretemaistructs that emerged, as opposed to
promoting the reflective process. Each reflectiisaurse/FGD session lasted between 90-180
minutes. After the reflective discourse sessiohs, data from both groups was analysed and
compared to assess for emerging theoretical cop@apthe study’s phenomenon. All reflective
discourses shared within the medium of the FGD=veerdio-taped and transcribed verbatim;

refer to Appendix 1 for a sample of a FGD/refleetdiscourse session.
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3.8.2 Individual in-depth interviews

Interviews, which can be semi or unstructured, ased widely in qualitative research
approaches, and grounded theory is one such dgsgnses in-depth, face to face interviews to
capture the richness and density in the data regattie phenomenon from the participant’s
(Creswell, 2003; Crabtree and Miller, 1999; Merrja898). Referred to as a focused or purpose
driven conversation between the interviewee andirttexviewer (Merriam, 1998; Morse and
Field, 1995), in-depth, face to face interviews @vased in this study to increase the density of
the data collected and to verify concepts, categordimensions and properties that emerged
from the FGDs/reflective discourse sessions. Therwrew sessions were open and promoted
open sharing from the participants regarding thenpimenon. Probing questions were used to
guide the interview in cases where further claatiicn on the identified theoretical concepts that

were identified from the FGDs/reflective discousessions were needed.

The in-depth interviews were also used to explaw the participants perceived their learning
process in terms of critical reflection skill despinent and their involvement within the CoP.
The interview schedule, thus, had a formal intradrycsection, where the nature and purpose of
the interview was explained to the participants] #ms was followed by probing questions.
Each interview lasted between 25-35 minutes. Therviews were audio taped and transcribed
verbatim. The constant comparison technique (Sérangl Corbin, 1990) was employed on the
data after each interview, to assess for deepéghinsnd understanding on the participants’
experiences within the developing CoP, the learmrarcess and the use of critical reflective
skills on their HIV nursing practice. Refer to Apoix 2 for a sample of an individual interview.
Saturation of the theoretical concepts regardimgptirticipants’ experiences was achieved after

six interviews from the total eighteen participaimt$he study.
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3.8.3 Document analysis of reflective journals

Premised on Schon’s (1987; 1983) seminal work enefhistemology of reflective practice and
experiential learning, reflective journals werediss a medium to assess the process of critical
reflective development as participants documentedr reflections “in and on action” in their
daily clinical experience of HIV nursing. A hardavnote book was furnished to each
participant, wherein their daily reflections coulde documented. A presentation and
demonstration on the use of the reflective joummas initially provided by the researcher who
served as a facilitator in the developing CoP.i€Eipents were encouraged to make use of the
journals in different ways in light of their own rodort and creativity, being mindful of
addressing the core aspects of describing an exue; i.e. what the participant did during that
even/experience, the outcome and what action/s Inaag been taken or could be taken to
change the outcome of the experience or eventréitextive journals were collected after every
third to fifth reflective sessions to facilitatesthesearcher in conducting document analysis of the
reflective journals. During the interim, where tparticipants were without their reflective
diaries, a substitute diary was given to them. Sohase not to use another hardcover note book
and chose to use loose pieces of paper which ttieghad to their diary upon its return. The
journals were only kept with the researcher for aximum of four days for data analysis and

then returned to their owners. Appendix 3 provide®xample of the reflective journals.

Discussed by Bowen (2009), document analysis isnofised as a systematic procedure for
reviewing and evaluating documents and may encosnpidss, letters, journals, meeting
minutes, to name a few. Adding to the usefulnessociment analysis, Atinkinson and Coffey
(1997), cited in Bowen (2009), add that documengs‘social artifacts as they capture socially

organized ways and meanings as they are produckshamed by the creator of the document.
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Guided by Corbin and Strauss (2008) and Bowen (R80@ument analysis was used to interpret
and elicit meaning and gain an understanding of hlogv participants were processing the
concept of critical reflection and applying it toetr clinical practice. Moreover, it also allowed
the researcher insight into the socially constdicéexd organized manner in which each
participant uniquely documented, produced and ecedhe journal entries. The reflective
journals were thus analyzed concurrently in retatio the FGDs/reflective discourse sessions

and individual interviews to saturate theoreticaélievant concepts.

3.8.4 Observations

A core attribute in qualitative research is to asge the multiple perspectives of human
behavior through interpretation and meaning of a&ewi phenomenon. Aligned to the
philosophical paradigm of this study, i.e. condirusm, the use of unstructured observation
included looking, listening and probing with quess to facilitate in co-constructing meaning
on the process of the developing CoPs (Munhall,320@nstructured observations were
conducted by the researcher during the reflectiseodirse sessions/FGDs to assess, understand
and interpret the behaviour of the participantserms of the group formation and interplay of
group dynamics of the participants and the prooéskevelopment in terms of critical reflection
in this study. The unstructured observations weareuthented as field-notes immediately after
the reflective discourse sessions. Observation @schnique of data collection allows the
researcher to collect first hand information on pinecess or the behaviour that is being studied
(Merriam, 1998). Moreover, as explained by Muntia003), observation provides insights into
interactions between dyads (i.e. in this study fdalitator/participants relationship), group

members and groups; it gives the researcher a sértse whole picture in terms of non-verbal
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gestures as well as the reflective discourses ersdid phenomenon and allows researchers to

capture the process and role of the context inderihthe emergent phenomenon.

Due to the nature of the reflective discourse ses$iFGDs, which were interactive in terms of
participant learning, discussion on HIV related omfiation, shared experiences, skills
development in terms of critical reflective praeti@and the process of critical reflection
development, the role of the researcher in thearebeprocess was that of a facilitator and
participant. Thus, the researcher made unstructobsérvations in terms of subtle non-verbal
gestures such as body language, facial reactionshefparticipants and inter-participant
reactions. Probing questions were also used irrdfiective discourse process to verify or to
enhance the meaning the researcher was makingnms & the observations. To reduce bias in
recall, a notebook was used and kept. Notes wererdaring and after every data collection
session and this source proved to be invaluablethasresearcher had documented every
utterance, nuance, non- verbal expressions andi@amdrom the data collection sessions. The
notebook served as a source of fieldnotes andxrefiéhoughts of the researcher regarding the
data collection sessions, and a source of theatetiemos wherein relationships of the emerging

concepts were noted.

Field notes were recorded by hand and later typeldaggregated with the narrative information
yielded from the other sources of data and analyieuiltaneously with data collection for
emergence and saturation of theoretically releeantepts. Appendix 4 provides an example of

the field-notes captured during and after a refteatiscourse/FGD session.
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3.9 DATA ANALYSIS

Analysis of data in grounded theory is referredsaoding (McCann and Clarke, 2003a; Strauss
and Corbin, 1990), and commences as soon as datdlested. It thus becomes an iterative
process, which encompasses data analysis and al&etion concurrently and is premised on
theoretical sampling and saturation of the thecaktconcepts (Walker and Myrick, 2006;
Strauss and Corbin, 1990). The coding process, hwisiccentral to the design of grounded
theory, involves breaking down the data, re-congaging it and putting the data back together
with richer and denser meaning (Moghaddam, 200@&ldbag, 1999; Strauss and Corbin, 1990).
Strauss and Corbin (1990) stress that analysisastanterpretations, as meanings to theoretical
understanding of a phenomenon need to be conddtu€tee process of coding is an iterative
process which ensures credibility of the emergexbrth as it related to the large corpus of
collected data. In the Straussian branch of grodirtieory, there are three distinct levels of

coding, namely open, axial and selective codingclwivill be discussed hereunder.

3.9.1.0pen Coding

Open coding is the initial step of the analysiscess, wherein the data is fractured, named and
labeled, the concepts are further examined fopiitgerties and dimensions and in this way
codes are generated and categorized (Strauss arhC®990). Discussed by Strauss and
Corbin (1990), the process of categorizing is atae abstract level than the concepts that are
grouped under it. Moreover, McCann and Clarke (2)03tate that a category is like a
conceptual label, which describes the text whichasg labeled. Babbie and Mouton (2004)
summarize the process of open coding as examihmglata and ascribing labels to concepts as

they present themselves in the data. The two aoglycedures of open coding, as prescribed
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by Strauss and Corbin (1990), were employed ingtudy. The first analytic procedure involved
making comparisons of concepts by looking at th&a d&ntence to sentence, which occurred
during the beginning of the study and allowed fbe tinitial categories to be generated.
Thereafter, larger sections of the data was condparigh each other, namely, incident to
incident and then transcript to transcript was careg between the two research settings to
compare and establish saturation of the emergdegaaes. The second analytic procedure
which is referred to as neutral coding dealt wéthdling the categories. To assist in this task, th
researcher asked questions such as “what is thasalaconcept referring to?” and “what does
this category represent?” By unpacking and labelegcategories in this manner, properties of
the categories were established. The labels thet generated came from vivo codes of the
participants’ words or statements, or from literatuwderived concepts of the researcher’s
knowledge of discipline specific information Table represents an example of the coding
process of categorization and labeling within opeding. The researcher also used various
coloured pens to assist in demonstrating the varicategories during the process of open
coding. This assisted in especially showing semdne sentence coding and categorization.

Figure 2 illustrates a snap short of this codinucpss.
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Table 1 Open coding process of sentence by sentence ca

Figure 2. Sentence-bysentence open codin




3.9.2 Axial Coding

This second step in the data analysis processideddry Strauss and Corbin (1990) refers to the
process of the researcher putting the data baakhegin a new innovative way. Thus, the task
of axial coding is to create relationships amorggitientified categories from open coding and to
unpack the various concepts that made up each argiteg terms of their properties and
dimensions (McCann and Clarke, 2003a; Strauss aw@iiG 1990). Moreover, axial coding
allows the data to be put back together with greaémsity and meaning, wherein connections
and relationships between the categories and sedumaés are established (McCann and Clarke,
2003a; Strauss and Corbin, 1990). Following the aimaxial coding in terms of not only
assessing the nature of the categories in terntiseo€oncepts that aggregate under it, but also
assessing similar categories for links and relatigrs, the researcher compiled a list of the
categories that emerged from open coding. Nvivaigar8.0 was used as a data management
system and to generate the list of categories firdbe process of line-line and sentence by
sentence coding (Appendix 5, shows an exampleeoNthvo output from initial coding) Similar
labeled categories were grouped together. Folloviing exercise, the sub-lists of similarly
grouped categories were teased out to assesstienglons and properties of each category.
This process allowed subcategories to emerge, sach category was examined in terms of
how they relate to one another (Strauss and Coi890). Through this iterative process, all the
data concepts within each category were assessaustoe they fitted in terms of the emerging
theoretical framework. This process, referred taca®gory reduction by Strauss and Corbin
(1990), allowed for similar conceptual meaning &dggregated. Table 2 illustrates an example

of a category in relation to subcategories and dsius.
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Table 2: Category in relation to subcategories andimensions

CATEGORY

SUB CATEGORIES

DIMENSIONS

Formation Phase d

CoP (coalescing
learning and
developing)

Learning to Reflect

Concept clarification

Application of the concept
reflection to practice

Hesitation and resistance
Transitioning and familiarity
reflection

Learning how to reflect deeply

critica

with

Group  Formation

norming and storming

throug

Reservations and dependence

Establishing middle ground

3.9.3 Axial Coding and the Paradigm Model

During axial coding, the connections between thegaies are centered towards forming an

overall theoretical formulation that will becomeetimain categories of the emergent theory

(McCann and Clarke, 2003a; Goulding, 1999; StraunssCorbin, 1990). Axial coding focuses

the researcher in describing the phenomenon of sty (which in this case was the

establishment of CoPs) in terms of thetecedentswhich described categories that led to or

gave rise to the need for the CoP; toatext,which described a set of condition within which

the need for a CoP was embedded;abion and interactionastrategieswhich described the

process which transpired in the development of ghenomenon; théntervening variables,

which presented the facilitative and hindering atiads that impacted on the development of

the CoP; and theutcomesboth intended and unintended or consequenctégegihenomenon,

which in this case was the functioning CoPs ofaally reflective HIV practitioners (Strauss and

Corbin, 1990).
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The paradigm model of Strauss and Corbin (1990) used as vehicle that allowed the
researcher to think systematically about the cogdusmtegories and concepts yielded from open
coding and to think through how the categories vdlate in terms of the phenomenon of the
study. Even though the illustrations of the pagadimodel are depicted in a linear illustration,
the process of analyzing and linking the categofoestheir higher order grouping was not a

linear or sequential process.

3.9.4 Selective Coding

The last step in the analysis process, selectidengpis described by Strauss and Corbin (1990)
as being similar to axial coding in terms of inggrg categories, but is at a more abstract level
of analysis. Furthermore, Strauss and Corbin (1896¢rt that the categorization of axial coding
forms the basis for selective coding. During sélectoding, a core category was identified and
it is from this core category that the theory emedrgand linked all the major categories already
identified and grouped in terms of the theoreticamnework of the paradigm model. This is also
referred to as establishing te®ry line,which simply put, refers to labeling the centtame of

the data (Strauss and Corbin, 1990). The processelgcting the core category entailed
systematically relating the potential core categoryhe other categories of the data, validating
the relationship in terms of other categories andkimg on categories that needed more density
by development and alteration (Strauss and Cort#90). Moreover the core category was
tested against the data to establish the fit aediloiity of the theory that emerged from the
actual data set to be a true reflection of the (ftzCann and Clarke, 2003a). Lastly, Strauss and
Corbin (1990) advise that further development @& tore category must occur in relation to
selective literature to ensure the fit in relatimnother studies or theories. It is through this

process of comparison and concept modificationtti@tentral story line was explicated.
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3.9.5 Analytical Memos and Diagrams

Throughout the interwoven process of data collectamd analysis, analytical memos and
diagrams were used to describe the analytical peoo€ coding, categorizing and exploring the
dynamics of the concepts in terms of dimensionsasd to note the researcher’s thoughts on
the emergent theorizing process. Strauss and C¢i®80: 197)state that memos ar¢he
written records of the analysis related to the fatation of the theory”.These authors explain
that memos can take the form of code notes whichaao information of the coding process of
open, axial, and selective coding, as well as #ragigm model. Memos can also be in the form
of theoretical notes, which contain information abthe logical thinking process of inductive or
deductive reasoning of the concepts and categoriesms of their relationships. Lastly, memos
can be in the form of operational notes, which aoninformation for the researcher in terms of
direction or cues for subsequent sampling or saturaf concepts. However, memos written at

any given time can have elements of all three aspgenemos (Strauss and Corbin, 1990).

In this study, memos were written throughout thecpss and as the data collection and
emergence of the categories were saturated, thHgtiaahmemos had elements of all three

aspects of memo recording. Appendix 6 providesxamgle of the theoretical memo.

Diagrams were also used in this study, mainly dytine axial and selective coding where
connections of similar categories were grouped.giias allowed for the density and

complexity of the theory to be illustrated and &hsut through mapping and placing categories
in relation to similar constructs of the paradignodel (Strauss and Corbin, 1990). Various

diagrams are presented at selected phases oftdnartysis write up in Chapter 4.
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3.10. QUALITATIVE RIGOR

Qualitative research brought about the emergeneenefiv language in the need to find concepts
that aptly represented validity and reliability the naturalistic or interpretevist paradigm
(Shenton, 2004; Winter, 2000). Winter, (2000), coenting on validity in qualitative and
guantitative researclstates thatReliability and validity are tools of an essentialpositivist
epistemology The term qualitative rigor has been establisteediescribe the means through
which integrity in the research process is maidirfTobin and Begley, 2004). Moreover,
Lincoln and Guba’s (1985) model or ideas of trusthioess provided naturalistic researchers
new ways of ensuring validity, reliability and gealezability. These authors recommend four
criteria for ensuring trustworthiness, namelyc(@dibility; (ii) transferability; (iii) dependabtly

and (iv) confirmability.

Qualitative rigor and trustworthiness have beeramdgd as a cornerstone in assessing the
credibility, auditability and fittingness of the lstantive or middle range theory which is
generated through grounded theory design (Rolf@62Chiovitti and Piran, 2003; Hall and
Callery, 2001). Khalifa (1993) explains that if thaalitative research study does not explicitly
indicate measures to ensure trustworthiness, thdtaat theory has no credibility. Strauss and
Corbin (1998; 1990) and Glaser and Strauss (12#ffm the integral role of theoretical
sampling and saturation of concepts as a meansiqfrieg rigor. Furthermore, Strauss and
Corbin (1990) acknowledge the thick descriptionsregearchers in their presentation of data
collection and analysis procedures; the use ofrdieal memos, which offer reflexivity on the
researchers meanings and constructions of the emtetigemes; and triangulation of the data

sources, which ensures trustworthiness of the eenéteory from the grounded theory study.
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In this study, the following four criteria of trugbrthiness were maintained, namely, credibility,

transferability, dependability and confirmability.

3.10.1 Credibility

Explained byGuba and Lincoln (1994)xnd Creswell and Miller (2000), credibility isnaéd at
addressing the authenticity of the data collectedi assesses the degree to which the theoretical
concepts which emerge are actually grounded inddta. Miles and Huberman (1994) and
Merriam (1998) state that credibility addressesfithef the data and how congruent the findings
are with the reality of the collected data. Jarle§®&000) and Tobin and Begley (2004) further
explain that credible techniques of data collecaod analysis ensure that the participants views
and expressions are accurately represented inewanmcher's meaning Denzin and Lincoln
(1994) and Botma, Greeff, Mulaudzi and Wright (2D1€uggest prolonged engagement,
triangulation of data and member checking as sa&tleniques which can be employed to ensure

credibility. To achieve credibility, the followingieasures were used in this study.

Triangulation of data was achieved through four sources of damely reflective discourse
sessions/FGDs, in-depth individual interviews, diabtes yielded from unstructured
observations and document analysis of reflectivenal entries. Emergent categories from the
all four data sources were initially assessed afjdime data and research supervisor and a
detailed outline of the data analysis and dataecbtin process was also provided. Apart from
ensuring confirmability, the use of multiple sowsad data allowed the researcher to verify the
data findings and ensure that diverse constructbtise reality of the participants’ experience in
terms of the process of critical reflective skidvelopment and the development of the CoP were

wholly captured through the various medium of dadbection. Moreover, given the role of the
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researcher as the initial facilitator in the caticeflective discourse sessions; the use of meltip

sources of data safe-guarded the threat of bidsnthg have been inferred by the researcher in
terms of the data collection process and the natluneformation collected. In this case the use
of multiple sources of data; especially that of té#ective journals and the reflective discourses

minimized the threat of external bais of the reskear.

Prolonged engagememtf the data collection process was achieved. Thabkshment of the
CoPs and the development of the participants mdenf critical reflective practice was explored
over an extended time period, which allowed thecgss to be fully assessed. Data collection
extended from February 2010 to the beginning oft&eper 2010, a total of eight months of
data collection. The element of prolonged engagé¢mithe data collection was thus achieved,
and this facilitated greater insight into the pap@nts’ meanings and social symbolic attachment
that were assigned to the various phases in betlyrtbup dynamics in the development of the
CoPs and the stages of learning and developmetetrnms of critical reflective practice skills.
The prolonged engagement between the researchethanparticipants facilitated feelings of
familiarity and rapport between them. This promateedibility in that the researcher reached a
level of trust with the participants where they ope themselves to deeper sharing, which
created opportunities to verify the information atiekoretical concepts that had emerged.
Moreover, this served to ensure honesty in the datkected from the participants and to
minimize the threat of bias of the researcher oa tiature of data collected, given the
researcher’s role as the facilitator in the initraflective discourse sessions. Explained by
Shenton (2004), sustained data collection incre#fseschances of participants behaving and

responding more naturally as opposed to once of callection techniques.

87



Member-checkwere usedo assess whether the theoretical concepts thageshé&rom the data
analysis were consistent with the participants nmgarrhroughout the entire period of research
group participants of both groups engaged in pedaridfing at the end of each reflective
discourse session/FGD, which allowed for verificatof the emergent categories at the end of
each data collection and data analysis sessiotthdforore, at the end of the data collection
sessions when the development of the CoPs wasredpbnd documented, participants were
given the opportunity in a group session to reaal ridated transcript evidence and extracts
against the written version of the data analysiaseess congruency in the researchers meaning

and their intended meaning.

3.10.2 Transferability

The generalisability of the emergent theory and tbsearch inquiry is addressed through
transferability (Guba and Lincoln, 1994). Transbdeameasures factored into the qualitative
research ensure that study findings can be apfaiether situations (Munhall, 2003). Tobin and
Begley (2004) caution that in naturalistic studiesmsferability is limited to case to case transfer
or in this study, group to group transfer as thetext or settings are only comparable if they are
similar. Lincoln and Guba (1985) advise researcheovide sufficient contextual information
about the fieldwork sites so that reader of thdifigs can make a transfer to another setting. To
ensure transferability of the study findings and émergent theory of this study, the following

strategies were used:

A thick and dense description the study setting, rationale for the choicehaf study setting in
terms of the province, and the sampled institutiams provided. Further to this a thick

description of the sampled institutions and the @amh participants and a description of the
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participants in terms of their demographic attrésuare provided. A full and dense description of
the data collection sessions in terms of duratiwh ttme period of each phase is also described.
The inclusion criteria guiding thpurposive samplingf the participants further provides a

description and a rationale for the choice of tmsled participants in terms of the demographic
characteristics and the rationale for choosingdtwgeria. A detailed description of the process
of theoretical sampling of the reflective discoussssions/FGDs was also detailed, which allows
for transferability of a similar process relateddst in term of assessing the development of a

process, such as the establishment of a CoP ower ti

3.10.3 Dependability

Likened to reliability in the positivist paradignrdgpendability focuses on the stability of the
research data (Creswell and Miller, 2000; Guba landoln, 1994) The fluid nature of human
experiences which is central to the naturalisttiagmm of qualitative research sometimes makes
the stability and dependability of study findingsolplematic (Shenton, 2004). This author
suggests that a thick description of the studyrggtthe data collection plan and the procedure

for data collection should be specified.

In this study, a thick and dense description ofdfugly setting, the data collection methods and a
log of the data collection sessions has been peodvid'his provides a glimpse for future
researchers wanting to transfer and replicate dasistudy to engage with the data collection
procedures employed in this study. This procedsiralso referred to as audit trail (Denzin

and Lincoln, 1994; Guba and Lincoln, 1994). Thiswes that the research process can be traced
in logical sequence. Further to this, the expenisthe research supervisor on grounded theory

and qualitative research was used to ensure thendapility of the coding process and the
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emergent categories. The monitoring of the datectobn process served as peer review and the

examination of the emerging findings added to tygethdability of the research process.

3.10.4 Confirmability

Confirmability refers to the objectivity of the syl procedures and the findings thereof (Guba
and Lincoln, 1994).Moreover, Shenton (2004) mergtithat in order to maintain confirmability,
steps must be taken to ensure that the researdnds are a result of the participants’
experiences and ideas, rather than the preferefchs researcher. Miles and Huberman (1994)
suggest an audit trail, reflexivity and triangubatias methods to ensure confirmability. An audit
trail ensures that a step by step procedure ofi#it@ collection process, reasoning for choice of

design and critiques of the design of methodolagypaovided (Miles and Huberman, 1994).

In this study an audit trail was maintained. Theorale for the paradigm and the choice of
design were detailed and all data collection pracesl and reasons thereof were provided. The
researcher transcribed verbatim all audio recordath collection sessions, typed reflective
journal entries as they were documented and déisely and reflexively noted all field-notes
immediately after each data collection session. dllthis information was provided to the

research supervisor for peer examination.

3.11 DATA MANAGEMENT

During the period of the research, all field-notasd transcribed data yielded from the
FGDsl/reflective discourse session and in-depthviddal interviews were saved on Microsoft
Office Word 2007 and the Nvivo version 8.0 softwpregrammes. All files were backed up on

the researcher’s personal password-protected ce@mpatl on a removable drive (USB). Nvivo
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version 8.0 was used as data management systefarandial open coding analysis because the
researcher felt familiar with this version as slael meceived training from experts in the ICT
department of the University of KwaZulu-Natal. Theflective journals of the research
participants were stored in a locked cupboard tachvlonly the researcher and research
supervisor had access. All forms of data will remstored in a password protected computer and
external hard drive or a locked cupboard that essible to the researcher and supervisor only.
All data will be destroyed five (5) years after qaetion of the study by shredding of reflective
journals and hard copies of transcribed data. Tlketrenic versions of the transcribed data
yielded from the FGDs/reflective discourse sessiba,in-depth individual interviews and field-
notes and audio files of the collected data willdedeted from the PC hard drive and external

USB drive and deleted from the PC'’s recycle bin.

3.12 RESEARCH ETHICS

Ethical principles and good research conduct gaildorms of research. Burns and Grove
(2010) assert that nursing research inquiry isamby hinged on the researchers’ expertise and
diligence in endeavoring with the research study,diso on honesty, integrity and good ethical
practice. Terreblanche, Durrheim and Painter (200&ntain that fundamental ethical principles
are essential to protect the welfare of the resepasticipants and to ensure credibility in the
research process Botma, Greeff, Mulaudzi and Wr{@@10) also emphasize the use of ethical
principles in guiding the research study from tbaaeptualization through to the dissemination
of findings, stressing that all aspects of reseanch only data collection should be aligned to
ethics. Against this backdrop, research ethiceweaintained in the following manner in this

study.
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3.12.1 Institutional and Gatekeeper Permission

Following the development and presentation of ttopgsal to the School of Nursing, University
of KwaZulu-Natal, institutional permission and ethi clearance was obtained from the
Humanities and Social Science Ethics Committee haf University of KwaZulu-Natal in
November 2009, ethical clearance number HSS/071¢5@@ Appendix 7A). Following the
onset of the study and data collection and analgsise-application for an amendment to the
study’s title was made to the Humanities and Sdgétaénce Ethics Committee of the University
of KwaZulu-Natal. The amendment to the title wagpraped with ethical clearance number
HSS/0719/09D (See Appendix 7B). Gatekeeper peramsgias obtained from the Provincial
Department of Health, KwaZulu-Natal and from thesfital managers of the two district level
hospitals that were being used for the study. T@inbgatekeeper permission, a meeting was
established with the relevant manager and the spudiocol was discussed at the face-face
meeting. This allowed for clarifications to be maded a more open discussion on the
envisioned study. Following the relevant gatekegpemission (See appendix 8), a similar
information sharing meeting with the nursing mamaget team of the maternal and child health
units (i.e. midwifery units) was established. Fallog buy in and commitment from the
department management in terms of the sustaineibssswith the sampled nurse practitioners
and the nature of the research process, an infamaating was held with all nurse practitioners
working in the maternal and child health units. sThilowed for questions, clarification and

recruitment of the participants for the study.

3.12.2 Ethical Principles

The core ethical principles of research were maiethin the following manner:
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Respect for persons The participant’s right to self determination wasintained throughout

the research. Participants were informed that baglythe right to withdraw from the study at any
time without penalty and that their participatiamdacontribution or the lack thereof in the study
did not in any manner of form have any implicationa their working environment.

Confidentiality : The nature of data collection through the useooti$ group discussions, which

served as reflective discourse sessions, poseckat tfo internal and external confidentiality of
the members of the FGD. Tollich (2009) notes thatriature of FGDs cannot guarantee absolute
confidentiality, especially when participants arawdn from the same organization (as is the case
in this study). One way of mitigating this threaaswestablishing group norms or rules in terms of
how sensitive information would be handled and pnéwvg nurses from discussing information
outside the group. This was an important aspecthvtdiscouraged nurses from falling prey to
the temptation of gossiping, which may have beemngt especially when participants are from
the same social network (Tolich, 2009: 100). Thiormation sheets and related informed
consent (See Appendix 9) explicitly highlighted sthas a threat to the participants’
confidentiality, so as to create full disclosurepafssible threat for the participant in terms of
their participation in the study. The informed cemisalso had a contract that stated the above

threat and that participants’ agreement in theystdahoted their acknowledgement of the above.

Beneficence and Anonymity The well being of the participants was maintaittledugh use of

a private space for the FGDs and CoP meetingsiciparits were informed that all information
was confidential and that no names would be usebdrprocess of analysis, as all information
was aggregagted for a common meaning. Participasts also informed that they did not need

to mention their real names in the FGDs, but coslel a pseudonyms if they preferred.
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Threat to beneficence Due to the qualitative and enquiry nature ofshely, there was a risk of

exploring unresolved feelings which might have apbe participants (i.e. issues of moral
distress if the participants were HIV positive @ieated by HIV). In such a case, the researcher
who is a qualified nurse with experience in HIV/Aidelated care and counselling with
experience in HIV/Aids relateted research, would her judgment and provide counseling and
refer to another support if necessary. Howevernguthe prolonged time of data collection, a
trust relationship developed between the researghdrthe participants which created a safe
space for open discussion of personal informatang therefore there were no incidents of

participants becoming extremely upset or needingseling.

Principle of Justice Selection of research participants was fair anekctly related to the study.

None of the participants were known to the researtt avoid selection bias. Due to the trust
that was established and sustained in the devedpaPs, participants were informed that they
had the right to indicate the extent to which dartaformation could be used (e.g. instances of
disclosure of own or family members HIV status)riDg the feedback session, which served as
member checking exercise, participants had the rypioy to withdraw any information or
excerpts they were not comfortable about usinghi@ tesults of the study. None of the
participants from either site withdrew any informatand they all validated that the meaning of
the information was correctly described. All tapearded FGDs, in-depth individual interviews
and reflective diaries were used for the purposkeshe data analysis only. To maintain
anonymity, participants were not required to lathedir reflective diaries with their names to

ensure that data cannot be linked to a specificggaant.
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3.13 CONCLUSION

In this chapter the mechanics of the research stutlyregards to the research approach and its
related philosophical underpinning was presentetljastified. The research design of grounded
theory was discussed in relation to the two dontirezhools within the grounded theory
approach, and the Struassian version, which wadogewb in this study, was presented. The
research setting, description of the sample aligiweg@rinciples of theoretical sampling was
presented, together with the various techniqueddta collection. The Straussian version of data
analysis was discussed in terms of the three unstages of open, axial and selective coding
was presented. Lastly issues of qualitative rigoterms of the trustworthiness of the research
process were explained. Data management and thealetbrinciples and considerations

maintained in this study were also discussed.
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CHAPTER FOUR

PRESENTATION AND ANALYSIS OF THE MAIN FINDINGS

4.1 INTRODUCTION

This chapter will present the key findings of thady. Based on Strauss and Corbin’s (1990)
technique of data analysis; the use of open anal arding was used to create meaning to the
empirical data that was collected through varimchhiques, namely FGDs, individual in-depth
interviews, reflective diaries and field-notes doanted by the researcher. Open coding allowed
the researcher to fracture the data, which allothedoroperties and dimensions of the emerging
subcategories and categories to be identified. Sdwnd step of data analysis, referred to as
axial coding, involved putting the fractured datack into meaningful units. The use of the
paradigm model presented by Strauss and Corbir0jitabled the depth and dimensions of the
data to be uncovered. This was achieved by linkimg subcategories and categories in a
systematic manner, so as to understandpttenomenonin terms of thecausal conditions or
antecedents the context within which the Communities of Practice (CoPs)evestablished; the
action and interaction strategiesthat took place in facilitating the emergence oCaP of
critically reflective HIV nurse practitioners; theintervening conditions and

outcomes/consequencesihich also contributed towards the developmernhefCoPs.

The categories, subcategories, properties and giomen that were derived from the data
analysis, emerged from the participants’ actudedtar narrated words or phrases that they used
during the reflective discourses, in depth intamgeand/or from their reflective journals. Further

to this a collection of concepts, phrases or lab&ls also created during the researcher’s initial
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engagement of technical literature, which encomgzhgsofessional and disciplinary literature
that was used familiarize the reader and the rekearto the critical phenomena of interest in
this study. The latter form of naming and labelthg codes is known as literature derived

concepts (Strauss and Corbin, 1990).

During the collection of data, the researcher olestand noted the nuances (such as the isiZulu
phraseNazo, which is suggestive of agreement), the body lagguguch as folded hands,
denoting distance from the group dynamics or frognétc) and gestures (such as long sighs,
laughing, crying, and..or err which indicates a pause in the conversation) efgarticipants

and these have been placed in parentheses ( huhihitranscript.

4.2. SAMPLE DESCRIPTION AND REALISATION

Two district level hospitals from the province otwKZulu-Natal were purposively sampled for
this study. A fuller description of the samplingppedure and rationale for the use of the settings

is described in chapter 3.

The sample in Hospital A was made up of 8 registenerses and midwives, all of whom had a
minimum qualification of a national diploma in gealenursing and midwifery. The highest level
of qualification within this group was a BacheldrMursing. The average number of years of
work experience as a nurse practitioner was 17a8syeanging from 6 to 34 years. The ranking
or the work positions of the participants rangemhfrprofessional nurses to zonal matrons (i.e.
management positions). Participants sampled froapited B included 10 nurses, all of whom
were registered nurses and midwives and, similahéorural site, were also qualified with a

national diploma in general nursing and midwiferie highest qualification in this group was a
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Masters degree in nursing. The average numberafkygorking as a nurse practitioner was 22
years, ranging from 12 to 36 years. Similar torthr@l hospital, the ranking or the work positions
of the participants ranged from professional nutsegonal matrons. Table 3 depicts a fuller
picture of the participants from the rural and urlsatting, in terms of the demographic variables

captured for this study.

Table 3: Description of demographic characteristicof the participants

Participant | Age # of | Designation/Position| Highest post| Description of | HIV
# years school work related
as qualification | setting/unit training
nurse
RURAL
1 49 28 Registered Midwife | Diploma in| Hospital PMTCT
Operational ManagerGeneral inpatient ward | workshop
for Labour Ward Nursing and (labour and
Midwifery delivery ward
2 38 13 Registered Post  Basid Hospital Basic
Advanced Midwife| Advance inpatient ward | HIV/Aids
and Second in chargeDiploma —| (labour and Counselling
of unit Midwifery delivery ward) | & PMTCT
workshop
3 28 10 Registered Midwife | Diploma in| Hospital Basic
General outpatient clinic| HIV/Aids
Nursing and (antenatal Counselling
Midwifery clinic) workshop
4 29 6 Registered Midwife | Diploma in| Hospital Basic
General outpatient clinic| HIV/Aids
Nursing and (antenatal Counselling
Midwifery clinic) workshop
5 37 13 Registered Midwife | Diploma in| Hospital PMTCT
General inpatient ward | workshop
Nursing and (labour and
Midwifery delivery ward)
6 42 18 Registered Midwife | Diploma in| Hospital PMTCT
General inpatient ward | workshop
Nursing and (labour and
Midwifery delivery ward
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7 46 22 Registered Midwife | Diploma in| Hospital Basic
General outpatient clinic| HIV/Aids
Nursing and (HIV/AIDS Counselling
Midwifery Wellness) and
PMTCT &
ARV
workshop
8 58 34 Registered Midwifg Bachelor of| Zonal Manager Basic
and Zonal Matron for Nursing for all | HIV/Aids
Maternal and chilg midwifery and| Counselling
health dept women and & PMTCT
child health| & ARV
units workshop
SUMMARY INFORMATION- RURAL PARTICIPANTS
Mean Age in Year 41 years
Range of Age 28-58 years
Average number of years working as a nurse 18 years
Range of number of years working as a nurse 6-34 years
HIGHEST LEVEL OF EDUCATION
* Diploma in General Nursing & Midwifery | n= 6 (75%)

» Post-basic Advanced Diploma in Midwifery
» Bachelor of Nursing

DESIGNATION/POSITION

« Professional Nurse/Regsitered Midwife
e Unit Manager
e Chief Professional Nurse

DESCRIPTION OF WORK SETTING/UNIT

Labour and Delivery Unit

Antenatal Clinic

HIV/AIDS Wellness outpatient clinic
Management- All maternal & child health units

PREVIOUS HIV RELATED TRAINING

» Basic HIV/AIDS Counselling training
* PMTCT training
» Basic ARV Therapy training

n=1 (12.5%)
n=1 (12.5%)

n=5 (62.5%)
n= 2 (25%)
n= 1(12.5%)

n=3 (60%)
n=2 (25%)
n= 1(12.5%)
n= 1(12.5%)

n= 5(62.5%)
n= 6 (75%)
n=1(12.5%)
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URBAN

1 60 35 Registered advancgdPost Basig Zonal Manager Basic
Midwife and Zonall Advance for all | HIV/Aids
Matron for Maternal Diploma  -| midwifery and| Counselling
and child health dept| Midwifery women and and
and Bachelor child health| PMTCT,
in Nursing units pregnancy
options
counseling
and ARV
workshop
2 47 26 Registered AdvancedPost Basig Hospital PMTCT
Midwife and Unit| Advance inpatient ward | workshop
Manager Diploma  —| (labour and
Midwifery delivery ward)
3 34 14 Registered Midwife | Diploma in| Hospital PMTCT
General inpatient ward | workshop
Nursing and (postnatal )
Midwifery
4 34 22 Registered Midwifg Post Basig Hospital PMTCT
and Unit Manager | Advance inpatient ward | workshop
Diploma -| (postnatal )
Midwifery
and Bachelot
in Nursing
5 52 17 Registered Midwifg Post Basig Hospital Basic
and Operationa Advance inpatient ward | HIV/Aids
Manager Diploma - | (labour and| counseling
Midwifery delivery ward) | and
and Masters PMTCT
Degree in workshop
Nursing
6 49 12 Registered Midwife | Post  Basig Hospital Basic
Advance outpatient ward HIV/Aids
Diploma —| (antenatal counseling
Midwifery clinic) and
PMTCT
workshop
7 49 25 Registered Midwife | Post Basiq Hospital Basic
Advance outpatient ward HIV/Aids
Diploma -| (VCT and ARV| counseling,
Midwifery clinic) VCT
and Bachelof PMTCT
in Nursing workshop
8 62 36 Registered Midwife | Diploma in| Hospital Basic
General outpatient ward HIV/Aids
Nursing and (antenatal counseling,
Midwifery clinic) VCT and
pregnancy
options
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and

PMTCT
workshop
9 46 19 Registered Midwife | Diploma in| Hospital Basic
General inpatient ward | HIV/Aids
Nursing and (labour and| counseling
Midwifery delivery ward) | and
PMTCT
workshop
10 39 13 Registered Midwife | Post Basig Hospital Basic
Advance inpatient ward | HIV/Aids
Diploma —| (postnatal ward) counseling ,
Midwifery VCT and
PMTCT
workshop
SUMMARY INFORMATION- URBAN PARTICIPANTS
Mean Age in Year 47 years
Range of Age 34-62 years
Average number of years working as a nurse 22 years
Range of number of years working as a nurse 12-36 years
HIGHEST LEVEL OF EDUCATION
Diploma in General Nursing & Midwifery | n = 3 (30%)
Post-basic Advanced Diploma in Midwifery| n = 3 (30%)
Bachelor of Nursing n =3 (30%)
Masters in Nursing n=1(10%)
DESIGNATION/POSITION
Professional Nurse/Regsitered Midwife n= 6 (60%)
Unit or Operational Manager n= 3 (30%)
Chief Professional Nurse n=1 (10%)
DESCRIPTION OF WORK SETTING/UNIT
* Labour and Delivery Unit nf3 (303/0)
e Antenatal Clinic n:2 (200/0)
« HIV/AIDS Wellness outpatient clinic n: 1(100/0)
¢ Management- All maternal & child health units n= 1(100/0)
+  Postnatal Ward n=3 (30%)
PREVIOUS HIV RELATED TRAINING
Basic HIV/AIDS Counselling training n=7(70%)

PMTCT training
Basic ARV Therapy training

n= 10 (100%)

n= 1(10%)
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4.3 THE RESULTS OF THE STUDY

The emergent categories and subcategories arenfgddeereunder under the constructs of the
paradigm model described by Strauss and Corbin0)19%he meaning units are presented in a
systematic manner of conceptualisation of the ph@Emmn; the antecedents, the context, action
and interactional strategies that were undertakenhe process of the emergent CoP, the
intervening conditions and outcomes of the emerdao® of critically reflective HIV nurse

practitioners.

4.3.1 Conceptualization of the process of establisiy Communities of Practice

Explained by Strauss and Corbin (1990), a phenoménalescribed as the main central idea,
event or idea that the action and interactiondedla or is directed at managing or handling. In
this study, the phenomenon, the process of estaiyisa CoP of critically reflective HIV nurse
practitioners, was described and understood iremifit ways and the meanings participants
attached to the phenomenon was different at eaadpe sof their development in becoming
critically reflective practitioners and becominghesive as the group dynamics and togetherness
of the participants in the shared space of the G@b/ed. The subcategories that emerged to

conceptualize the phenomenon included:

(i) A practice and learning communitybetter than being back at schoql(ii) A support
networkFeels like home...I'm with family here”(iii) Collaborative, and purposive driven
working to make a differencéSisonke...together we can’and (iv) a space that fostered self-

determination®staring to feel in control again...like a nurse agai

102



4.3.1.1 A practice and learning community “Better than being back at school”

As participants progressed in their familiarity hwitritical reflective practice, the CoP was
likened to a classroom and a space for active ilegrnEmerging from the data sources, the CoP
was conceptualized as a learning space, where Hdg/felated nursing practice experiences
and evidence was shared, and new learning of mlemarrent information was transferred
through co-constructed meaning of shared expergeand information. The excerpts presented
below reflect this.

“...it is where we can come and share and learn nefermation...that we use in how we
nurse...and it makes us to deal with HIV and Aigid...| enjoy this way of learning...it is like
we are back in school...” (Rural FGD, participant 6

“...being here has helped me to learn so much albig HIV....because when we come
here....sometime we are just talking about whapkapd to us...like while we was nursing....but
just from that we start to discuss issues from wiatshared...and by the end we have learnt
something important we can use for our practidke.bne day | was just sharing about this one
couple...err...saying the man is in denial...buinir that we started to learn about window
periods and HIV testing and this err....I think sagy it like discordant couples....so | like how we
learn new information like this....” (Urban FGD, pga&ipant 8)

Moreover, the approach of learning was expresseithdyarticipants as being more meaningful
and appropriate in applying the learnt informatiompractice. It also emerged that the CoP was a
space where they could catch-up with learning tivay otherwise would not have received, and
special mention was made to the expanse of HIViegldearning on clinical policies and
psychosocial issues that were shared in the CaoRimgaspace. The selected extracts presented
below reflect this.

“when we come here err...maybe with some questioiy®ur mind...then you leave knowing
how you are going to make a difference in the wdrdias not sure about so much like with the
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treatment for the ARVS...err...even when it comeswothe drugs should be given like we had
this question about the Truvada...so it was good ameechere....all of us spoke about it then in
the end we had these papers telling us about thgsdr.so you leave feeling like you got the
right information...and when you are now alone in ryaard...you know what needs to be
done...so | liked learning like this...we could eohrere and make up our own topics for our
needs....” (Urban-FGD, Participant 4)

“Participant 10 ...I think this space is better thdearning in school (laughing from
everyone)...ja...you know in the classroom...you aretqustht from the text book...I like this
learning we get from this group...yabongb( se¢ everyone shared what happened to them and
how they changed it...so it makes the informatioa fi#al...because we all know about the
examples that we are sharing here...Participant 10 is.good to be learning like this..i know
for me...if | was not coming here...I was not gaiaghave learnt all this information...because
for some of us...we don’t have the opportunity ¢o sgudy more...or we miss the hospital
training...” (Urban-FGD)

It also emerged from the participants that thenieay space of the CoP created an organic
practice environment where authentic HIV/Aids rethhursing issues could be shared. Having
the opportunity via the medium of reflective distsmito openly share real-life practice stories,
lived experiences of working in the context of His and resources and ideas that may have
been tried and tested by the other members of thEe ®as noted as a meaningful and
appropriate attribute of the CoP in engaging theigpants in an authentic way of learning
about HIV/Aids. Some excerpts of the participardterthe following;

“...1 think that this is such a new and nice wayledrning about something...you know if you go
to school you will just be learning from a text kabout issues about HIV/Aids...but some of it
might not be like related to what we are challengeth...so | like how we come and share our
own stories of what effects us in the wards and kevdeal with it.... “(Urban individual
interview)

“...it makes the learning real...because when sames telling their experience...and then
maybe someone give you some advice for a problammjight have come to the group
with...err...then | can say oh...what she is tgllme is going to be useful because we are all

seeing the same kind of patients and working irséimee place...so the learning is also about our
own real-life problem...” (Rural FGD patrticipant 6)

It also emerged that the CoP was seen as a spa&edwledge transfer and sharing and was

referred to as a “resource hub” where evidencermméal practice through active learning and
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mutual engagement of all participants was fosterédis was regarded as a cardinal
characteristic in the learning trajectory of thetiggpants in not only developing skills in critica
reflective practice and HIV/Aids related informatjdout participants also noted that the climate

of the CoP cultivated lifelong inquiry focused nags The excerpts from the data reflect this.

“because we all come and share here...it has opengeyes on how to use information in the
way | nurse...and that was a positive learning disin have grown with in this group...”Rural
FGD, participant 8)

“...1 use the new information that we get from tgi®up in my practice..... like | can share one
example...when we were discussing the different drggsit was discussed how the HB of the
mother must not be very low because it affectgftere is on this...so in the wards | make sure
we check the patients iron levels ....so it is dagyse the information in our practice...because
we come here and exchange information with oneh&notsome even come with the information
like a article or documents...and it makes the hé@g we do here more err....like in-keeping with
what we do in the ward...” (Rural FGD, Participa8}

4.3.1.2 A support networKFeels like home...I’'m with family here”.

Emerging from the data it was evident that throagktained contact and familiarity among the
participants, the CoP space was characterized a&sipgort structure, a platform where
participants could come and openly reflect on eomatily charged issues which caused
emotional exhaustion and stress in working with Hids on a daily basis. Participants
described the CoP space as a family, where diffexperiences could be openly discussed and a
source of comfort, advice and support was offefée:. following extracts highlight this.

“...I sometimes wait to come here for our meetingst..being together gives you that energy
that you need...err...and to share with my sisgemie of my challenges...it makes you to feel
lighter when you leave here...so we support one a&nolbere too...” (Rural individual
interview)

“...I can say that | depend on coming here nowcah’t do without out our meeting...just to
come and unburden...we even exchanged our telephombers...because some of the thins

with nursing and especially with HIV...it make yfeel down...and to feel so depressed then you
just want to share with someone ...even your owmilyaat home don’t understand sometimes
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about what we face... but here we are one familymesof us we can even come here and
cry...and we can get that support and advise to détdl your problems...” (Urban individual
interview, participant 8)

The data sources also revealed that the CoP wasepmalized as a support space for best
practice. Apart from the emotional support partéeifs received from the social network of
learning and participation in the CoP, it was atxted that participants received support in
aligning themselves towards better practice. Thenapss, trust and friendship that was fostered
within the CoP learning and sharing space, createldnate wherein participants were open and
honest in discussing prejudicial and stigmatizimdpdviour and action towards patients living
with HIV/Aids. Moreover, the supported network diet CoP also fostered experimentation of
new ideas and allowed room for making mistakes.fdbhewing selected conversations from the
reflective discourse highlight this.

“Participant 9: ...l want to share something...& something that | feel and | know that it affects
my behaviour as a nurse....err...you know when | raimsing these women (referring to
patients)...and especially when | see this rashthmm...yabona’...they get this rash on their
body...so | just feel sick myself to be touchirgth.so | know that this it affects how | see the
patient...because even if they say something toimsede me | just say...cha’(NO) these women
they are asking for this disease...now we mustdesgl... Participant 4...ja...I know what my
sister is sharing...because even me sometime Fgaestike that....but then | think of how they
must be feeling...so | just ask myself where sttioughts in me coming from...err....you know |
think that sometime we are still afraid of gettthgs virus...so we just act like this...because we
too are scared... (Urban-FGD)

“..we also get support in how we nurse...becausangeone here...then you can come and share
your ideas...or talk about things like sometimestakies in how we nurse happen...then you get
that support here...you don't feel so isolated lii@v it was before...and it helps you become
better...because you know that even if you triedetsbing and it is not right...you get advice and
we all share and talk about....” (Rural, participiB)

It emerged from the findings that the supportivarelsteristic of the CoP also extended to the
co-construction of HIV/Aids related practice knoddee. Participants noted how the supportive

environment of the CoP gave them the opportunityedhemselves without having the pressure
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of being seen as the custodian of all practicetedlanformation. Noted in the reflective
discourse, participants shared that the familiaatpong one another created a space for
engaging and experimenting with new ideas on HIW#Airelated nursing practices. The
following excerpts presented below highlights this.

“...you get so much support from the other nursesur group...you feel like yourself...you don’t
have to try and be something else...where you taaet like you know all the information...”
(Urban individual interview)

‘...you feel comfortable to even make mistakegantfof the others...because we are here to
grow and there is no....barriers with us...so et@mrome and share something new that maybe
you want to try....and to get the opinion of thieeos...it is supportive and it encourages you to
try and do something different in how we nurse.l.san say with being in the group and getting
that support...| feel more confident in trying nelnngs in my practice....” (Urban FGD,

participant 6)

4.3.1.3 Collaborative and purpose driven workingSisonke...together we can!”

Emerging from the data, it was expressed that thié Entributed towards a collaborative and
unified practice of nursing. Participants accouriteeir new way of working together to solve
commonly shared HIV related problems as being aacieristic of the learning and interaction
within the CoP. Participants used the expressi@isonke”, an isiZulu term which denotes
togetherness, to refer to the shared interactibtiseoCoP and the bond of sisterhood which had
been created in the context of nursing HIV/Aidseifmew found way of working together was
a common thread that emerged and they likened ‘iuBuntu”, a term denoting community
spirit. The following selected excerpts presenteld highlights this.

“‘we come together as a group..and we work towanasking a change in our
units...err...because as we are together...we cakena difference because we are all working
towards this common goal...yabona’ iSisonke...@hee come together in this spirit of

togetherness...because we want to make a differeandeow we nurse...” (Urban FGD,
participant 1)
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“Participant 7...we are like this big family...errand as we have started to grow and learn in pur
nursing...err...i can say there is more unity inassnurses...we want to go out there in our wards
and make a difference...Participant 1you see how amne one like this uBuntu in our
community...we are this same family here...and rgeuaing all our efforts together to work to
make a difference...” (Urban-FGD)

Data sources reflected that the, camaraderie anm@ngarticipants created a greater work ethic
and desire to move forward in ways to bring aboduhnge in their institutions regarding
HIV/Aids practice. It was noted that this camaraeleontributed towards the development of
inter-collaborative working relationships with otheembers of the multi-disciplinary team and
that the collaborative approach empowered the quaatts to take control of their nursing
practices. They were able to reaffirm their rolecafe provider, and the space of the CoP
became synonymous to a platform for administeraig treatment to patients in the context of
HIV/Aids nursing care. The following excerpts prated below highlight this.

“...I can say because we came together in this growe were able to get that confidence...and
you get that control again to be a nurse...to dagkireatment for our patients...and to take care
of them....so you learn how to be part of a groap...not only in this group but how to work
with others in the hospital... to speak out fomfs we could see were not going right ...like
having meetings with different teams of the hospitanake sure we make a difference for our
patients...’(Urban, FGD, participant 1)

“...when you approach other people because youratealone...like you are in a group...so it
makes it easier for your voice to be heard....adchange to happen soon...it was also easy for
us to get information...like how we noticed thig ¢@sting kit was just giving us a problem...so it
was easier to approach the PMTCT co-ordinator ahdre our experiences...so that something
can get done...so if it wasn't for the group...waes going to be alone...and not strong like when
we are now like this...” (Urban, FGD, participan0}L

4.3.1.4 A space that fostered self-determination dnself-reliance“staring to feel in control

again...like a nurse again”.

It emerged that participants saw the CoP as a splich fostered a transformed way of nursing.

Participants acknowledged that the culture of leayninquiry and support which underpinned
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the CoP gave rise to a new self determined waytHeir nursing practice in the context of
HIV/Aids. It was noted that the identities of paipiants matured and transformed parallel to the
continuum of the learning trajectories of criticaflective development which occurred in the
the evolving CoP. Expressed in the reflective disses, it was noted that a deeper
understanding of self was illuminated through tfeadjue and discovery of hidden assumptions,
beliefs and values regarding HIV/Aids and nursifige following selected excerpt illustrates
this further.

“....I can see in how I think...and how | see miigsagain...I can say | have taken charge of my
nursing again...before...I used to feel so overwiaeel...you know err...i used to feel so lost and to
think sometimes....if 1 am still doing the nursihgvanted to do when | first started my
training....err...now | have taken charge of hopractice again...and | feel confident...because

as | was growing in this reflective practice...lubd see that even how | think and work with the
rest of the group was changing....” (Rural indivadunterview)

“...err...when we come and share...you even stadee things about yourself...and how we are
towards people with this HIV...and even in mysklfan say that | am feeling changed...how |
used to nurse is different now...err...if | can #aat | can see that | look at the bigger pictui..
how | can help as a nurse...and even together giap...I can see we are more in control...we
don'’t let the problems take over us....” (Rural F@Brticipant 6)

Another attribute that was noted from the partinoisawas that of a professional identity that

grew over time within the CoP space. Participamske of the learning that the CoP had

cultivated and how it had led to self actualizatasriearning outcomes, such as critical thinking

and skill development. For example, many of thesayparticipants had not been familiar with

the use of computers prior to their engagemertienGoP. This fostered an identity of self worth

and empowerment in terms of their identities asi@@ and their professional development. The
selected excerpt presented below highlight this.

“....learning new things like how to use the congputand how to read these documents and
even my thinking it has changed me...I can nowlse®alue in learning....to grow...before even
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when we did this in-service training on things IRMITCT counseling in the hospital...err....like
it was part of the in-service training...but it didbt make much of a difference in our nursing
practice...but now....I can say we have this skihis it makes you to feel different of how you
think...” (Urban FGD participant 5)

“...being in the group helps you to change you amiese...before it was like you feel ashamed of
nursing...even your neighbours who know you aresingt..it was like you are beneath
them...especially because of this HIV...because tisethis shame that comes with it....and now
you too get that same feeling...because you areonfident in what you know...but now...we
come here...we grow and learn from one anotheeneaww things like how to do this group
discussions....and the reflection...it changed ythinking of being a nurse...now you are
proud....again to be a nurse....because we arenggpin what we know...” (Rural individual
interview)

4.3.2 Antecedents for establishing a CoP

In their discussion of axial coding, Strauss andb@o(1990) explained that an antecedent is a
set of conditions which can refer to events, inetdeor happenings that give rise to the
development of a phenomenon. Within this study, tategories emerged from the data which
described the conditions that gave rise to the rieedstablishing CoPs of critically reflective
HIV/Aids nurse practitioners. These categoriesuded the (i) external domain, which described
the challenges that occurred within the environ@leot workplace setting, and (ii) the internal
domain which described the emotional challengestamdens experienced by the nurses which

fuelled the need for the CoPs to be established.

4.3.2.1 External Domain: Work Structure. This category described the challenges experienced
by the participants within their work environmentiah led to the need for the establishment of
a CoP. The subcategories that emerged from thdarddtaled: (a) the changing nature of nursing
in the dynamic climate of HIV/Aids; and (b) the twuk of working in isolation and the need for

the supporting structure of the CoP.
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The changing nature of nursing in a climate of HIVAids. As evidenced from the data
sources, one of the driving forces behind the distabent of CoPs of critically reflective HIV
nurse practitioners was the changing nature of imgrsParticipants shared that they are
increasingly challenged to function at a level beytheir preparation and training. Furthermore,
participants noted that the recent changes in tioégrand function as nurses and midwives are
due to the changing naturemmiblic health as a result of HIV/Aids.

“...we are being challenged from all sides...and eveng is about this HIV and

AIDS...hai...we are just feeling like we can’t cope..edome you don’t know if this is the
nursing we trained for...because so much as chanflédian,FGD,participant 2)

“...we are seeing so much of new things in our ngrsierr...now we have new programmes
like this PMTCT programme....so we can see howaeras a nurse is also changing...because
now the focus is on HIV....in all the whole hospatadl all the nurses...we are just treating HIV
everywhere...” (Rural,FGD, participant 6)

The data revealed that a key attribute to the ehg#s the participants experienced was that the
training they received outdated in relation to tuerent situation. It emerged that because the
participants had done their basic training sewgeals ago and were not au fait with more recent
practices, they experienced feelings of uncertaimtierms of their practice which resulted in
constant second guessing, especially in HIV intaieas such as the PMTCT programme. This
is depicted in the selected excerpts presenteavbelo

“...we are always feeling uncertain about what we adoing with this PMTCT

program...because we are not sure about what is right treatment...we keep second
guessing...”(Rural, FGD, participant 5)

“I...find it very difficult...things we hear about @mew to us...we never covered them in our
training...one wonders all the time whether the waynarsing is what should be really done for
these patients...” (Urban, FGD, participant 4)
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To illustrate the gap between what they had learrtheir training the current demands as a
result of the disease profile, participants gavedhample ofintenatal care given to a pregnant
woman. They compared the very basic and standdeshatal care that had been trained in with
the care that that they are now expected to prowitl@n the current context of HIV/Aids. The
dynamic changes in nursing care now include havinglo new HIV related tasks such as
assessing the patient’'s or the infant's CD4 leeelshe PCR levels (i.e.HIV viral load value).
Participants noted that they felt uncomfortablefqrening such tasks as they did not know how
to interpret the results or how to act on them. Sélected excerpts from the data illustrate this.
“...what we are seeing in midwifery is something nevhen we did our training... at six weeks
check up...we only did a physical assessment of titkemand baby and give the baby’s
immunization...hailgud sigh)but know we have to check the mother for her CD4.sand her
for ARVs...there is also the baby and the PCRs t. tathese are all new things...we never had

training for this...you also don’t know what thesesulés mean...so even if the mother asks
you...what do you say to her...” (Urban-FGD, Participdn

“...how I nurse now is very challenging...it is diffete.what we learnt in our training has all
changed... | started nursing in 1982 or 83... withthls new changes like this program for
PMTCT, you find that every time the doctors or tenagement send us these new memos and
we have to know what to do” (Rural-FGD Participa)t

In addition to recognizing the evolving nature afrsing in light of new disease profiles and
renewed care and treatment strategies to address tihanges; the data sources revealed certain
properties which described the plethora of chaksngxperienced by the participants,
themselves. The analysis demonstrated that it wagcoount of these challenges that the need
for a CoP was evident. These challenges includethddequate preparation for the changing

role; and (ii) pressure to cope with an informedisty.

Inadequate preparation for the changing roleEmbedded in the changing environment of
nursing, the data revealed that the participanpeeenced a feeling of being “thrown in the deep
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end”, since they felt inadequate, reporting thaythad neither the skills nor supervision to
respond to the demands of nursing in a fluid pubkalth context. Participants’ feelings of
incompetency in making informed clinical decisiomas an underlying discussion thread that
emerged from the data. As a result of inadequateviedge and training in HIV/Aids issues,
participants were unable to recognize the clinieakoning behind their actions, such as the use
of AZT as a prophylaxis in the PMTCT programme.sTisiillustrated in the following excerpts:
“...we are just expected to cope...we are not evendaskee know what needs to be done, we
just get told you must follow this new memo... wedaogvning in the wards... we have much
more patients...over and above...we must also knathisllatest HIV information...I am really

feeling it...it is like someone pushed you in tleepdend...we are drowning...”(Rural FGD,
participant 6)

“...there is so much we do not know and we are pcaxi..we all are just guessing with what
we are telling the patients what to do.” (Urban FGarticipant 7)

“...we are just doing things routinely...even myselbInot know what is the reason behind the
things we do...like with this AZT...I do not know wWigytmust take it 3 hourly and when to start
it...1 have learnt now that it is a prophylaxis ftwetmother...so at least we can put some reason
into our practice....” (Urban FGD, participant 5)

Having to cope with the influx of policies, guide#is and treatment protocols underpinning

HIV/Aids emerged as another challenge. An inabiidykeep updated on the numerous changes
to national health policies and guidelines thatarpthned the participants’ nursing practice,

compounded by their lack of preparation in beinkg ab translate the information borne in such

policies as the current PMTCT policy, further illuvated the challenge participants were

experiencing and the need for a structure to supjp@ nurses in the changing culture of

HIV/Aids clinical practice.

“...there are so many policies, or what do they saypeactice guidelines...there is the PMTCT
one...then there is the infant feeding one...we alse bae for adults and ARVs...and this one
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of PMTCT...Cha’ it changes all the time...but no tnagihai...we are just expected to
cope...with no training” (Rural FGD, participant 3)

Aligned to the changing nature of policies, witlesific reference to the PMTCT policy, it was
evident that the reflective discourse session eckatclimate of uncertainty in respect to whether
what they were practicing was aligned to the curirgormation reflected in guiding documents.
In addition to this, it emerged that frustrated thg lack of guidance on what to align their
practice on, participants felt increasingly overlmiied with the corpus of information. The
selected excerpts presented below are evidentesatdncept.

“... change is good... we too need to know what ix&#y that our patients must follow so that
we can help with this HIV, but it becomes verythatsng and challenging for us... there is so
much new information...and there is no place you ganto discuss these”(Urban FGD,
participant 7)

“ there are new memao’s or guidelines discussedhatmeetings we go to...you end up feeling
lost, and confused with all these changes...so maagrammes...and we are nurses are

expected to know all the new information...you endbeipg alone with this struggle...there is
no one to go to....”(Rural FGD, participant 2)

Data analysis further illustrated that participafeis increasingly isolated, having no source of
support in terms of a space to discuss and intateogew information to create meaning of the
new changes and apply it their practice. Partidgpamoted that the overwhelming amount of
change to guiding policies also challenged otheathecare professionals, who were equally
perplexed about certain treatment guideline chanfesy highlighted the need for a CoP where
new developments can be shared and where colldetiveing can be promoted. The following
selected excerpts from the data sources illustindge

“ If we can come together like this to share antk tabout what we are going through...like

some of the challenges... this PMTCT is changinghalltime...we need to learn about it...to
discuss how we can apply it to our nursing...”(RUaD, participant 6)
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“...even some of our doctors are confused about wkatment plan to follow...like we had this

doctor ...she came to work in ANC (referring to théeaatal department... she instructed us to
not issue the AZT to the patients if they are en RMTCT program...I don’t know she was
saying it is a new criteria...so we stopped for akmumtonth....HA! when the usual doctor came
he was angry ...because we were not supposed tthato. even some of the doctors are
challenged by this changes in the drugs and whdbta” (Urban FGD, participant 6)

While participants were sharing experiences withi& FGDs, it came to light that because of
their inadequacies in terms of preparation ancdhitigi and lack of knowledge on current
practices as per the revised guideline such a®MECT policy, they resorted to habitual and
routine ways of nursing as a coping mechanism. [&ible of experts to consult regarding HIV
treatment and the increased workload further comg@ed the problem. Selected excerpts from
the FGDs are presented below in evidence of this:

“...what for me is a concern is all these policieslamanges with PMTCT...because we are not
trained for this we don’t know what to do...so for hzan say that at times we just follow one
another...if | can share about the issue of this owain called Truvada...so no one knew for
sure whether we must give it during labour or paoslivery...everyone was saying different
things about this particular drug...so we just éo¥l one another...l just follow what the others
are doing...it is the only thing we can do...where muestgo to find out if you are right or
wrong?” (Urban FGD, participant 7)

“...there is no place to find out what these druge &or...you will just look stupid to go and
ask...it means what have we been doing...there iagu&t even some of our interns are learning

from us....so what does it say reallidng sigl) ...it is easier to follow the chart of the previous
day and just do the same routine.” (Rural FGD, papant 4)

The qualifications of the participants were varigith some having post graduate degrees in
nursing and others having the minimum qualificatmina diploma in general nursing and
midwifery. In addition, it also became apparentt th@ame participants had had the benefit of a
better education than others, and some had recénfednal training on HIV related issues,
while others had not. (Table 2 presentes a degmmijplf the sample). It was interesting to note,

however, that these diverse educational experientdke participants did not translate into
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better coping skills with regards to the challengesy faced in providing HIV related nursing
care. It emerged from the reflective dialogues #ilgparticipants were equally challenged by the
pressures and demands of working in the dynamictezonof HIV/Aids. Furthermore,
participants who had received further education taching related that the advanced nursing
training they had attended had not adequately pedpaem to deal with the changes in and the
management of HIV/Aids. The following excerpts ditate this.

“Participant 4...even some of us we have these degrdaut in the wards we are all the
same...we are all going through the same challengss there is no difference to have these
papers (eferring to qualifications/degreesbecause we all don’t know what we must be doing
for this program...Participant 7:me too | can alsoysanow that | even finished this
training...that classes it only gave us the basitoimation like about what is HIV...and
something about counseling...so here in the watds different problems with this HIV...so
others will think you have ama Degree you shoulckbewing more,..but it not like that...”
(Urban, FGD)

“...Ja’ I am still to finish with my studies at UNISA(laughs)...but that is not helping me here
with my patients...l have learnt nice things aboebties...and other things...but this things of

the drugs and the other HIV issues...they are comtglitin our practice....and my training was
not helpful to cope here...” (Rural-FGD, participady

Related to thisthe disempowered nature of the nurse practitiensgrged from the data. Due to
the lack of HIV/Aids training and information, p@ipants expressed feeling unable to practice
effectively in terms of patient care, such as etingathe patient based on current and
comprehensive information. It emerged that paréioip needed a space where they could access
relevant information as a supporting mechanismngroved nursing care. The selected extracts
are evidence of this.

“...sometime you know that you need to look somethmg.even it is a simple thing like to
check if the drugs are correct...some of our patié@sause they don’t disclose at home...so

they come with these pills in different containeo. ysu too are just lost not knowing what is
what...(Urban FGD, participant 2)
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“ you feel so helpless...like you are not in chargehts nursing anymore...before at least we
knew about the normal deliveries...all of this newgdr...this program we are supposed to know
all the things to do...but we have not foundation.traming...so it means you are just blindly
nursing....it makes you feel powerless..” (Rural F@Brticipant 4)

Pressure to cope with an informed socieBmerging from the reflective discourses, partictpan
described the pressure they experienced in ligimarfy of their patients who are well informed
about their HIV/Aids needs. Participants shared, thatimes, the informed patients had more
insight and knowledge of their HIV/Aids illness acare than they, as caregivers, did, which left
them feeling threatened and intimidated. Open actednformation from the media and the
many NGOs has made society, in general, more krigeléocused and driven. The data sources
also revealed that because there was so much iafmmavailable on HIV/Aids related issues,
it meant that patients no longer viewed nurseseasglthe custodians of their care or assumed a
submissive role in terms of their care and treatmatients were becoming more demanding in
what type of care they expected in terms of thermation they had gained from external
sources. This emerged as an additional challerrggadonurse practitioners to keep updated with
the HIV related information, so as not to seem rgnoin light of a well informed society. The
following selected excerpts highlight this.

“...they (referring to patienjsall heard the president’'s speech about ARVs @SADay on the
news... about them getting ARVs early...like if theys @Dstill high...err... so they come
demanding to get their CD4 levels checked and da shis treatment.... Hai...so you feel so
much pressure...one side it is all this duties tofatothis program...and then we have such
patients...they come knowing everything...” (Rural,F@&rficipant 3)

“....you feel like you must be always ahead of thieept..because we look so stupid inform of
them...some they even tell you....hai sister...this & Wie other...err like from the M-Plus

(Referring to a HIV NGQ are telling us...so you find you are under pressarglease the
patients...because they come ready with their fact@rtian, FGD, participant 6)
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Another factor that emerged in connection withitifermed nature of patients coupled with the
lack of knowledge and information on the part ofsas, was mistrust and a diminished nurse-
patient relationship. Participants noted that tindalance was evident on occasions when
patients who had been exposed to NGOs providing/Altl intervention programmes, would
inform the nurse of some crucial information thia¢ svas unaware of. Such instances caused the
participants to lose faith in their ability to furen as a professional nurse in the context of
HIV/Aids. The informed nature of the patient in gamction with the lack of knowledge on the
part of the nurses left them feeling uneasy andtetktensions in how the participants perceived
their roles as they felt as custodians of care; siuld be teaching their patients, rather than th
other way around. The following excerpts presemi@eunder illustrate this.

“you find that when you are with your patient aigy can see you are unsure about something,
like 1 could not give this one patient a properaps about this one ARV drug that makes your
feet itch... so she just said, okay this is whatlalg from the “M2M” program told me...so
even the patients can see we don’t know and it rgakefeel bad...it's like we are no longer
nurses... we should be the ones telling the patient®t.them telling us” (Urban FGD,
participant 4)

“...the patients...they can sense that we are cluelbsst some of these things...some will just

stop listening to you...thinking what do you know.y.tthen't believe us...they think we change
our treatment because we are confused about this.H{Urban FGD, participant 6)

It emerged from the data that the participants algmerienced a loss of trust within themselves
and a diminished professional identity fuelled Wit evident lack of knowledge. The
participants expressed how patients were abledadrsedeficits in their knowledge with regards
to HIV/Aids care and management and as a resukrgatwould not heed the advice given by
them. Patients’ disregard of their role as headtte providers caused the participants to question
themselves and their professional identities, rmgeof the value of being a nurse and the self

sacrifice involved in the profession. This is iliaded in the selected extracts below.
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“...sometimes when we tell the mother how to do cettangs...like taking the medicines... you
find at the next visit she just tells you...oh...I falbwed my neighbour or friend. Because they
don't believe us anymore...they can see we toccandused ...err...like with our nursing and
these HIV drugs...”(Rural FGD, participant 7)

“when we give group health education in the mogsin..it is like you are talking to yourself,
the patients they are not listening to you...theyknten they leave they just follow others way
of taking these pills and even with the babies feediing. There is no more faith in what we as
nurses are telling them, they think it is a joke.yso question yourself what is the use to do this
nursing...when you have to sacrifice your family ¢ohere yet they (i.e. patients) behave like
this....” (Urban FGD, participant 8)

“it is very distressing especially when the patgestart to not trust us anymore because we keep
changing what we say to them...”(Rural FGD, participé)

A culture of working in isolation. Emerging from the data, tHeagmented nature of how the
participants were working was seen as a challehgethey experienced and highlighted the
need for a supportive structure, such as a Cofyster a sense of collaborative nursing. It
emerged from the reflective discourses that theigy@ants felt that they were working in
isolation from other nurses, even although theyalbng to the same maternal and child health
department. Nurses in the neonatal units had n&imgrelationship with the nurses from the
antenatal ward or the labour ward in providing canty of care. Moreover, it became evident
that the main reason for this was that the nursiesisaway from engaging with their colleagues
in fear of peer judgment because they were awar¢haf lack of knowledge and skills.
Participants also noted that there was a lack gétteerness and partnership in how they were
currently working and this made it difficult forem to keep updated with changes and made it
difficult to work as a system in terms of new p@g affecting HIV care. The participants also
noted that working in silos further fragmented Wieoleness of care that was optimally aimed at
being provided to ensure aspects such as medicetimpliance for both mother and baby to
address issues such as decreasing maternal tati@mkiission rates. This is evident in extracts

displayed below.
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“I moved to the nursery in April, and before thiszhs working in ANCi.g. antenatal clinic So
when | started there, | did not understand mucthefroutine, because | could see that their way
here is different to what | was used to. So | camthat what we do in the ANC, it also affects the
mother after she has the baby, like how we givehbaith education and to tell her how to take
the NVP syrup when she has the baby, all thesgghian help her to adjust when she is on the
nursery side, because here everything is so fast. nesaybe she can get scared hearing all this
for the first time...so we can all work together hess we are see this mother at different
stages” (Rural,FGD, participant3)

“...there was this patient who came from quiet aatise...more than 100KMs to come and
collect formula ...so the this patient had receivieel wrong information...because she should
have went to the nearest PHC clinic..but the patveas advised from that clinic near her home
to come to us because she delivered her...she cam tothe postnatal ward to get another 5
tins of formula...this is not the correct proceduréese things make our job more difficult...we
have to educate the public and our own nurses whaat know the correct procedures...it is
because we do not work together...” (Urban FGD pédpant 7)

The fragmented nature of nursing and not providiatistic HIV related nursing care, emerged
as another key determinate for the supportive stracof a CoP. Participants shared how they
did not engage wholly with the patient and prowidenplete health care. One of the participants
noted that the pressure to make sure that the mmistandards of maternal care was completed,
compounded with their nervousness with the careti@adment they were providing due to their
own limited knowledge, caused a fragmentation iw lleey were nursing. They illustrated this
point by referring to what they called the “Shaégtisyndrome, wherein the participants felt they
were just ticking off checkboxes to show that esaéncare had been provided. During the
reflective sessions participants admitted to engagi this checkbox way of nursing and taking
shortcuts in the treatment of patient due to twanmeasons. Firstly, the heavy workload, which
was compounded by the tasks that needed to berpedoby the midwife in HIV prevention
programmes such as the PMTCT programme, demandéxhged contact with the patient. This
was further compounded by an increase in the numibpatients being attended to, which was
seen in the long lines queued outside their comgufboms or having more than one laboring

mother to attend to at a given time. This fuellbd practice of just completing the perceived
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“essential” tasks. The second reason that emenged the data was their fear of doing the
wrong thing due to their lack of knowledge andriag, and this resulted in them just rushing
through mandatory tasks in the fear that the patieuld see through their inadequacies. This
concern is demonstrated in the following excerpts:

“1 am not really engaging with all her problemsna it is because | myself am unsure about
what information | should be giving her... it is omigw that | learnt from the others that when
the mother comes to the clinic for her follow-ugitvihat | should have been checking how much
of the NVP syrup she has and assessing for adherand reasons for default...but in our
practice that is not done, because we just follegvtask routinely trying to nurse the line that is
outside your clinic door and asking about such gisitike why is there remainder syrup when it
should be finished, so it means there is no adtwereryou know such things that can also assist
with patients health” (Rural,FGD,participant 7)

“...cha(no)’ it is like we are nursing in uShopritdn€ckers..laughing from otheps..| mean we
are just making sure all the ticks are there sottdhen we are audited everything is

done...hai...but really we don’'t know truly why thésegs are done or why we are making sure
that they are done for the patients...” (Urban,FGDfpapant 5)

Lack of support from managementPerceived lack of support from the management was
identified as a dimensional property of enabling tulture of working in isolation. This was
demonstrated through poor channels of communicatiod lack of resources to optimize
translation of policies into current practice. Rapants shared their frustration of having to cope
with an influx of new information and the expeabas that objectives in their nursing care
would be met without them having the resourcesadhis. Apart from the lack of training or
debriefing on the cardinal points of new changed how these translate into operational
practice, participants noted that there was oft@muman resource to facilitate in meeting their
objectives. Moreover, the disparity of resourcesos& the satellite facilities of the larger
institution, such as the feeder PHC clinics, istaeochallenge that nurses face in terms of trying
to promote continuity of care with limited resowscd-urthermore, the lack of support from

management in terms of information sharing to alevant stakeholders also contributes to
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fuelling the isolating nature of HIV nursing exparced among the participants. The following
extracts highlight this.

“err...if | can make an example, with the presidesip®ech about giving ARVs to everyone with
CD4 more than 350...s0 we heard it like everyonenemews...there was no debriefing with the
all the nurses...but the very next week...we were agkatlwe was planning to meet this new
memo of providing ARVs from CD4 of 350..." (Urban F@&rticipant 2)

“... it is not all the clinics that have fax machine e-mails to get these things and we find the
district coordinator is taking too long to briefam yet we have already started the new changes
here, so such things becomes a source of many roproblems as well when it comes to
implementing the policies” (Rural FGD patrticipany 6

“...we just want the information to be given to guere...like the same memo we are all talking
about, the one of giving HAART to all mothers v@th4 of 350 or less, so we got told we must
start, but yet the pharmacy was not told, so wherstarted requesting for more ARVs they were
guerying it, so change must happen from the togfefring to managementand be
communicated properly” (Urban FGD participant 7)

“...You know for me too this is a great challengehis memo of starting all patients with 350

or less CD4, I think it should have been commueitdb all the stakeholders...” (Urban FGD
participant 5)

4.3.2.2 The Internal Domain: The Emotive Challenges

Within this category, it was apparent that the lemagles experienced within the participants work
environment also created emotional challengeshiemt These challenges were classified as the
internal domain, and described causal conditiorst tlelated to the emotive or intrinsic
dimensions that the participants experienced. krged from a variety of data sources that the
emotional challenges of dealing with HIV/Aids argk tcomplexities that embodied it, created
dimensions of distress for the participants. Theeee described as two subcategories, namely

(a) workplace distress and emotional exhaustion(land loss of professional identity.
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Workplace Distress and emotional exhaustion

Emerging from the data, lack of training, shortajestaff, increased patient care and lack of
resources were some of the contributors to disteeerienced by the participants. Further
analysis of this subcategory showed that coupleith wiorkplace distress, participants also
experienced emotional exhaustion. This subcateghminated the lack of space or forum
where emotional issues experienced by the HIV nprsetitioners could -be discussed and

supported, and further showed the relevance of GoRithis gap.

The nature of HIV counseling and acceptance ofHhé diagnosis by the patient was a source
of emotional exhaustion and ethical dilemma fortipgrants. Revealed from the data,
participants shared that patients were reluctantlisclose their HIV status to partners and
deliberately engaged in risky behaviour, which méaem feel demoralized in their nursing
practice. Despite their best efforts of trying toypde optimum care in a climate where they felt
overwhelmed due to the lack of training, particiggawere of the opinion that they were always
coming out on the short side on account of theep&di attitudes and unwillingness to adhere to
HIV interventions and care. The selected extraetsvb reflect this.

Participant 8 *“I find it is difficult to get through with the coseling with some of our
patients...they just tell you such things like...l km@m going to die...so why should | save the
others...so you end up feeling so low in your sparikeep working. Participant 4Ja’ it is also
emotionally tiring when you hear such things...beeaih&se women...err they will just end up
infecting many....because of them not being readgdept this HIV...” (Urban FGD)

“...one patient said to me...when | spoke to her alpartner disclosure and bring in the
boyfriend for testing as well...she just said...whyugha...it is for him to discover it like me...1

will take as many with me... they are purposivelyaging this HIV...and we are trying to stop
it...it is a losing battle this HIV” (Rural FGD pacipant 3)

Participants spoke of having to see a younger lprofipatients, who perceived having HIV as a

social and fashion symbol. This compounded theatlehge of trying to succeed with mandated
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HIV intervention programmes from the managemend k&ft them feeling that they were not
achieving their goal in preventing harm. Particiggailurther noted that there was no avenue they
currently had where they could deliberate in thesees and find possible solutions. The extracts
hereunder illustrate this.

“...we are seeing younger patients coming for in...wthe&y hear they are HIV positive...some
are so excited with this...it is like a new fashiormze with them...some will even say to you...
“oh I am happy now...because now my boyfriend willhbepy to sleep with me...”you feel
deflated to hear these things...what are we doinguases...when our children are happy to
have this” (Rural FGD, participant 5)

“...our job as nurses is to prevent illnesses...nosteEp back because it is the patients right
because of confidentiality...and in the process wecausing death....we are seeing a culture in
our patients where this HIV is not taken serioudlyey take it so lightly...like it is some fashion
to have this thing...” (Urban FGD, participant 3)

“...everyday it is the same thing...the same type téms and you know most are sick with
HIV...they don’t want to take the treatment...someiragienial...others are just happy to have
it...we are feeling deflated with this... there is macp...no one who we can take this forward

to...maybe to look at what we can do in our hosptafind some solutions...” (Rural FGD,
participant 6)

Apart from the physical strain of sometimes havimgvork extra shifts to fill the gaps, shortage
of staff and lack of adequately trained nursindf tat more pressure on the participants to cope
with the increased workload.. There were also emnati consequences to the lack of resources
as in some circumstances; death or malpracticaldoate been avoided. The emotional burden
of having to deal with grave outcomes of care duartder-resourced health facilities caused a
great amount of guilt within the participants. Rapants also noted that they had no support in
such circumstances, which resulted in feelingssofation in their emotional challenge. The
following excerpt illustrates this.

“...sometime | am the only Advanced Midwife in thedvaand | have to end up working in a
extra shift...we are so short staffed in the laboardy..and you know that because there are so
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many patients, and there are so few hands to dgothe.you end up cutting corners...and you
feel bad to do this...but you have no choice...” (R&@D participant 3)

“....I was the only advanced midwife in labour wankpthe weekend, and we had a maternal
death...it just makes you feel bad...we should navdrdg mothers...but sometimes you are not
skilled...or you are too few nurses on duty...so on@ois sure why this mother had to

die...whether it was us as nurses...or something jast wrong...but you sometimes want to

just talk about such things...instead of keeping itau...but where does one go?” (Urban FGD,
participant 5)

Workplace distress was also translated into moilalhminas experienced by the participants.
Evident from the data, participants spoke of insitihal or policy restrictions that put boundaries
to the nature of nursing care they could afford pgatient. Participants related how such
restrictions made them feel guilty of not providingtimum care that they would ordinarily
provide. A common discussion thread that illustlat@s was the issue of providing treatment
for the patient. Policy and institutional restracts meant that nurse participants had to turn away
some patients who wanted assistance knowing, hawthe grave consequence it would have.
Another aspect was because of the lack of skiltetiteained staff and heavy workload, certain
tasks were sometimes delegated to an inexperiemcéldprepared staff member. This caused
participants the ethical dilemma of deciding whpztient to delegate to them, being mindful of
the inexperienced care that the patient would kelylito receive. The following extracts
illustrate various such moral dilemmas.

“...some patients come to us for the repeat of nolkmbla...maybe this patient was not
counseled properly about breastfeeding and feedihgices...now she is crying in your
clinic...wanting this...but our hands are tied...we cdrjost issue this formula...so you know
that this mother when she leaves....she is just goingix feed...so how are we going to win
with this HIV transmission...” (Urban FGD participa)

“...you find that there are many patients that neede attended to... you end up delegating to
the students from the colleges that come for theaining...they are very much
inexperienced...they are only learning about midwif..some never had HIV training

before...but what do you do...you just need the patterbe seen...knowing that the care is not
going to be what they must get....” (Rural FGD papant 7)
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Another dimension to the workplace distress expegd by the participants was that of
emotional exhaustion Participants experienced fatigue and emotionbhegtion as a result of
work overload, which was compounded by continualbyrking within an emotionally charged
environment. A sense of hopelessness resonatetb guo®r patient outcomes when dealing with
a condition such as HIV. Participants shared thHaytno longer felt any personal
accomplishment in their jobs, and this was chareetd by decreased motivation and
commitment in their job, having a negative peraaptof their work and duties and feelings of
failure and inadequacy. Emerging from the reflecgessions, however, it was noted that despite
feeling demoralized and de-motivated; participaf@é an intrinsic pressure to continue to
function in their professional role.

“...sometimes | find that even when my patient igiegaheir problems with me, | start to think
about how many more patients | got to see and haaperson is holding me up, you get so tired
or hearing the same things from the patients, duede is no cure for this, so it makes you feel so
heavy...I sometimes switch off and wait to finisthliem...because we still are expected to
finish all the patients...”(Urban FGD participant 7)

“After spending the whole day hearing the sameghand we know that our patients will not get
well, or that the baby will not survive...becausenetleey share with you how they are not

adhering because of disclosure...so you feel like gr@unursing the dead...and what is the
use... this job is draining you emotionally ...” (RuFRgbD participant 3)

From the various sources of data, participants chtbat they experienced diminished work
related self esteem. The nature of the patientblpms often left them feeling emotionally and
mentally exhausted. Some participants drew pasabletween some the clinical incidents they
encountered and their own personal lives, makirdifficult for them to separate their personal
life from their professional life. Caring for peepivho were close to them also added to the

emotional strain as some of the participants smdkbe strain of nursing members of their own
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families who had HIV related illnesses. They shamht an impact this had on their work life,
especially in terms of not having a break, thusingkhem feel “emptied” to go any further.

“We also have our family and relatives that are imgvthis thing (eferring to HIV/Aid9 and
you find that there is just no escape...you comeord and it is here... you go home and find it
there as well... it can be very tiring. For me, Idithat this is draining me because | have no
outlet for this thing” (Urban FGD participant 1)

“...when you see how young the patients are thatestng positive...you just think about what
might be happening in your own home...l have a yaudgeghter too...so it takes over your
whole life...and how you see everything like it i¥ HI'(Rural FGD participant 2)

“...even now as we are talking, my son is dying ® lteed at home...halofg silencg...this
monster is everywhere, even in my home...and | &redoof seeing this, it is like we cannot get

a break...sometimes when | see these young childnering and getting their results...and
being so happy...l just want to scream (Urban FGQtipgrant 7)

Loss of Professional IdentityLow staff morale due to high work demands, incee@spatient
rate and less time to cover everything were thee qmoperties that described how the
participants felt about their work. An entry in ookthe participant’s reflective journal entry
indicated that she had lost her meaning of beingrae. The external demands placed on her in
terms of nursing an ever increasing number of pttjewho all have very emotionally
distressing stories to share, made her no long¢tike a nurse, but rather a “porter of death” .
“when | think of why | started nursing and now.dncsee a lot had changed, every day | feel
challenged to be here...| mean there is death alliadoand some of patients are going through
such trying time...what is the sense of nursing fiks, there is no good | am doing...it is like we

are porters not nurses...just transporting thenthigir death...” (Rural nurse journal entry-April
2010).

This phenomenon of meaningless nursing was a thévae resonated with many of the
participants Further to this, it also emerged from the data thatparticipants felt a way coping

with the despair and hopelessness of nursing whkmkoat avenues of getting out of the current
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health care system or looking towards migratingnfrtheir current institution, as illustrated in
the following extracts:

“I am looking all the time for another job...at Is@ain private you don’t have to see so much of
this...because there the doctor sees to the ardkeoate”(Urban-Individual interview)

“...I have even gone back to school (laughing) bw no learn about business, so that | can get

out of nursing...because what is the sense of mgirsiyou put your life at risk for these patients
that don’t think about what they are doing”(UrbaiGP participant 2)

It also emerged that participants perceived thay thad lost some of the core nursing values.
The nurses described their lack of emotion andiahn to go beyond the minimum requirements
to assist the patients. This was primarily in res@oto the heavy work load and to the apathy of
the patients in response to their own status. Mayicipants also spoke of having prejudicial
attitudes towards the patients, due to the fantyjiaand predictable nature of their patients
presenting with the same problems. The participgustified their negative attitudes by
explaining that they become frustrated when deahity patients who don't take their illness
seriously, and thus perpetuate poor outcomes.i$liigpicted in the following extracts:

“at times you have no choice but to judge these @rhknow it is not right to ask them why are
they keep coming to the clinic pregnant when thewktheir status...so such things makes you
not to have a choice and to ask them such thingsause even they are not taking it
seriously...” (Rural FGD, participant 2)

Sometimes | get angry with some of the patientsctbrae, because some of them are so sick and
then they just keep coming to us pregnant, yetcgousee even the previous baby died with this
HIV, but when you try and make them understandy jbst say no, they know they are not
sick...so it is a real challenge and depressing ®itaikeep seeing this type of patients(Rural
FGD participant 1)

| mean what do these women expect, and then theg poegnant for the'stime...I mean are

they looking for marriage or to trap this boyfrigrahd yet they can see how thin they are..what
are they wanting to get?..maybe marriage? (UrbarDRgarticipant 3)
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Continuous contact with HIV/Aids also created atitwade of disregard for their patients. The
participants related that they tended to generalzgatients as the same, with a prejudicial
outlook of their illness, and therefore did not teame on comforting them or fostering an
interpersonal relationship with them. As one pgtat describes below, the work demand of
seeing an increased load of patients, also exaesrbas attitude:

“... when they come to the hospital they think thaitare going to be treated differently...like s
HIV is now a privilege...because there is so mucknétin on them... and we must have
sympathy towards them...then they see there is nmo foothat...we are very busy and got no

time to listen to their stories about why they ¢fus disease...CHA-Nwe got no time for
this...” (Urban FGD participant 5)

Patients’ beliefs and attitudes concerning theterie of HIV was also another determining
factor that contributed towards the nurses’ expees of powerlessness and fatigue.. The
participants expressed how difficult it is to mati® the patients to comply with the
recommended treatment. The midwives reported fgédist with this aspect, especially as many
of their patients were in denial about their illsemnd often sought counsel from traditional
doctors. Participants found this challenging anglared that as trained midwives, they felt
patients should value their expert knowledge. Taeynowledged that the era of HIV has led to
a fragmentation of this role in society, as pasarsort to other avenues of care.

“so you think what is the point in even telling tiheany advice because they will just end up
coming back pregnant...they just tell you that theptvto the traditional healer and they know
they are bewitched or something...” (Rural FGD papant 7)

“....sometimes things happen out of work...like we laaving relatives that are ill. They are
denying, saying this things calling it in Zulu “u@ango” some are even becoming amaSangoma
(i.e. traditional healensto run away from this, they come to you or thgmgours come to you

because they know you are a nurse, when they ayalldut only wanting medication, so these
things challenge you as a person” (Urban FGD pagant 3)
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4.3.3 The context of establishing communities of pctice

Defined by Strauss and Corbin (1990), the contefdrs to a particular set of conditions within
which the researcher constructs action and intersadt strategies to manage, carry out and
respond to the specific phenomenon. In the contéxhis study a set of conditions which
emerged included (i) the national health prioritiesd (ii) national frameworks and policy
documents. These emerged due to the dynamic anwiclganature of HIV/Aids care and
management which stemmed from this set of conditiand grounded the need for the
development of Communities of Practice to suppedrsi (namely nurse practitioners) to cope
with the dynamic nature of these clinical guidedimehich underpin HIV/Aids care, and to create
a platform wherein the objective of the nationadltie priorities and policy documents can be

achieved.

4.3.3.1 The National Health Imperatives
Two national health imperatives were identifiedthe data sources, namely (i) the United
Nations Millennium Development Goals and (ii) th&/FAids and STI National Strategic Plan

2007-2011.

The United Nations Millennium Development Goal&rom the data it was evident that the
participants recognized that the MDGs were pivataguiding national policies such as the
PMTCT policy and guidelines, which were imperative their practice. According to
participants, what was needed, though, was a phatfo share and learn about changes in
polices that underpin their nursing practice. Exygd by one participant:

“ ...the MDGs have guided many of our policies...weaveays reminded that we are working

towards these MDGs which are international goals d.at our districts will be assessed by this
MDGs...” (Rural FGD patrticipant 5)
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Reflections from the participants resonated withttlansforming climate of health care, and they
recognized the need to address priority areas @fAidls, such as reducing the transmission rate
of HIV/Aids of mother to child transmission to belo7%. Participants elaborated that it is
crucial to have a space where they are able toaknpalicies and directives that underpin their
practice, thus equipping them with information sd@address the imperatives of the guidelines,
such as reducing maternal to child transmissiadlvf in keeping with global directives such as
the Millennium Development Goals (MDGSs); as showmmne participant’s reflection:

“...you see there are many changes now with HIV cditee.we just heard from the district
coordinator for PMTCT that our goal in keeping withe MDGs with to reduce child
transmission to less than 7%...that is a huge eimglé, because we know that we have such high

rates...so something is needed...where one can comgearitle necessary information about
this policies so we can work towards them...” (Urlb&BD participant 3)

Participants acknowledged that district healthceffs were responsible for setting benchmarks
for HIV/Aids care and management and performed tians of monitoring and evaluation to
ensure that international guidelines were beingeethto. Participants identified some tasks and
activities that were part of the HIV/Aids nursingre which were underpinned by the MDG,
such as assessing an infant at 6 weeks for vieal (PCR) and promoting safe infant feeding
choices to prevent mix feeding and transmissionyéi@r, participants highlighted the need for
a platform to address the MDGs to help them atidietter working knowledge of the policy in
terms of the various MDG goals, specifically go4JS and 6, which they considered crucial to
their discipline of maternal and child health antAids care. The following extracts highlight
the evidence from the data.

“...even the PMTCT policy we are using...it comesnfithis MDGs...this means that tasks such
as taking the baby’'s PCR level at 6 weeks...thesealareeing guided by the MDGs and to

reduce the transmission rate to below 7%...buttafour nurses we unaware of this... there is
no place where these are discussed...” (Urban FGDRigiaant 6)
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“...when the people from the district health offic@me...they are checking to see if we are
complying with the standards of the MDGs...to enguality in the hospital...so the MDG we
keep hearing this about such goals like goals 4n8l | think goal 6...s0 we can see it is
something important to understand...but many of ustdwven know what they are...” (Rural
FGD participant 8)

The HIV/Aids and STI National Strategic Plan 2007921 Participants also noted that that the
HIV/Aids and STI National Strategic Plan for 2000124 (referred to as the NSP) were national
directives that that champion change for improvimgrventions and outcomes in curbing the
spread of HIV/Aids. Participants recognized tha tble of the NSP was similar to the MDGs,
and that all their efforts in their nursing praetiwere aligned towards addressing the imperatives
outlined in this document. The selected extracksvibdlustrate this.

“...I know we have this NSP...it is also something thadles our practice...to assist us with this
battle of HIV/Aids and especially with PMTCT progra.” (Urban FGD participant 4)
“...sometimes the managers tell us of some politiaswe are using for our interventions...and

they talk of this NSP...that is a national plan far @ountry of where we should be in five
years...like the MDGs” (Rural FGD participant 7)

However, it emerged from the data that while pgréints recognized the aim of this national

directive in aligning health care efforts towar@sglucing and managing the spread of HIV/Aids
at a macro-level, at a micro-level, they were uedblrelate the relevance of its directives to the
functions and activities in their work -setting.f@pants also revealed that more user-friendly
versions of the document and similar policies, sasithe PMTCT policy, would make them

easier to understand and, thus, more transferabl@isable for their practice. They believed that
this could be achieved within the envisioned strtedf the CoP.

“...this NSP is important for our practice...but likeetMDGs very little is known about it...we

hear the managers use these terms of NSP or MDGals ¢¢b,6 but | am yet to know what it
means for me as a midwife in the labour ward...” (&i=GD participant 6)
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“...we have no direction on these policies...we dowé&neknow how to start to read or make
sense out of these...like the NSP...l know it is tteegriide our practice...but some of use we
have never even seen this book or know how ta useur practice...” (Rural FGD participant

5)

4.3.3.2 The dynamic nature of national policy guidaes.

The dynamic nature of clinical guidelines and pgeBaunderpinning HIV nursing care, especially
within the disciple of maternal and child healtrgsaexpressed as a challenge experienced by the
participants. Participants identifiethe National Revised Guidelines on the Preventioofs
Mother-to-Child Transmission(PMTCT) as the only national policy guideline, and their

initiative in making the agenda of the PMTCT polidgarer amongst themselves was evidence

of the development of the CoPs as a support mesinani

According to the participants, the implementatidrthee PMTCT policy and guidelines was at
the core of transformation in nursing and midwifeare, at both district and national health
levels. They explained that since the inceptiorthef PMTCT programme, the revised 2010
PMTCT Policy and Guidelines was the cornerstontheir practice as it provides the midwives
with targeted guiding principles on the comprehemsnanagement of pregnant women who are

HIV positive, with the ultimate goal of reducingrtieal transmission of HIV.

“... what we do in nursing is based on the PMTCT glingts... now our efforts are focusing on
bringing down HIV transmission, so in whatever we.grr...our practice in midwifery is
guided by the principles of PMTCT and making shet tve follow the correct pathway of care
according to the guidelines strategies...”(Rural-ividual interview)

However, the numerous changes to the PMTCT poliogesits inception has caused much
confusion among the participants in terms of thestnoarrent treatment protocol and, thus, was

the source of many potential clinical problemsillastrated in the following text.
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“from the time PMTCT started...there has been onenghaafter another...it is so dangerous
because at times you are still issuing the wronglioaion because you are still on the old
policy yet there is something else...like when wengba again this year (2010)...some of our
clinics were still issuing AZT syrup from | thinkad policies before...” (Urban FGD participant

7)

It emerged from the data that participants recaghthat one of the barriers to the success of the
PMTCT programme in meeting its objectives as oatinin the current PMTCT policy
document, was the lack of integration among thégypants and other health care professionals.
One example, in particular, that was noted was tatPMTCT policy calls for a multi-team
approach to the nursing care provided which follélwsugh from the antenatal to postnatal and
later to community health clinics (namely PHC famaunization). It was noted that due to a lack
of space for networking, this objective of the PMIT@olicy was not being wholly addressed as
there were no pathways for continuation of careiciwhighlighted the need for a CoP as a
platform for information sharing and policy applica. The selected extracts demonstrate this.
“...what we know about this new PMTCT policy is ttigre are these core activities...I think it
is 15in all... they talk to what is needed to beedby the nurse to ensure that PMTCT coverage
is being done properly...like | can say for the aatahscreening ...some people say we should
be taking the CD4 and other things...all the relevamtses should come together..so we point
out how one departments care affects another fiiwa the ANC to the labour ward..” (Rural-
FGD participant 5)

The new policy (PMTCT) has really made us changenatsing care...we are now focused on
the 15 core activities of the guideline...you knamfrANC to postnatal, there are steps we have
to do...like taking the CD4...even with the CD4 we see that there is a change from giving

ARVs when the CD4 was 200...now we are starting threrARVs at CD4 350...we are now
basing our practice on this new policy” (Urban FGdarticipant 2)

It was further noted that this particular policysaseen as being contentious and the source of
frustrations and ill-preparedness experienced leynidwives, especially with regards to the
various amendments and changes that were madeTioistcontext of change within important
policies underpinning the participants practice weescatalyst within which the CoP emerged as
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a mechanism to support the participants througtctiaaging nature of care that is needed in the
context of HIV/Aids care in the discipline of midery. The following excerpts capture the
respondent’s expressions of this category.

“The PMTCT guideline is very important for us... besa every nurse knows...that she must
remember that we are trying to bring this infectiate down...especially with our mothers and
babies...but it keeps changing...every time it chamngeare supposed to have training...but that
never happens...so we are just left to figure outtwdhaew with our care...it is not easy...when
you have other things to see to in your job....” (&lmld~GD participant 1)

“...it is our biggest challenge...this PMTCT programmaed all this changes we are
seeing...everytime the government changes things wearmdle just expected to keep up with this
changes....as nurses we are being called upon tosédsbARVSs...our scope is broadening with
this new policyMTCT)...so it is very important to know what is expectea..need so forum

where we can learn or where we can come just to Ywbat is it that is new...so we too can be
up to date with the nursing care...” (Rural FGD paitiant 6)

4.3.4 The Action and Interactional Strategies

Explained by Strauss and Corbin (1990), the essefiteory building through the methodology
of grounded theory is action or interactional ot&ed. The authors further discuss that action or
interaction strategies are directed at managingdlivey, carrying out and responding to a
phenomenon as it exists under a specific condit®trauss and Corbin (1990) described the
properties of action and interactional strategi@sstly, they are processual and evolving in
nature. This suggests that the phenomenon carudedtand described in terms of a sequence
or change over time. Secondly, the action andant®n strategies need to be goal or purpose
orientated, this suggests that the interactionsnaresponse to something and thus occur through
tactics or strategies. Thirdly, Strauss and Co(b#90) indicate that failed interaction strategies
are equally important to understanding and anafyzine depth and dimensions of the

phenomenon. Actions that should have been takdnnaatr under a particular circumstance, but
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were not taken also need to be explored to undetstee implications it has towards the studied

phenomenon.

In the context of this study, an analysis of théadahich was yielded from the FGDs (which
served as reflective discourse sessions), in-dapthviews, document analysis of the reflective
journals and researcher’s field notes, illuminaigd categories which described the action and
interactional strategies and activities that emeérge the process of how the CoPs were
established among HIV/Aids nurse practitioners. seheategories included: (a) planning and
preparing (designing) for the Communities of Pabf reflective HIV/Aids nurse practitioners;
and (b) implementing (launching) the Communitiescdctice of critically reflective HIV nurse

practitioners.

4.3.4.1 Planning and preparing the CoPs

The following subcategories emerged that explaia grocess involved in planning and
designing the proposed CoP among the HIV nursetipoaers. These included: (a) conceiving
the establishment of the CoPs; (b) negotiating vegithkeholders and garnering support; (c)
establishing a shared vision and goal; (d) collatreely tailoring the logistics; and (e) the

participation in in the planning process.

4.3.4.1.1 Conceiving the establishment of the CoP

Analysis of the various data sources, namely thB$@dividual interviews, researcher’s field-
notes and text analysis of the reflective diariksminated the many challenges participants
experienced in terms of tlehanging nature of nursing in a climate of HIV/Aidss evidenced

in the discussion of the causal conditions or adents (refer to section 4.4 several challenges

136



emerged as determining factors which illuminatexintbed for establishing a CoP. Subsequent to
the emergence of these challenges, the reseaashfacilitator, created a platform that would be
used to raise the consciousness of the participtmtshe issues experienced. Bringing
participants together triggered them to think agftect on their state of being in a field of HIV
and to come up with a host of issues. During anviddal interview, one participant stated the
following:

“...we all were excited to come together in the group discuss our issues in HIV
nursing...something like this was not done with usesibefore ...and for me | could see this

was going to address of the challenges we are expeEng as nurses...”(Urban- individual
interview)

The participants identified various issues or @rajes, which included their inadequate training;
how they felt confused and frustrated with the estat change; the fragmented practice of
nursing; lack of support and a culture of workimgsolation; the emotional burden and loss of
professional identity; and the absence of a platféor information and knowledge sharing, to

name a few. These themes are illustrated in theviolg extracts:

“nurses feel challenged on many levels to copé Wie many changes in how they nurse in the
context of HIV/Aids... they spoke about their tragnneeds where they felt unprepared with the
policies and treatment plans...they spoke of howethes changing all the time and this causes
frustrations and confusion among the nurses...” (Redeer Fieldnotes-Session 1, urban group)

“very often nurses work alone...you feel alone arst &l at the same time because you are
really unsure what you are doing...and there is nacspwhere we can come and talk about
these things or even learn new things that can bslpnprove the way we do things...”(Urban-
FGD2)

“...lots of confusion and a break in communicatiord goractice is evidenced from today’s
session...some nurses only know of what happenima¥wn ward...yet we are one unit for
maternal care .. nursing care is routine and no giening is occurring...if a doctor comes and
changes something some of us do not even know @&boweé just end up doing the wrong thing
or changing when we are told...”(Rural, Individuatenview)
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“you feel like giving up with nursing...sometimes @ven thinks of starting a business just to
escape this...because every day is one in the #ang..you are just drained emotionally we
deal with sick, sick mothers, and you know howbthigies will end up...so you just think this is
not the nursing | wanted to do when | trained...omesih’'t feel like a nurse anymore...|
sometime feel like 1 am nursing the dead...becauseishwhat happens...” (Rural- FGD,
participant 3)

Because they felt isolated in their practice, thetipipants realized that a structured space for
nurse practitioners to share their challenges apdreences of working in the field of midwifery
which were compounded by HIV/Aids nursing care \agéis would provide them with the
support they needed from peers and experts. Mopertiantly, participants required a forum
where they could keep abreast with some of the gihgnpolicies and guidelines. Critical
reflection emerged as one of the tools to promaetgommg learning, as stated in the extracts
below:

“...we sometimes are isolated...we all keep to oursunibt knowing what is happening in other
units...yet we are in the same department...l thinkirelpaogether...like this group we are
having...it will give us that support we need...”(drbFGD, participant 3)

“l think this is the first time we have had suclogportunity...to share all our problems about
the PMTCT and about working all the time with tHi¥ ...I will like to keep learning more...and
be part of some group like this...we need somethindpelp us to cope...”(Rural, FGD,

participant 3)

“...this reflection will be good for us...so we camthabout how we nurse...it will also help us
to see where we need some help to improve our ¢afidtban,FGD, participant 2)

Analysis of the challenges described the natuth®factivities in the process of conceiving and
negotiating the idea of establishing the CoPs. Trislved an action-orientated approach, and it
was apparent that planning the envisioned CoP wlegugual co-operation of all stakeholders.
In addition to this, given that the concept of Co&specially in the health discipline, is a novel
one, the idea needed to be collaboratively embrégedll stakeholders so as to achieve full
participation and ownership, and it also needebetalirected by a leader or facilitator who has
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some knowledge on the concept so as to direct aiug ghe stakeholders into understanding the
envisioned idea. The following extracts highlighist

“during that first meeting...where we all shared cexperiences and our issues with nursing
and HIV...we also had the nursing services managdroam zonal matron there...it was good to
hear from them that they also wanted us to be pérthe group meetings...” (Rural,FGD,
participant4)

“...it was exciting to hear of this CoP thing...likeetfirst group meeting we had...I very much
liked it...and was happy to be in the group...this fingt time we heard of this...it was

interesting to hear how it was going to help us kvthtrough our problems and find our own
solutions...(Urban-individual interview)

While the idea of a CoP for HIV nurse practitionesms being discussed, participants
highlighted the importance of having a facilitatwho would give direction and clarify the
process and expectations. This is evidenced ifott@ving extracts;

“...this idea was something new to us...so we relietherfacilitator (.e. researchéito give us

some direction ... to tell us more about the CoP #ndead us in the process...” (Urban -
Individual interview)

. while we are still talking about and thinking @it how this CoP will operate in our
hospital..we will also need to know what is expgétem us... what must we do for this CoP...
from the hospital what will we be required for osdb... what kind of support will be needed for
the nurses who will be joining the CoP...”(Rural Hbadervice manager-Individual interview)

4.3.4.1.2 Negotiating with stakeholders and garnerg support.

With the intention of promoting ownership and parship, and soliciting support with regards
to the conceived idea of establishing a CoP ambagparticipants; the researcher approached
the relevant stakeholders, who comprised of theenpractitioners and the nursing management
team from both hospitals. Emerging from the datarses, this activity in the process of
planning and preparing for the envisioned CoP vedksloorative in nature and ignited a lot of

curiosity with respect to understanding what thecept of establishing a CoP meant. Some of
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the participants viewed the establishment of a @oRn intervention they needed to be part of.
This is evidenced in the selected extracts:

“...this idea of a CoP sounds exciting and differenti.we have never been part of something
like this before...l am interested to learn more ahwhat this CoP is all about...it is nice to be
part of the process...where we can have a say in Wwewwant to design this type of
intervention...to suit our needs...” (Urban - FGD paipiant 3)

“...this is my first time to be part of somethingelithis...it is new for me...but very interesting to

hear...in the past we just had a one day talk...soregtist a short in service training...with this
group...we will be coming all the time...we will bejdo it..”(Rural-FGD participant 1)

Another attribute that was made apparent from th&g,dwas the positive reaction of the
stakeholders. Negotiating support and buy-in frdm televant stakeholders regarding the
envisioned CoPs involved unpacking expectationsrasgonsibilities that were required. This
was an important stage in the process of establyistiie CoPs, especially as the stakeholders
needed to know more about the level of commitmeqtired and the nature of support required
from the institutional and nursing management pEasye. This is evidenced from the selected
extracts.

“...I1 think this idea of community of practice...of nmksome kind of group is good ...where we
come together to discuss our problems and getnmdtion (laughing)...for me it reminds me of
err... “community nursing” ... yabona’nfeans “you know” denoting or seeking affirmation
from othery we used to learn that micro-community in a systetmwill be like our own
community... where we work as a system... so | thinkll be like that where we can work
together to build one another up and not suffehwaitir problems on our own...” (Urban-FGD
participant 1)

“...from the management... we are happy to suppostdhoup...l can see it will be beneficial

for our nurses...because they will learn...but we ntaigt about what is needed from our
side...as the management team” (Urban- Health semiarager)

The strategy of garnering support and facilitating relevant stakeholders to take ownership in

the planning process was for the researcher togeav platform for open discussion which she

140



did in the initial data collection sessions in fbem of individual interviews with the relevant
hospital’s management and FGDs with the nurse igoaetrs. During this stage, the facilitator
guided the dialogue by sharing information aboetriature of CoPs and what was required for a
CoP to be effective and successful, such as the tequired for meetings and the nature of
venues that would be suitable for effective groigzussion. Various ideas about the emerging
CoP were brainstormed by the group under the ga&lahthe facilitator. This is evident in the
following excerpt of an urban participant’s refiect of how the process started.

“during that time when we were still discussing tldea of forming a CoP structure in our
hospital, we were given information about what S@P ...we also spoke about what we needed
to know and do for this CoP, like how much timewileneed for the meetings..this was nice to

know at the beginning because then we could deoidperly after hearing what is really
needed...so that we do not get any surprises...” (Rurdlvidual interview)

The data sources also reflected how participarde fboth sites brainstormed the idea of
establishing the CoPs and discussed ideas withgti@ance of the facilitator on how the
elements of the CoP could be tailored to responthé&ir needs. Ownership and coalescing
emerged as properties within this subcategory asicipants unpacked the concept of
establishing a CoP and agreed to move forward thi#hdea as they felt a CoP had the potential
to address some of the challenges they had idenhtifihis is evidenced in the following selected
excerpts below.

“...we will need to think of how we can make thiskaltere in our hospital...like | can already
see that we will need to think about how the nuredisget time off for the meetings...and we
can use our staff boardroom for the meetings...beeawe do not have a lot of meetings
there..there are also plugs and chairs in that radime day and time we can work out as well
but Wednesdays are generally not so busy days...thatking of other meetings we have”
(Urban nursing services manager)

“...this group is very important...because we are egmeing many problems...our biggest

challenge is the nurse’s knowledge with the PMT@dcess...we should try and start with
discussing these things in our group” (Rural FGDrpapant 4)
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Participants discussed the requirements or expaasain terms of the meeting venue, time to
attend the meetings, frequency of the meetings, raatdre of the CoPs. As evident in the
following excerpts, although the stakeholders kst@mrmed and tailored their expectations in
terms of setting and resources, there was ovegedleanent and join in to the idea of establishing
the CoP.

“as an operational manager, what | can say is tiawill be good to support our nurses...so
much of time is spent with patients and they needd kept updated with this kind of
information...” (Urban FGD participant8)

“...I support what this will do (referring to CoP idg..I can speak to the unit manager for the

maternity departments to let the nurses who wambitoyour group...to get that time out of the
ward...” (Rural- individual interview)

4.3.4.1.3 Establishing a shared vision and goal.

The facilitator and the relevant stakeholders wekaboratively involved with the planning
phase, and analysis of the data sources indicagedhe dimensional properties which explained
this process included: (a) mutual understanding asiblishing common ground and; (b)

determining the focus and knowledge needs of tHe Co

Mutual understanding and establishing common grodine participants of this study, who

formed the “members” of the community, were nurscfitioners working in HIV care within
the discipline of maternal and child health. Thevealed that the social nature of the
introductory FGD sessions created a sense of comliyrand familiarity within the group.
Participants shared that the initial group meetiagsated a platform for them to highlight the
everyday problems and challenges they experientbdbugh sharing, participants became

aware that others in the group were experienciegsdme challenges in their clinical care. The
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excerpt of one of the rural participant’s individluiaterviews describes her experience of this
stage in the planning phase.
“...in that meeting when we shared what we experiémd¢le wards...our experience of nursing

and dealing with changes when it comes to HIV/Aulgcies or the treatment...I could see that
we were all the same...we had the same problemganefacing...” (Rural in-depth interview)

Through mutual understanding of the commonalitiegctv occurred among the participants, the
facilitator initiated the process of defining thecis and intention of the CoPs at each site.
Emerging from these discussions it was evidenhendata sources that the facilitator provided
discipline specific guidance in terms of what celements were needed within the framework of
the CoPs and CR, and the participants mutuallyudsed, defined and agreed on the contents
that would form this structure. As reflected in thalowing extracts, the meetings were
interactive in nature as participants and hospitahagement took ownership of this process of
determining the scope of the CoPs.

“...you (referring to facilitator) gave guidance...about what makes up a CoP, soamet la |ot
from this different aspects...yoreferring to facilitator) also broke this down for us... for this
group the focus was to learn more on HIV and alsw o be critically reflective nurses ...to
that helped us to see our main aim and our focusit.gave us direction where we are going

with this group...” (Rural-Individual interview)

“the session was interactive, most participants reldaexcept for two quieter members, who
agreed on the ideas but did not give any ideas.e$@rch Fieldnotes_Rural group meeting 3)

“We came together as a group...and we started braingnhg... sharing our ideas of what we
was thinking the group will be like....even the hiadpnanager was at that meeting...to hear
about what the plans are for the group and to adwgise on where she thinks the needs for the
hospital and nurses were...I think that is what helps to structure our group...” (Urban-
Individual interview)
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4.3.4.1.4 Determining the focus and knowledge needfthe CoP.

The initial phase of planning the envisioned CoRs\aéso characterized by establishing the
knowledge needs of the participants. This was ptethdhrough the act of bringing the
participants together and allowing them to expiesr challenges and share their every day
stories, which allowed them to see the potentiflevaf being part of a community of nurses.
The following excerpts illustrate the participang’speriences.

“I used to think I was the only one who was feglmot prepared...like with training and
knowledge for dealing with HIV/Aids in our nursinthere is always new policies or workshops
and we all do not attend...so you feel alone when areufaced with this problem in your
clinic...and it is frustrating....you just feel hops$ but now | can see that this group might
change that...if we are going to learn about difféepics on HIV...we can start using it in our
practice...” (Rural FGD participant 7)

“it was nice to come and share like this ...we notyndb not do this... we maybe meet only the
nurses we know...yet we are all working in the samemity department...I think it will be so
nice to support one another through the group.rl sae that | will learn a lot from this group...|

am happy to be part of this...” (Urban FGD particige8)

“...every nurse shared something similar to what Ewgaing through in the ward...just that we
did not have the opportunity to talk about likestbefore...” (Rural-Individual interview)

The process entailed asking the participants wittenFGDs what their key learning needs were
and what they expected to gain from participatimghie CoP. Participants indicated that changes
in the PMTCT policy, which were made in early 20a0d HIV/Aids knowledge of the different
drugs and regime of antiretroviral therapy were learning areas that they wanted addressed.
The complex nature of the ART regimen and the dbfiee between prophylaxis and ongoing
treatment was unclear to them. From the data, & alao revealed that participants required
information and training relating to the stigmaaatted to HIV. The participants recognized that

this was an important aspect in their nursing jicacnd they wanted to address it so as to break
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down batrriers in terms of HIV related stigma andnpote greater disclosure among the patients
they see. The reflections of the participants destrate this in the selected extracts:

“...it would be nice for us to be learning more abéllV care... especially these different drugs
that are given for the ARVs...you find that whenphigents ask you about this treatment...one
doesn’t know much about it...even with the PMTCT ithgiven and also the HAART that the
mother takes ...so we are very lost with these...”§REGD participant 4)

“...you know we also have to think of a way to malkerturses more in control...so | too like this
idea of reflection to get them to take charge oWhihey nurse and to think about their
actions...this issue of all the changes in PMTCTqmesi... like this year we got another revised
one(i.e 201Q...maybe you can come teach us about that...” (Urb@b Pparticipant 5)

“from this group | can say that | would like to lamore about nursing and HIV stigma...you
find that patients are afraid of their family or yfaends leaving them or beating them...so they

don’t disclose...so something on HIV stigma can hslpn how we educate the patients...”
(Urban FGD participant 6)

Further analysis of the data sources revealedstisttinability of the knowledge acquisition was
an imperative among the nurse practitioners. Imispachallenges, nurses expressed a longing
for a new way of nursing that would reignite in rihehat spirit of nursing which they had
possessed prior to feeling lost and overwhelmed lie changes and challenges of HIV
nursing. The following extract demonstrates thegeegences and feelings:

“...some of my colleagues here have already said it I.boo can say for me that I no longer
feel like | am truly being a nurse...we just get toldat to do and we are not thinking and
owning how we nurse we are relying too much onethet®rns or other doctors to come tell us
how to nurse...they shout at us...even some direct roagly...because even they are

learning...I can see that coming here is going tongea how we nurse...”(Urban FGD
participant 9)

Collaboratively delineating the scope of the knalgle required assisted in focusing the
activities of the emerging CoP. It was evident fritv@ data sources that the purpose of CoPs was
two-fold; to allow nurse practitioners to share &@n more about HIV care and to develop the
skills of nurse practitioners in continuing to keap with changes in HIV care. The strategies
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identified to achieve this included information siess aligned to the key knowledge needs of
the participants facilitated by the researcher aagacitating the participants towards being
critically reflective nurse practitioners. It wagraed that facilitating the nurses to being critjca
reflective, supported by the structure of the CoPlegarn from experience, would promote
lifelong skills which would be sustainable. Theestéd extracts from the data illustrates this.
“...it will be interesting to know more about all g& changes in HIV...there is so many new
things and some of us have not had any trainirigwe will want to learn about such things here

in the group...” (Urban FGD particpant 4)

“...we have been hearing about this reflection, | tbmk it will be good for us to learn how to
be critical thinkers...so it can help us to be betterses” (Urban FGD participant 3)

“...what I like to see here is that our nurses mustwgand have some skills that they must be
able to use even after the research is over...I tthak teaching them about HIV and even this
reflection thing will help them to grow (Rural nersmanagement —Individual interview)

...the discussion focused on what will be the fodushe CoPs...and the nurses and the
management were happy with the idea of focusingkilts development in critical reflection

among the nurses and also having a teaching anchileg. component of HIV/Aids clinical and
nursing issue.” (Research field notes- urban ses8jp

4.3.4.1.5 Collaboratively tailoring the logistics After identifying the specific scope of what

should be addressed within each CoP, participantésed ideas that later constituted the
operational and logistical plan of how the CoP $thdunction. Evident in the data, participants

described their preferences in how they wantedXbi to operate in terms of the structure and
the logistics. Participants brainstormed and shdrenl ideas on shaping the structure of the CoP
as they wanted it. This created an opportunityech participant’s preference to be to be voiced
and it fostered ownership among them. The collabalg established structure was thus shaped

logistically in the following manner.

146



Venue A suitable meeting place was negotiated amongpéicipants. Elements such as
proximity to their work units, the level of noiseoand the venue and, more importantly, the
privacy the meeting place would afford the parécifs were considered in their negotiations of
the venue. The participants agreed that the verust be conducive to open sharing. At both
settings, the participants agreed on the use ehae/that was close to their units of work as they
were mindful of the dedicated time off they wereaiging to participate. Despite the urban
group not having a venue that was for the soleaisthe CoP, the participants were able to
negotiate with the nursing services manager to laagepboard in which they could store their
learning material and other items. Meeting in ac8fmevenue gave participants the sense of
belonging to the group structure of the CoP. Thiodong excerpts are evidence of the
negotiations that transpired in agreeing on theigen

“Participant 2: | think the training venue will ba good place where we can meet...maybe we
can use that place...Participant 1: okay but whatwboow far that training place is...yes |
agree that it is quiet but it will be too far foisuo get away from the ward...Participant 4:
err...what about if we talk to Mrs X...maybe we can ths¢ old visitors room that is in the
postnatal ward...you know it is just vacant..we cakenit suitable for us...put some of our
chairs from the duty rooms...and we can even locksat.that our things will be safe
there...Participant 1: yes...that will be good...” (RurbD)

“ I think we can ask matron to give us permissionriake use of that steel cupboard that is in
the meeting venue...we can keep whatever papers edetmestore there...it will good to have

this place... even the management will know thatishighere our special group meets... (Urban
FGD)

Meeting time and frequency of meetingreference on a meeting time was discussed arheng t
participants. Selecting a day that was suitableaflomembers generated much debate, in light of
the diversity in the group of nurse practitionensl & terms of nursing hierarchy and their varied
responsibilities. After much negotiation, partiaipsfrom both sites agreed on a day, that being

a Wednesday afternoon for the urban group and as@bay morning for the rural group.
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Participants considered all their responsibilitiesfore coming to an agreement and the
opportunity for collaborative negotiations on tbgiktical structure of the CoP was valued, as all
participants, from the most junior practitionerdhaput in tailoring the elements of the structure

in accordance to their work responsibilities.

“Participant 8...1 will like to suggest a Tuesday mimg...and how long do we think that we
will need to be here...Participant 3:maybe | can jsisare...for me...it is not a good time for a
Tuesday because you find that there are so mangshiappening on this day...we normally
send our new bookings for their ultrasounds on tHa&ys...so the wards may be more
busy...Participant 1....err okay as a manager...| cargesgthat a Wednesday afternoon might
be good...because we do not have any managemenhgseeti this day...and then we will also
not have problems of the nurses who will be offnadday on a Friday...so if we are all in
agreement then | can talk to all of your unit magegfor that two hours out of the ward to come
to these meetings....” (Urban FGD)

“...when we shared how we wanted the meeting.. dikeng about the times...and how we said
that meeting every second week would be better aders feel like we were in control of the

process that we were not just told okay you mustecbere for this on such day...” (Rural-
individual interview)

Through the collaborative discourse which occureadong the participants, the roles and
responsibilities of the facilitator and the papents were established. Participants recognized
the importance of open sharing and active partimpan the group in fostering learning and
meeting their knowledge needs they aimed to achiatien the CoP. This is illustrated in the
following selected excerpts.

“...yes it is true we have to be responsible for own learning...because like it was said
before...we have to learn to take this process fadwat must not just stop here...so once we
learn we can also do this if this project ends...tl§an-FGD, participant 3)

“...it is the responsibility of the nurses to comal ahare...err because without this experience
how will the learning take place in the group...Inthithis is the main focus of our group...to

learn this ama-reflection...so that whatever the peobis...today it can be HIV tomorrow it can
be TB...so we know how to learn from our experiericéRural-FGD6 participant 6)
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Following from this thread of discussion, it wasdent from the FGD that the envisaged CoP
required the establishment of norms or group ratesgguide the activities, processes and
behaviours of the group and to overcome potenhiallenges. Participants were mindful that the
free nature of sharing within the CoP could be brted if complete trust and confidentiality
were compromised. Therefore, the group rules trexevdeveloped included maintaining trust
and confidentiality, and open and free sharingnébrimation and experiences. The following
selected excerpts from the FGDs illustrate this.

“...there must be some rule of sort for how to haradiefidentiality especially because some of
our nurses might be shy to talk if they know thanight get out...it must be like how we are in
our own families...when one shares something with.yben you keep it like a secret...that is
what must happen with us...it is very important sat twe all can grow...” (Rural-FGD
participant 3)

Participant 5...you see ...trust we cannot just gbket that because some of us we don’t know
each other well...also some of us are senior aedthers are junior so we must make it in some

rule..Participant 1 it would be nice to make itdikhe nurses pledge we say...you see as we get to
build trust we must be reminded of it...” (Urban-FGD)

The last step within this phase of planning culrtedawith participants committing to the
establishment of a CoP and critical reflective pssc The participants recognized the value of
being part of the group, especially in view of tharning and growth that they expected would
take place in the area of managing HIV. The extraoeéreunder reflect the participants’

commitment and buy in.

“...I am excited to start with our group...now that ave all our rules in place...and we know
what we are going to be doing in the group...| cam that we will be learning a lot especially
on how to become better nurses in this fight adaitig....” (Urban-FGD, participant 4)

“...I can see that this group is going to be veryi@nng for us...err we will learn from this
reflection and that means that we too will be ablesee the good things we do...I can see that |
am going to grow...l will be learning from my otheslleagues...and we will get all this
information we are lacking in...like with this HIVImy for PMTCT... (Rural-FGD, participant

4)
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4.3.4.1.6 Patrticipation in the planning process.

Involvement in the planning process was noted a&sgbeesry important among the participants.
For many, it was the first time they felt in chafeheir practice and being part of designing the
envisioned CoP gave them a feeling of being in rmbnAmidst the challenges of working in a
dynamic context of nursing with many changes inges$ and institutional changes which were
out of their control, the process of coming togethied creating a space the participants could
belong to was related as being important. The gxsdérom the data indicate this.

“...it made me feel like | could take charge of sdrimgf...when you are facing so much new
things...like we have this new infant feeding infdrommand how to administer NVP syrup
differently for mothers who are breastfeeding aritbware formula feeding....so you feel out of
control with the information...here we can take cleaand plan what we want....” (Urban-
individual interview)

“for the first time | could share my voice to whaé want...you are not just told you must be

part of this group...we could add our own flavourswdfat we wanted...and how we wanted
things...it was our group....” (Urban FGD, Participa@}

4.3.4.2 Implementing (launching) the CoP.

Analyzing the interactional strategies and actgti that were embedded within the
implementation of the CoP, it was evident that dleévities were processual and dynamic in
nature. The phases which described the processmgiementing the CoP included:
(a) Formation: coalescing, learning and develop{by;Transitioning: consciousness awakening

and experiential learning; and (c) Transformatimecoming critical and transformed identity.

4.3.4.2.1 Formation Phase (coalescing, learning ad@éveloping.

The formation phase of the emergent CoP beganaviittainstorming session with the purpose
of establishing a baseline level of understandimghe concept critical reflection. The formation

phase in the process of the emergent CoP extendadtite first three to four data collection
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sessions. Emerging from the data sources, it wakem/that during the brainstorming sessions,
participants explored elements that were needeéeé\elop their critical reflective practice skills.
Participants requested that the researcher gave #wne exercises on how to begin with
reflective practice so that they could start thewrney of critical reflective practice. The
following extracts from the data sources illustriis.

“ Researchermaybe at this meeting where we are going to getestavith the CoP we should
start off by getting a sense of where everyone ith the idea of reflection and critical
reflection...Participant 6..for me this is new...what | think is needed is st@aehing about
reflection and how we must start doing it...(Rurali»HG

“..we are excited to learn about this reflectionkdiit was said this thing can help us to think

more clearly about our practice...but we never didetore...so | can see that a lot of training is
needed...” (Urban-FGD)

It became evident, however, that certain group dyos needed to be established so as to start
forming coherence among the participants. The rhizoth senior and junior nurse practitioners
within the groups created uneasiness among theiparits, which resulted in a lack of cohesion
among the participants. Some of the participanfgessed anxiety in terms of having to work
with each other for a prolonged period of time.sTisievident in the selected extracts below.
“....the group members seem very shy among each.otite a lot of mixing...some of the
junior members sitting away from the senior membersed to foster some group norms so that
they can start synergizing...” (Researcher field-seB@ssion 4 Rural group)

“...1 think for some of us it is the first time wellvbe working with each other...we see each
other maybe when just in the passage... but it wikliirst time to work together like this in this

group...so it is like somewhat worrying to see wisaggoing to happen....” (Urban FGD,
Participant 5)

Further analysis of the dimensional properties hid formation phase revealed interplay of

reflective skills development and group formatidmvo distinct dimensions emerged from the
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data sources, these were characterized as: (a)irgato reflect and (b) group formation:

learning to work together.

Learning to Reflect. The driving force behind the emerging CoP wasetiging critical
reflective skills among the participants. The maptnts had to learn how to reflect critically on
their practice. The data sources revealed a cepmness in developing the participants as
reflective practitioners. This process includeduanber of phases of development, namely (a)
concept clarification; (b) application of the copteritical reflection to practice; (c) hesitation
and resistance; (d) transitioning and familiaritghareflective practice; and (e) learning how to

reflect deeply.

Concept Clarification The first step in learning to reflect began vihik facilitator assessing the
participants’ knowledge or familiarity with the omepts reflection and/or critical reflection.
Emerging from the data sources, it was evident ibae of the participants had any experience
or knowledge of reflection. Two of the senior psx®nal nurses had heard of the concept
critical, and tried to relate it to reflection. @tis perceived it to being a new concept and thus
attributed their lack of knowledge or familiarity their basic nursing training being outdated.
The following selected extract reflects some ofdbeversations:

“...1 used to remember one of our tutors saying... “dag you must be critical nurses and you
must be critical thinkers!”...so is that what critia@flection is?” (Urban-FGD, participantl)

“Cha’ (No in isiZulu) we have not used this thing of reflection...you knmowst of us did our
training a long time ago so these new things wertetaught to us” (Rural-FGD, participant 4)

An interactive lecture was held in which the fdatior introduced the group to the concept of
reflective practice. Participants started to clarih their own understanding what they

understood reflection to be. This was an importask as it not only allowed the understanding
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of the term reflection to begin to crystallize, baiso allowed initial misconceptions to be
rectified. During these activities of clarificatioan element aense-makingemerged. This was
charcterized by the participants brainstorming rtheiderstanding of the concept reflection,
guestioning, debating and clarifying so as to dstroiet and reconstruct their ideas of reflection
and make it meaningful for their own understandifige following selected extracts below
highlights this process of sense-making.

“...s0 it can be said that reflection is like thingirback on something....” (Rural FGD,
participant 4)

“...I think for me reflection can be like something do all the time...like when we remember
something that has happened to us...then that isreflerting....” (Urban FGD participant 3)

“...Is it right to say that to be a reflective nursewve must think of our goals...or maybe to say
what we want to do better in our practice...then eiect and think on what we must do to get
to that goal...” (Urban FGD, participant 10)

Some of the participants understood the terms atefle as a meaninglaydreaming and
meditating. These had to be unpacked further during the sessiaelation to the concept

reflection. The selected extracts below illustithis.

“ Participant 6 maybe it means to daydream about something.. legrtb sit somewhere....and
think about your life or something like that....Resbkar: that is a good start...maybe you want
to elaborate a little more.Rarticipant 5err ja...okay so it can be like thinking back Ikdat
you do when you are just daydreaming...your mindoishitank is it? So | think just like that
when we are alone...then we sit back and think...smugt think back on our nursing and what
we have done...” (Urban-FGD)

“Participant2s it like meditating or like praying?...when youearquiet and like for
meditation...just channeling your thoughts somewhelse...like to surrender to something
bigger” Researcher: can you explain a little deepaio how this aspect of meditating can be
applied to reflection? Rarticipant 91 think that maybe just like when you are quitel docusing

on one thing in meditation...err then with this reflens...you also have to take some time for
our busy schedule...and to just think about how wenarsing...(Rural FGD)
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It was evident that participants started develomngunderstanding of the term reflection in a
professional manner. The participants startedinglahe term to their experiences and practice
in the context of HIV/Aids nursing.his is evidenced in the following extracts:

“like it means to learn from someone...like if someoan do something...it can be a long time
ago...but now when you are in that same positiontlgomk about it and learn from it{Rural-
FGD, participant 9)

“...maybe it can mean like to be more professionalcan say it will help us to think about our
actions and maybe we can then do them more properés not to harm the patients...” (Urban-

FGD, participant 8)

“...I'think it is like to keep questioning yourselb.dsk ourselves if it what we are doing is the
right way and if not how | can make it better...” f@ain- FGD participant 1)

The data also revealed how participants furthemaoked the concept, and related it to thinking
of day to day practices. Other understanding ofcthrecept was related to thinking of situations
that may have not gone well with patients and howandle such situations in the future. One
participant was able to link the concept of refl@etwith the attribute of critical thinking, in tha

it was not just thinking of situations that nursagtitioners may have experienced, but thinking
that required a change or alteration in themselwesiprove their practice. This is explained in
the following selected extracts.

“... reflection means we must be always thinking..gans that we will be asking ourselves
what we did today and what was good and bad...and Wtan learn from it...."(Rural-FGD,
participant 4)

“...now | think that it can be daydreaming but yow amot just thinking of nothing...you can use
something that happened to you...like for exampledid not do something right with my
patient...then | must sit and reflect on it and thean see where | made mistakes and then | can
change it...” (Urban FGD, participant 4)

“...nazo’ (yes)...so that is what that old tutor mebgtwe must be critical thinkers...because

reflection can mean that one must not just to khabout something but it must be
“critical’(high pitch voice)...ya’bona...we must notguthink of what we did...but we must
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think...okay how can | do it better, what will make tm be a better midwife...or what must | do
differently in my ward to improve certain thinggJipan FGD, participant 1)

Application of the concept critical reflection toractice Following the clarifying the concept
and construction of the term reflection into a megful and purposeful definition for the
participants, it emerged that the participants adetb learn how to reflect at a fundamental
level. They needed to learn how to make senseeaf éxperiences, and how to recognize and be
conscious of incidents or experiences that cause@ainess in their practice, with an aim of
bringing about change. Therefore, a series of nmfoemative sessions were conducted in which
the facilitator guided the participants throughegpler and more practical way of understanding
the concept of reflection. This was done in thenfmf teaching sessions on the concept of
reflection, unpacking the use of reflective dissms sessions, the use of paper based exercises
and the introduction of reflective diaries as thedmm in which reflection can be practiced.
The aim was to activate and demonstrate to theicjgammts the various dimensions of
experiences, to create an awareness of what erpesere and how to reflect on experiences
and past behaviours and create learning opporsniti he following selected excerpts illustrate
the participant’s engagement in the informatiorsgass of critical reflection.

“Yes...this can be very interesting to do...err...likeen thinking of a incident in the ward...so |
can see from this paper (referring to paper exercihat | must ask myself what | was doing
when it happened, and what | did to respond to d.there is a lot that goes into this thing of
reflection...(laughing) ja..it is not just sitting annice quite place and thinking...”(rural FGD,
participant 5)

“okay so these questions we ask doing on this vhedds..so it means every time...err...like
every time we come across something in our practigdona’...err...we must then be asking

such questions like this one so that we can thenvea are reflecting....” (Urban FGD,
Participant 9)
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Emerging from the data, it was evident that thiscpss of learning to reflect was characterized
with excitement and curiosity to learn more. Pgraats freely shared incidences that they could
reflect on and the questions that they neededKkdhesnselves to begin the process of applying
themselves in reflective practice. This is evidehicethe selected FGD extracts.

“this is the first time, | am thinking so much absmmall things that happen to us..normally | just
move onto something else not asking myself sucgghike how it made me feel and if | can do
something about what happened... we go through ntangstin the wards...so now for me to

learn from what happened...err..does it mean | msktnayself all these things? and think about
it and write down all these things?” (urban FGD piaipant 8)

“there are so many things one must ask just toktliiack on something....I never knew it will

mean thinking about all these questions....but | anited to learn this new thing...” (urban

FGD participant 4)

“so many questions to ask just on something thatheppened...and what if | can’t remember
all these things to answer the questions?” (urbaaEFparticipant 1)

Hesitation and ReluctanceDespite the curiosity and interest in the concépeflection and its
benefit in nursing practice, the data sources shawat for some participants, the fear of letting
go of emotions related nursing in a context of HM& was a barrier. Some participants
indicated that having to reflect back on certaipeaziences of their nursing practice was an
overwhelming and fearful challenge, as many hadsehoto bury some of the painful and
emotionally exhausting feelings of being burdendth the challenges of HIV/Aids nursing care.
In addition, the uncertainty on where to begin e fprocess of reflection created a time of
reluctance and hesitation. The following extraéiects this fear.

“...you know it is scary to just start thinking of #he incidents about our practice...cha’ me |
try to normally block out the negative things besmsome of the the things we face in our
nursing or what the patients tell us...it is so painfso | am just wondering...like now with this
reflection...we must start to think about all our esences...err...so it means that even some of

these painful things we must bring it back to sew e can learn from it...” (Rural FGD,
participant 7)
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“...we all are knowing of some things of our practice is better off staying in the

past...because when you think of the things soméeptdipyou in your practice...or what we do
in our nursing...haibo{(utterance of resignationjt is too much to face....like | mean for your
mental health...but | can see now that we must samnpack all things from our practice...if
we want to really learn to be different and crificd’ (Urban, FGD, participant 1)

It also emerged that another source of hesitatiah raluctance on the process of learning to
reflect stemmed from the uncertainty on how to peat with the reflection process and the
confusion that went with this was expressed bypmticipants.

“(laughing).. It was so nice when we was just talking about whigtidea of reflection is...hai!
but it is something else when you are alone...andmngwe to think about ideas to reflect on...it
is so confusing to me...” (Rural FGD, participant 5)

“....one doesn’t know where to begin with this rditat...because everything just happens all at
one when you are in the ward....it was not easy td dow in real...when | was on my own...|
was even asking the other nurse...and she too wasqying let us wait to hear from the

others...how we can do this reflection in this bo@leferring to journgl..” (Urban FGD,
participant 3)

Most participants expressed that amidst their ofircballenges of keeping up with changes in
terms of HIV/Aids care, they still felt grounded timeir general knowledge of nursing and their
specialist field of midwifery, and were thus acauséd to being the “knower” of information.
The process of learning to reflect challenged ttigpants to learn and be open to a new way
of thinking and learning, and caused a state ot kmowing” and loss of control in terms of
what they were used to. This resulted in apprebensi terms of how to move forward with the
practice of reflection. This is evident in the @lling selected extracts which illustrates the
paradigm shift.

“...hai...this thing of reflecting...where you have foymirself to think about your practice...it
is not easy....l really felt like | was not in contad what was to be done...you know...even with
all this new things with ARVs ...at least we stilbwnhow to do the deliveries...now with
this...we have to think of something...and then tktbmwhat we must change to do that task

better...it was confusing...” (Rural-FGD, participant 4
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“...when | started to try and do this reflection thin..then | could see that | did not know
everything...it was confusing me a lot...to think ofvhtw reflect and what to reflect
on....ya’bona (you see)...even with HIV when we dadtklike the policies...but at least we
still know our midwifery and we can still do thdideries and such...but now...this thing makes
you to feel like you are not in control...” (Urban-BEGparticipant 5)

Emerging from the data sources, it was appareniathtéhe participants unpacked more fully the
requirement in terms of engaging with critical eetive practice, they viewed the time involved
for introspection of an experience and thinkingotlgh their actions and outcomes of the
experience as a barrier, especially with regardsma&intaining the reflective journals. At the
initial level of reflective practice, participantsit uncertain of what to expect in terms of their
own emotional investment in the reflective procédsreover, factors of time and a greater level
of investment in clinical practice that the refleetpractice required in terms of thinking back on
clinical experiences were sources of hesitationrahtttance. The following excerpts presented
below are evidence of this.

“...it is to make the time to remember to write irs¢hbooks....sometimes you are alone in the
wards and it is so demanding...so you have to thinklwere you can steal some time to
reflect...it can be challenging...”( Rural FGD, parfeint 5)

“...you have to have something to write...and | keepkihg of some many things | want to
write...or | want to come here and talk about...buthe&gd to know how to write these

things...also the time is a factor...you got to makeetio do such things....(Urban FGD,
participant 6)

Transitioning and familiarity with reflective pragte. Channeling the difficult and emotionally
charged experiences into a learning experiencaregfjparticipants to become familiar with the
practice of sharing openly. It emerged that throsgstained engagement and decreased fear of
peer judgment more open reflective discourses wbserved. As the participants became more

familiar with each other and realized that theysilared similar challenges they became less
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inhibited and more open to the process of learhiog to reflect. The following evidence from
the various data sources illustrates this.

“it is interesting to see how that the nurses aret rfeeling so restricted in their
conversations...there is more openness and not festirconscious of what others are thinking
of what is being said...” (Rural FGD6-Researcher aliagon)

“...we are here to learn...so even if | can come hane tell you things | did...maybe it is

wrong...but | need to learn about this reflection &h§ to grow...l cannot just keep quite... no
| just try and share something...for the discussior(Urban FGD, participant 7)

As they became more familiar with the techniquesself questioning on clinical incidents
participants became more active in the processngbgng in reflective practice. The data
sources revealed that participants began to ageetihe value of reflective practice which
illuminated new information and helped them to meaifhe data sources revealed that
participants recognized the value in reflectivectice, despite their perceptions that the process
added work to an already challenging workload. fdiewing extracts presented below reflect
this.

“| can now start to see how we are learning frons tieflection...yabona’ (you see) like when |
am thinking of something in my nursing....then Istarting to ask myself if what | am doing it
right...and when | come to this group it make tadfout more about my practice....” (Urban
FGD, participant 6)

“...It does mean there is something extra now tkathave to do...because on the back of your
mind err...you are always having this thing that mvest come here and discuss something...so

you want to start reflecting and using this quession how we are nursing....”( Rural, FGD,
participant 2

Learning how to reflect deeplyEven although the data sources revealed thatcyenits were
transitioning into being reflective practitioneessidence of the reflective discourse illuminated
that this was still at a very superficial levelwlas evident that participants struggled to refiect
terms of their feelings, emotions, actions and equnsences. The following excerpt from a
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reflective discourse session with the urban groemahstrates how they missed the point of the
exercise and did not evaluate the behavior andnfgelthey described when recounting an
experience or problem. The participants managetwitdl the aspect of reflection that required
sharing an experience or clinical incident, buuggled with cognitive thinking and reflection.
The use of probing questions by the facilitatioagaiss enabled the participants to engage deeper
in reflecting shared clinical incidents, as notedhe following extracts below.

Participant 3: Let me tell you about this womanttikame into the ward complaining of the
formula we give, so you see when they are dischattygy all tell us that they will formula feed,
but now they can'’t afford it, so these are the [drajes we are having, because we do not give
the tins (eferring to formula feedso we now are faced with this women just cryingd then you
know she will just breastfeed...

Researcher: can you tell me what you did whenhtappened?

Participant 3: “No, | just said that there is notig | can do...(laughing)...I even asked
her...where did she think she was going to get theegnérom when she said in the wards she
will formula feed....I think they end up relying twe boyfriend to buy the milk formula...

Researcher: how does this incident make you fethamw did you respond?

Participant 3: no...it is just normal...like | am sagithese are things that we are facing in the
clinics everyday...so | am just sharing...err with group.

Researcher: ...but if you reflect on this incidentsofmething similar happens with another
mother...what do you think you may do differently....

Participant 5: (initial silence)...if | can reflectnothis...err then | can see that maybe there is a
problem with how these women make choices...err.tdikermula feed but not knowing where
they will get the money...so now if it happens tlahldischarging someone...then maybe | must

tell them more about how expensive these tins anethey are sure they can afford...really we
cannot be issuing these tins now and again.... (UrB&D)

An analysis of the reflective journal entries rdedathat the participants’ initial reflections
lacked depth, were non-descriptive in nature andewsharacteristic of reflective logs. The
journals served as a record or “day planner “ofghgicipants’ daily activities or work related

events, and were recorded in an ordered manneriliegcevents as they transpired. The entries
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were short, non-descriptive and impersonal andatoet no thoughtful action or evaluation of
the activities or events that were recorded. Thiewiang are a sample of selected extracts from
the participant’s reflective journals:

“Started day with ward rounds...went for operatiomabnagers meeting and told about the
institutional audit that is happening...went baokward...working in the labour ward so helped
with admissions and all the labours...went with somases to theater for caesarian
deliveries”(Rural journal entry dated"dApril, 2010)

“Attended in-service on quality assurance by ma#iout our maternity unit.... Worked in my
ward...worked in the nursery helped the studensesiwith some procedures...” (Urban journal
entry dated 36 March, 2010)

“Worked in the labour unit, had a busy day in tladur ward, doing lots of admissions and

seeing to the mothers who are in labour...had dodel#eries...” (Urban journal entry dated
6™ April, 2010)

Further analysis of the reflective entries revedled there was an orientation towards describing
daily tasks and activities and that routine anditbab practice dominated the nature of their
practice and way of nursing. Other entries wereradtaristic of listing out challenges and
problems experienced at work. This is evident engblected extract from the reflective entries:

“I am working in the gateway clinic (VCT clinigdvery day | see many patients...| just counsel
them and tell them healthy living...many are veryngoteenage mothers...I am working in
gateway clinic for almost 2 years now..every ddp the same things and once a month | do my
numbers for the month...we are very busy in our&lifRural journal entry dated 8 April,
2010)

“I am sometimes the only one in the ward, and thiy &ADM (adv. Midwife) and so | must do all
the cases...sometimes | have to be on call over ¢#e&emds if the locum is new and will not

know how to deal with complicated cases...it is haodking with so many responsibilities and
no time...” (Rural journal entry dated April, 2010)

Deeper engagement in reflective discourse, fambtdy probing, allowed participants to think
more wholly on their experiences and unlocked thbility to think reflectively, allowing them
to move forward. This, for some, became a turnioigtan their practice, their “aha” moment, as
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they started to see the benefit of learning from plast in their own practice. The following
excerpt of a rural participants sharing illustrates.

“we had a mother and she was tested and positivesheavas already booking in late...after 28
weeks...so | did not know now what | must do..soaverngive her the AZT to start taking...
when | am thinking of this...after we got some in&dram about the policy...so | can see that |
did something wrong....so next time | will just te#m they must get issued with the AZT to start

taking every day...| was feeling so happy...becausa kee now what it means to reflect...and
to learn for future actions...” (Urban FGD, partigant 4)

Group Formation: Learning to work togetherin the beginning, the group was fragmented as
participants were unsure of themselves and eadr atid had to learn how to work together. As
reflected from the data sources, many of the nprsetitioners had not previously worked
together, especially in an intimate nature as tistasned meetings of the CoP. There were two
distinct concepts which described the process ob@igiformation, namely (i) reservations and

high dependence and (ii) establishing middle ground

Reservations and High Dependenc&merging from the data sources it was evident tha
participants encountered challenges in terms of ¢gheup dynamics. Evident from the
participants’ discussions, despite working in tame maternal and child health department, they
worked in isolation, which meant that participahtgl no experience of networking. Further to
this, the data revealed that the professional fibyaf rank and experience created a climate of
hesitation and reluctance among the participastthey did not have the confidence or the skills
to work as a collective unit. The junior participgnin particular, expressed concerns of not
feeling confident in terms of working in the samieugp as their senior colleagues. Moreover, the
data sources revealed that the nature of the Cofdkeicged the participants’ habitual ways of
interacting with each other, which is based onaridry. The following selected extracts from

the data sources illustrates this.
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“ ...this is my first time to work so closely withns® of the nurses...we sometimes greet each
other in the passages...but never worked on somelikthis where we have to share what we
are going through....so you feel nervous...especialtabise some of our seniors are there in the
group as well...” (Rural FGD, participant 6)

...I know for many of us...we are used to beingliglthe management or the unit manager what
is needed of like when we had the institutional ilaugde never came together like this
before...no | know it is going to be good...but veed to learn how to work together”(Urban
FGD, participant 3)

“Iit is not so easy for some of us to just startréfig...many of us are operational managers, so
we had this culture of some sort of just stayingetber as managers and then the other

categories that stick together...it is a new chargetart saying we are all one and to work
together” (Urban FGD, participant 1)

The data revealed that participants initially tehtegroup together in terms of their units, where
they worked, or in terms of hierarchy. For examplerses from the postnatal department sat
together or unit managers sat together. This demtifrom the following field note.

“...over the past three sessions, the same seatinghgements have been kept among the
participants, they tend to sit in terms of the siitey are working in, like all four nurses from
the postnatal department sit next to each othereretlis not a lot of diverse interaction among

the participants in terms of sharing and discussssyes...” (Rural Session 4, Researcher field-
notes)

The data sources also revealed that participamitsali reluctance to open themselves and share
their experiences stemmed from the fear of peegmaeht. Participants explained how their
unfamiliarity with one another created a barriethair sharing and interaction within the group,
as they believed that the other participants wquttbe and ridicule them in terms of their
knowledge gaps and the nature of their sharing.félhewing selected extract presented below
highlights this:

“...it was hard for me to start sharing...yes we alltrhefore when we were talking about the

plan to have this group...but now that we were ye@dactually do the reflection and we needed
to talk about some of our experiences...| was juskitfg...what would my seniors think of me if
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| share this story...so | thought it will be better listen to others than to talk about my
challenges...” (Rural FGD, participant 2)

“ ...l wanted to be part of the group...err becalusmuld see that it was going to be helpful for
all of to learn...but in the beginning it was scarypecause you think of these nurses...some of
them we never knew too well before..so it is neyed (Urban, individual interview, participant

7)

Emerging from the data sources, it was also evidkat participants were initially very
dependent on the facilitator (researcher) to ajfiédance and direct the group process. This was
noted in the lack of collective discussion of dailiproblems in the initial group meetings. It was
noted from the data that participants were indigljufocused on their own clinical problems,
which they listed, expecting the facilitator to ypide the relevant information. It also emerged
from the data, that participants displayed a latkuwionomy in directing their own actions or
learning. Because participants were accustomeedeiving instructions and working on their
own, they found the initial phases of the groupllelnging as it was a paradigm shift for them to
direct their own learning and take ownership of ffrecess collectively with other nurse
participants. The selected extracts presented bleighights this further.

“...we are so used to just being told what needbdadone next...so | can now see that in the
beginning...this is how we were behaving in theugrowe did not know what must be done...and
we were not used to one another...so that also nitadiéicult for us...we used to just be like
children...waiting for the next instruction....” (Dan-individual interview, participant 3)

“...for some of us...we are used to just getting itlistruction, you see even in the ward we just
wait for the next memo or something to get toldigdoy the unit managers...so | think this is

where it comes from...to not know how to work gr@up...but like we are doing it now...we can
also see that we are growing together...” (Urban{bGarticipant 5)

Establishing middle groundCongruent with the increased consciousness andidaityi that
was experienced by the participants in terms ofnieg to reflect and understanding the

dynamics of reflection, it was noted in the datalgsis that participants were more open and
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engaging in the group sessions. A new dynamic wdedto the group, however, as stronger
personalities asserted themselves and conflict gnsmme of the group members began to
emerge. It was noted from the data that as paaintgobecame more familiar with each other and
the process of reflection and sharing, stronger bemwanted to drive their own agenda in
terms of what should be the focus of the groupudisions. The selected excerpt from one of the
urban FGD sessions among two stronger memberg@rthup illustrates this.

“ Participant 6 next week we should have a lecture on this aspfediscordant couples...I think

it is important for us to know how to advise therarticipant 9no...but what is more urgent to
talk about is how to deal with stigma among thesear..you see we were all sharing how we too
can have our own what you say...err...prejudice so mayis is what is needed more
urgently...plus how many times do we see this distdrcbuples..Participant 6 yes but in my
clinic | see many and | think if we are sharing whee like then we should be able to say

it...Participant 9 this thing of asking might not work...so we must jgo with what we are
commonly seeing so we can all benefit from theitect.” (Urban FGD)

Another aspect of establishing middle-ground inmterof group formation was the aspect of
inter-professional barriers. As noted by the pgénots, the older more experienced members
assumed leadership roles and shied away from ghasgrthey were functioning on a premise
that they knew everything regarding clinical mamagat of HIV/AIDS. This was also noted as a
source of tension, especially among the youngeemagently qualified nurse practitioners.

“you feel like some of the senior nurses are nallyelistening to you...because they are think
what does she know she has only come now...butex tiou will find we are having the latest
information about this HIV/Aids...so what | don’tdikvith some of our colleagues here is that
they always want to be right...” (Urban-Individuakémnview)

“I sometime feel like....my information is not realiglued...some of the senior managers...they

feel like what can | say that is worth listening.ta think they feel like they know everything and
we who are the juniors cannot come with informatwoiearn...” (Rural-Individual interview)

It became evident that a strategy was needed ablesst middle ground among the participants.
This was achieved by the group establishing spenifies to overcome the barriers of working
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within the the hierarchy of the profession. Led thg facilitator, the participants established
ways of fostering ownership and promoting autonoamyong each other. Establishing and
rotating duties of time-keeper and scribe for thigective discussions were some strategies that
were used to encourage participation. Furthermasea strategy to overcome the barriers of
hierarchy and promote inclusiveness, a group riiehvallowed every participant a chance to
speak was established. Moreover, participatiorh@égroup activities and the group being seen
as a platform was also evident in the use of aumesofile. This is reflected in the selected

extracts below.

“Participant 1:to have a rule about having a tura $peak...in this way no one will feel left out of
the discussion, and like we were saying about @sp@e must say in this rule that it doesn’t
matter what the person say’s we as a group musbrestk them down...Participant 4:we must
also have something about respect...some of us arenghvery personal stories...so we must
respect and not judge...otherwise we are not learrand we all are here to support one
another...” (Urban-FGD, participant 2)

“Participant 4...we must have someone who will keefes and minutes of what we share...it
must not be of what we share in confidence...shgot@lown some of the things maybe we want
to discuss the next time or things we must remetobdo for the next meeting...Participant 9...it
must not be the same person doing it every time.mwst take turns...then we all can
learn..”(Urban FGD)

“ Participant 3ike we have been doing we must keep this rulgad€hing the time...so that we
don’t spend our session on doing the teaching phttt.we also divide our time for reflection
and sharing because we can see we are doing bethhihgs...and it is good to divide our
time..Participant 2.i like that we have this system...so now wé&radw what are our duties as
well... Participant 71 think another rule must be about file for infioation...because we can take

this out to copy but it must be a rule that you tmeturn it...and maybe something like also
having a system for everyone to put some informatidhe file....”(Rural FGD

The group dynamics, therefore, were transitionowards being more collaborative in nature, as
opposed to the insular way in which the participamid been participating in the initial group
discussions. By the third and fourth reflectivecdisrse sessions, group coalescence became

more pronounced and participants honestly and ggegan sharing their initial fears of being
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judged and the reservations they had had regawdanging together in terms of the diversity of
the group.

“ Participant 8.at first | used to be scared to come here aratesh.but now | feel comfortable
with each of youPRarticipant 5 ja...even | can say the same...i used to onlyti@rstay with
who we knew...and not talk...but | can see nowweaare all together with this...even if we are
different in our wards...here we are all the sameath same problems...” (Urban FGD)

“...now that we are closer...err...i mean like nowe are getting to know each other...i can see

that | was afraid for nothing..because when wet ftarted coming here | was nervous...now |
happy to even say that | am not shy to share mgi@nts here...” (Rural FGD, participant8)

The diagram below is aligned to Strauss and Cofb®90) technique of use of diagrams and
figures to present the connection of categories thetr subcategories. Figure 3 is a logical
diagram which depicts a visual representation adlydital thinking that show the inter-

relationship of categories and its subcategorieteims of the formation phase of establishing

the CoPs.
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Figure 3: Categories and subcategories of the formation pha

4.3.42.2 Transitioning phase: An awakening of consciongs:.

Moving from the phase of learning to reflect, iatetional strategies and activities bece
apparent, whicleollectively described a transitioning phase. Witthis phase, the data revea
that the participants transitioned from being-reflective and learning how to reflect toward
new awakening and realization of mindful, deliberahd thoughtful clinal practice aided b
critical reflective skills. During this transitiamg phase, the participants progressed from a
of being dependent on the facilitator to guide théure and content of the sharing sessions
through the HIV/Aids teaching ssions) towards creating autonomy within the groand the

activities thereof and coalescing towards ownerslfighe group process. This phase exter
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over four to six reflective sessions, each sestking an average of 120 minutes. During this
period, the data revealed that participants hadrbecmore proficient in critical reflective skills
and that the groups had begun functioning as CbRsse occurrences can be characterized as
two dimensions, namely: (i) conscious reflectior axperiential learning; and (ii) becoming

autonomous.

Conscious Reflection and Experiential Learning/npacking the activities and strategies which
transpired as the participants progressed in thefiective skills; it was evident that the
participants became conscious and aware of théwrscand behaviour in their daily practice
and became open to seeing their experiences aafarpl for learning. A conscious reflective
way of practicing and the use of experiential l@agnto enhance clinical practice manifested
through the following dimensional properties: (ipé&per awareness of practice, consciously
reflective through experience based practice; afjdDgliberate and action orientated way of

nursing.

Deeper awareness of practice, consciously reflextihrough experience based prao.
Gradual in its process, reflective practice andagntg in deeper, more conscious awareness of
clinical practice was demonstrated by the partimipaThrough sustained contact over the initial
three to reflective discourse sessions, trust amdilfarity among the participants created a
platform for open sharing of clinical experiencas reflected in the selected extract below.
“...now that we are getting closer and getting to\wnane another...it makes it better to come to
the group and share...there is no more feeling aftaat the others will think differently about

you...l find it easier to talk about what | am goitigough...you just feel free to talk here
(referring to CoP group sessjon” (Rural FGD, participant 5)
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This trust and openness enabled participants tectednore fully on their clinical experiences,
this time moving further and deeper in the proadgeflection by also engaging in the affective,
emotive side of the clinical experience relatedHtv/Aids. The data sources also revealed that
being open and sometimes vulnerable in their refleaiscourses allowed for hidden emotions
of nursing in the context of HIV/Aids to be addreds This emerged as an important
characteristic of the transitioning process, ateihonstrated that the nature of the participants’
reflections were evolving and had progressed froemd focused on the identification of
problems towards being more thoughtful and intro8pe regarding clinical experiences.
Furthermore, it became evident that the particpaat begun to engage with reasons embedded
in their nursing action and behaviours towards guasi. The following excerpts illustrate the
affective introspections of feelings and emotiorithin the participants’ experiences:

“if 1 can share what happened to me... there was f{fusng women who came for HIV
testing....so she opened up to me and said shecssigpr other child died of HIV/Aids...the
baby had chest conditions...i think it must havenb€B...so this patient herself is knowing she is
HIV positive...and not taking any treatment...yaddofyou seé she is afraid of the husband
now...who is himself denying this disease...so thuolgs when | hear it...yes it makes you sad to
hear this...even angry at some of our men...becthisavomen...she is just forced to stay with
him...like for the financial support...but thenhem | am now in this group...l can see in me...that
for this lady to share with me...it means therérist in me...so | too must try and help her”
(Rural FGD, participant 6)

“...I can say that now that we discuss what happensis as nurses...it also helps me to
cope...because sometimes you are so afraid oH#vs.that | can see that yes...I feel sad for
these women...but me...I was becoming so distant Wworking nicely with them...because you
start feeling like this disease is a monster...3etl some of these women they don’t have a
choice...they are just getting it from their hustsn.so it makes me to also think of my role as a

nurse to support her...and not to just keep themb&cause of me being afraid of them....”
(Rural FGD, participant 3)

Furthermore it emerged that as participants pregiesn the development of reflective skills,
there was a heightened awareness in terms of ibofistsing in the context of HIV/Aids.

Described as beingstvitched on”, participants shared how reflective practice illoated a
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greater sense of awareness and intuitivenessimilesing practice. They reported that they had
become more mindful of the patients reactions amdverbal cues and acted on these to inform
the patient wholly to foster better acceptancehefillV diagnosis and promote adherence to the
treatment, thus improving health outcomes. Thecssteextract illustrates a rural participant’s

experience.

“...I am like more aware of the patients...in thasp| used to just say oh...these patients they
always take the NVP syrup when we discharge them..and then in the afternoon, you find
that they left in the lockers in the wards...ontlgéve it to the security at the gate...so it wast |

a normal thing...but now | am much more like awakkn.err (aughing | can say more
switched on...because | even had this young mated.| could see in how she was when | was
explaining this medicine...err she was just goingleéave it...and then | motivated her...I
explained properly there is nothing to be scaredhig treatment....because only when you ask
you hear some are frightened of these drugs..®v aflong time when she left....| see she did
not leave it...even the guard never bring it bas&.] am hoping it helped her...ja...| can see how
me too | am more like awake for the patients neédslrban FGD, participant 3)
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Another attribute that emerged from the data s@uweas the process of knowledge generation
through experiential learning. It was evident fréime reflective discourse as well as from the
participants’ self reflections that there was geeadwareness of the routine and habitual
behaviour of the current nursing practice. Iteradidrom the reflective discourses sessions
demonstrated how the group discussions had becatafarm where new and innovative ways
of improving nursing practice were debated andestharhe following selected extract illustrates

this.

“Participant 6: ...if | can share something...yondw we had this talk some time ago here in this
group...err...about all this different types oflgil.so when | am in the ward...l can see that we
just do our usual ward rounds...we don’t even d® phoper health education...so you see that
the mothers are just defaulting with the medicaaod even to come for the follow-up checkups
after the delivery... Participant 4:...Hai...eventlwus...we are seeing that after the mother
delivers...they have just made up their mind...thla¢y maybe won’'t keep taking the
medication..they say it is like a poison for théya participant 6:...so me | was thinking it must
a good idea for us to maybe make some sort of cliaein the patients can read for
themselves...and if they see it time and time agaien they come for their visit...it might help
them to also accept...Participantl: no | think tissa good idea...because then we can also see
that this can help with some problems of not adigerio medication because of wrong
information...” (Rural FGD)

Higher order thinking, coupled with the autonomytheir group cohesion was evident in the
innovative problem solving abilities to challengasd institutional restrictions regarding
HIV/Aids care. Evident from the group dynamics;tppants started to gain deeper trust and
better working dispositions among each other. Thisturn, created a platform for creative
thinking, use of critical thinking and pooling aféas and resources to come up with unique ideas
to address commonly experienced challenges. Theflected in the following excerpt.

“Participant 5: for today’s session | wanted to shabout this new HCT program ...I think it is
important to have this talk ...it will help us neake the changes...because now the nurses will
have to do the counseling which they are not d@hthe moment...so we must start to think

together how we will solve this problem...Partiaipd...what about if we use the lay counselors
which we already have...some of them have thisigixe training in err...this counselling...so
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while we are waiting to get the training ourselvdige from the district...err then we can use this
category to help us develop our skills....Particip8...err...ja...I think it is good...see for nmie..
am just in the TOP clinic...so we only give thismregelling on contraceptives.....so it will help me
a lot to know really what is this other counselliwgh the comprehensive HIV testing about...ja |
think we must start looking for these ways to loeiselves....Participant 1....see some of us....we
look down on these peopleeferring to lay counselors, who are equivalentdmmunity health
workers..but it is time we work together... all of us..address this new things in dealing with
this disease...” (Urban, FGD)

Deeper engagement in reflective practice was algtert through the garnering of expert advice
and peer assisted learning that took place in ¢flective discourse sessions. Confidence in
using reflective skills in clinical practice andcognizing the richness of their experiences as a
catalyst for bringing about change in the nursirgnagement of HIV/Aids, participants relied
less on the facilitator for information about HIM@& and began to share their own ideas,
experiences and expertise to create knowledge.ughrpeer supported knowledge participants
began to apply what they had learnt within the GoRheir daily nursing practice. This is

illustrated in the following excerpt:

“ Participant 5 If others here can help on a problem about tleisriula feeding...err... | never
thought about this before...but with this reflectiwa are doing...I am starting to think about
this... err... many mothers when you ask them athmufeeding choice... they just say they want
to do formula feeding...but after a moths or so..dame one....they come back crying for this
formula from us.... because now they can'’t affor&o in the past...even me...I used to just shout
at them...and ask them if the government is hesaipport the,...because we are not here to give
them this free milk...they should have thoughhisfbefore..Participant 10.no | know what my
sister is saying...but you see...some of these wathey are relying on the boyfriend to buy
these milk for them..then the boyfriend just leauss$ they come back...Participant 6...so what |
can share...because | went for the training somme tago for the infant feeding...you see these
women they are afraid to breastfeed...becausaisfrhixed messages they sometimes get...but
we..we must also educate them properly...so for aojeague who is sharing of this
problem...where they come back...yes it is truetti&clinic cannot reissue the milk tins...so that
is why when you are educating them...you musthiemtknow how much this formula will
cost...so they can know and be informed...and wentost also educate them properly about
mixed feeding and even to breast feed exclusigebafe for the baby...so they don’'t end up
mixing.participant 5..ja sisi...what you are saying is true...mayba ik what we must advising
these women...to help them not to be in this simat’” (Urban FGD)

173



It also became evident that participants’ growthtle process of becoming a reflective
practitioner was demonstrated in a renewed consg&ss in practice, moving away from
habitual routine practices towards a focused wagursing aligned to evidence and knowledge
generated through experiential and reflective jactThis is illuminated in the following

extracts:

“I have grown in my nursing care from being parttbg group... the last time when we heard
from someone here about how the mother was givdh $yxup for the baby... how the mother
came back having said the syrup was finished.. léatfd on this and said in the past when this
was happening | too used to just reissue more syttt when my colleague was sharing her
story...she told us that the mothers should nottdming back with remainders or it being
finished in two weeks...so it means she is notndosiorrectly or she is sharing with
someone....so such things helped me to change ntycpra¢Rural FGD, participant?)

“...I can see that every day | am using reflectioratk myself how did | do? Where can | do
better? And | am learning from my own experiencefavde changed how | do the patients
booking, because in the past | just ticked alltthiegs | needed to just complete...but now | can
see | try to engage with the mothers and ask thesstipns about what else is happening even at
home and how she is taking any medications..noeaint that other thing, like if she is
comfortable to disclose and if she can share ih\wgr partner...all these things can affect how
she may take this PMTCT , so | must show her aainrse | have to support her, so she does not
default...” (Urban Reflective Journal Entry-Dated @né&, 2010)

Findings showed that being consciously reflectiesufted in participants experiencing a

paradigm shift in terms of previously held worleewis or assumptions regarding people living

with HIV/Aids and nursing in the context of HIV/Asd Emerging from the reflective discourse,

it was evident that participants were able to opearid honestly reflect on the sometimes

stereotypical and prejudicial way of nursing thatswpracticed and consciously considered how
these practices could be changed to improve nursarg. The excerpts presented below
demonstrate this.

“..now that we have been learning so much about/Rids and even about stigma...I can reflect

now on some of my behaviour...and see how it imgur@ven to shout at them...or to ask them
why they are keep getting pregnant...I am not proud...but even | used to ask them why they
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are not using amaCondoms...so | am learning todieeh..and to understand the women better
so they too can trust us to maybe accept the Hivkqu...” (Urban FGD, participant 5)

“it has been good to be part of this group...andhathis reflection..because sometime it forces
you to see how you are nursing...err...to thinkuhmur behaviour...we get angry at the mothers
and shout at them...and sometimes | say to myisa#f.because they are not taking this HIV
seriously...but some they don’t have this chotbey.are just getting it from husbands...so | can
see that | am changing my thinking....” (Rural FGayticipant 2)

“....before...if | just see them with their thindes...hai... | used to just say...look at thiskhi
“tikki”...err...like a prostitute...you know to jaghink maybe she is just sleeping around....but |
am learning...it is not for everyone....but | aneisg | am must change my attitude” (Urban
FGD, 10)

Deliberate and action orientated way of nursindgevident from the reflective discourse, it was
apparent that participants were engaging in twonfoof reflection, which were reflection on

clinical practice and reflection on learning whaidhbeen gained from the information sharing
sessions of the CoPs. Participants expressedrbageg with both these processes of reflection
fostered a renewed approach to nursing practiceoeflded within the deeper engagement of
reflective practice, inquiry based skills were almerging. The following excerpts describe

these two reflective processes.

“...when | am thinking of how I nurse....so | thiakout what we learn here in this group...and
that information that we get from her...err...| caay like for example...when we discussed the
dosage for giving the NVP syrup to the baby...aw.that helped me to start to reflect like on my
own practice...because | could then see checkgfitiiormation we are receiving here....if my
practice is correct with it...” (Rural, FGD, partipant 3)

“...err...ja | can say that | am reflecting morso.| can share something....so we had this case in
our ward...it was a very unusual case where thisheroshe had come back for the second time
of the PMTCT program...so now we started with t&@8 Ake we supposed to...but now | was
thinking in me...if for this women she is now malke resistant to the same drugs like the
others...so because | can say because of thisctigfte...it made me to go and learn about
this...and find out more...so | see that in my pcac..i am reflecting...err...I am thinking deeper
about what | do...so that | can learn from it..Ulpan, FGD, participant7)
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Coinciding with deeper awareness in practice thnowglective skills, the data revealed another
dimension of the participants’ actions which indéch progression in reflective practice.
Participant started to be mindful of their knowledgaps, and as opposed to just nursing within
the status quo of their inadequate level of knogégdhey made a conscious effort to address
their lack of knowledge. Embedded in this processeocognizing and addressing knowledge
gaps, participants reflective skills were also ayimgy as becoming more proficient and deeper.
There was evidence of participants recognizingrtbap in knowledge while the incident or
event was occurring (i.e. reflection in action)dataking appropriate action to remedy the
situation. For example, recognizing a knowledge @@h a particular HAART drug, such as
d4T, and referring the patient to another departmes opposed to advising the patient
incorrectly. Participants noted how they had presig only been able to recognize their learning
and knowledge needs after the incident/event (e#lection on action). This served as an
important transition as it demonstrated the paoéints’ engagement of being reflective “in and
on action / practice” and also tied in with a héggled awareness and consciousness of their
wish to improve on their practice. The selectedeepis reflect two participants’ reflections
regarding “in and on action/practice”.

“...reflection makes you to be thinking all the timeven when | am with the mothers | am
always thinking if what | am doing it correct...soemhthis happens | can see where | need to
learn more...so the one day while | was workinguld see in the patients file the doctor wrote
something like tailoring drugs for this patientvem myself | did not know what this is..so | can
see | need some education with these differentsdri{Rural FGD, participant 3)

“1 was able to say to myself while this patientswaith me...okay | don’t know much about this
drug d4t...so | just said to the patient you are alsdHAART and that it where that drug comes
from...so after you are done here (referring to aatahclinic) you must go to the ARV clinic
and the sister there will help you with this otlpeoblem...I could see that | did not know so if it

was not for reflection then | was not going to sgegaps and was not going to guide this patient
properly...” (Urban FGD participant 7)
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The data sources revealed that the developmerdflettive skills among the participants was
also evidenced in the action-orientated practicéschv stemmed from insight and learning
generated from the participants own reflective pecacor the sharing of reflective experiences
fostered in the CoPs. The heightened awarenessettedtive practice created within the nurse
practitioners created an atmosphere of change arti@mg in terms of how to nurse. It was
noted from the data how increased confidence imeat¥e nursing promoted the nurse
practitioners to want to go further or, as desctilmethe excerpt below, “go the extra mile” with
an aim of improving patient outcomes. The followiegcerpt illustrates the action orientated
behaviour generated as an outcome as the partisipaalved with reflective practice.

“...I can see in myself... | am now reflecting in etl@ng... like in the ward | want to go the
extra mile to help the patients..l had a patienovibld me how her boyfriend was also sharing
her tablets (ARVS)...but at the time | had no knogéeabout this resistance...when | reflected
on her story...I knew | must do something...evevag weeks ago when she saw me...I found her

file from the clinic sister and called her and H®yfriend...I counseled them and now it makes
me feel good to know | am making a change in thags...” (Urban FGD participant 4)

Emerging from the data, a renewed action orientategy of nursing was evident in the
participants’ behaviours. Participants expressed impormation learnt from the CoP meetings
was disseminated to the wider nursing communityheir respective work units. Participants
noted that involving other colleagues who were n@mbers of the CoP enhanced the nursing
practice related to HIV/AIDS. The following excespliustrate this further.

“I have gained a lot from the group...we sharensach information...so when | meet others who
are not in this group...i also tell them becausattls how we can then change how we are
nursing for these people with HIV/Aids...” (Urbai&Bb, participant 5)

“...I can see that with this err...reflection...eav in my colleagues...they too see something
different with me...and | too want to always berslgawhat we ;earn...even to tell the other

nurses they must think about they do somethirmwesall can grow like that.....” (Rural, FGD,
participant 6)
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Critical thinking and becoming self directed in adessing learning needsEvident in the
reflective discourse and within the reflective ®er shared in the CoP group sessions,
participants were displaying evidence of becomintggcal thinkers, and how this translated to a
paradigm shift in their nursing practice.. A renévamnfidence in nursing which was attributed
to reflective practices was described by one rpaaticipant as‘unlocking the mindset ....
thinking” This served as a catalyst for inquiry based nursihgre the participants wanted to
seek new information that would support a new actbdentated way of nursing. The selected
extracts illustrate this.

“...I1 feel so different in how | nurse... err... thisleetion err the talks on different topics and
our group...it is like it unlocked the way we thinkelyour mindset is changed...l don’t only
get stuck on what | don’t know...or the negativarklof the change | must make” (Rural FGD,
participant 7)

“...in myself is a change...l just want to always bkirag questions... so that | can make sure |
am on the right track... in the past when | useddatlte doctors round... | used to not ask
anything because one feels stupid to ask suchghingut now | am asking all the time...even the
professor when he comes for his weekly rounds...vbe said to me....I can see you have

changed...it is good...or he will even ask me if | havguestion now...” (Urban FGD
participant 2)

Another dimension of critical thinking which emedge/as the information seeking behaviour
that emanated in reflective practice and describeachanged way of nursing that was expressed
in the data sources. Noted from the data sourcesdicator of critical thinking was inquiry
based practice. Participants shared that with asg@f confidence in their HIV nursing practice,
there was a move towards inquiry based practicee @kcerpt of one of the urban nurse
practitioners illustrates this.

“...I can see that we are no longer just doing thigge by routine... | can say even in our
postnatal ward...I am also thinking ...I try and askdon’t know...if | cannot the answer from

someone where | am working then | just write ity diary then | know | will come here and |
can get the answer from one of us...” (Urban-FGD)
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As a strategy of critical thinking, the attributeself-directed learning towards solving learning
needs was evident in the data sources. Particiglam®nstrated critical thinking wherein they
were able to recognize their own learning needsasd demonstrated insight with regards to
possible ways of addressing their needs. An iner@asonfidence was attributed to engaging in
reflective practice which resulted in a drive arebice to be accountable for patient care and
improve HIV/Aids nursing care. In response to ttis/e to inquire deeper into their nursing
practice and solve problems, participants relat@ilents where information was sought from
either the experts, such as the dermatologist om fithe other resources such as the
pharmaceutical information leaflet.

“...I said to myself...let me be sure that what | amirgg to the patients about this drug is
true...so | just called pharmacy and asked the mvarking there to give me the pamphlet that
comes with this medication...so that | read it forselfy..and indeed it helped me to give the
patients more information...” (Rural-individual intaew)

“...I had a patient she had this rash all over hediga. so | missed the doctors rounds... | could
not understand from her chart what was the problethe patient looked as if she was burnt...so
when specialist doctor came...l asked him to explamwe can know for the future and it was
my first time to see this...so | learnt that it wésvBn Johnson syndrome...and it was said it is a

common skin condition with HIV...so | could also adthis lady because you could see she was
just down with this...” (Urban-FGD, participant 6)

Analysis of the reflective journal entries at thigrrent transition phase revealed that the entries
were more descriptive in nature and charactenigtdiary entries as opposed to log entries of the
previous phase. The reflective entries documentgt blinical and personal experiences and
showed a description of the experience in its etytirwherein the participant was able to place
self within the experience and document the ematisgeect of the experience as well as the
actions or the outcomes of the experience. Theysisalurther noted entries that were focused
on “reflecting on practice/action”, where a gapkimowledge or a learning opportunity was

recognized during critical periods in the particifsapractice. This learning opportunity was used
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to reflect on the clinical situation and what inf@tion or skills were needed to enhance practice
through application of knowledge learnt from thePQeflective group sessions. The following
selected reflective diary excerpts illustrate foisher.

“ ...while | was with the patients, | just remembetad lecture we had about the formula and
mixed feeding and how “Jane” shared her experieaté¢he lady who came to her crying for
these tins of formula...so when | was counseling atigit...| said to prevent this problem for
her down the time...let me share with her what happeisome mothers who go for formula and

then can't afford it...and what this mixed feedingl do for the baby...so it helped me to teach
someone... (Reflective diary entry- Jufy 2010)

Becoming an Autonomous GrougEmbedded in the phase of transition, the charatiesiof
group cohesion and autonomy, which were charaediy increased trust; establishing a sense
of belonging in the group; less reliance on thellifator; and establishing group identity
emerged from the data sources. As confidence aadlsgeflective practice progressed, there
was greater sense of belonging and group cohesamnewident in the group dynamics. More
responsibility with group tasks was willingly taken by the participants, such as arranging the
venue and establishing who will assume the grougslguch as the role of the scribe and time-
keeper for the CoP sessions. The following eviddrara the data sources reflects this.

“we notice when we come late we start late... weddetio come early and set up the venue for
the meeting, so we don’t waste time when everyonges...we can just get started...” (Urban
FGD, participant 8)

“...there is already a scribe chosen for the sessime..did it before the meeting started...we

arrived early so that we can just prepare the rooyou. know to arrange the tables and the
chairs how we normally have it...” (Rural FGD parpeint 3)

Group cohesion was also evident in the collabogatiiscussions within the CoP sessions.
Within the former phases participants had groupediselves either in terms of nursing rank or

designation or in terms of familiarity of working the same unit/department. These dynamics
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changed, however, as participants became more ct@ile with each other. The observation of
the researcher’s field-notes illustrates this.

“... | can notice that the participants are not seafiin their usual places. They are mixing now,
Sr Y who normally sits with the other unit managé&show sitting next to the nurse from the

postnatal ward...no more juniors and seniors...they Ba&ning to see beyond that...”
(Researcher field observation- Urban,Session 6)

As familiarity and trust among the participantsvgrié was evident that there was an increased
level of engagement among the participants dureg@oP sessions. Shyer members became
more communicative and joined in the communal cites of shared clinical experiences. The
following excerpts of the participant’s reflectioaktheir experience and evaluations of the CoP
illustrate this further.

“...when [ first joined it was difficult to open up.was shy to just say anything...but now it is
easier...| have even shared my own challenges angrierpes and it has helped others...so
those barriers of only listening to the seniorsthe group talk is gone...” (Urban- individual
interview)

“...1 feel like we are a family here...| am so comfbteawith everyone...at first | used to be shy

to share anything...even if | had something | waieakk...l used to leave it...but now | wait to
come with my questions...” (Rural FGD patrticipant 5)

The more senior, more experienced participants rbeégarust the group dynamics and open
themselves to the learning process. They had bieaid af sharing their experiences as they felt
they should be perceived by the others as being/letlgeable and in control of themselves. The
findings showed that through group cohesion, suatligipants were able to break away from
these initial barriers and open themselves to edlrling experiences. The selected excerpts
below illustrate this further.

“...for me this has been a steep learning road...wh@med | had this thing...l can say it was a
barrier because | was afraid that the others wilbk down at me...I am their matron yet | too
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feel challenged...like to ask questions about my gaps...but | was surprised to see how |
learnt even from the juniors | learnt things | wiise...it has helped to be here...we come very
often...then we got so friendly with one anothéat. issues of senior and junior is no longer
there...err...I can even say it has helped me im hsee the nurses in the wards even,,,,” (Urban-
individual interview)

“| feel happy to share anything...even when | am umsm something...I don’t hesitate to come
and ask...at first | used to think that maybe theethwill think that | was not a good

nurse...maybe they will think | am incompetent...buamgeall at the same level...so it is easy to
share now...all my challenges...” (Rural, FGD, partanp 7)

As trust among the participants developed therem@® cohesion between them and the group
sharing became more open and transparent. The fQpE®oned as a support space and a safe
haven wherein personal experiences and challenges shared. Participants used the CoPs as a
space to unburden and de-stress and, at the samagdeek advice or solace from their peers
with whom had formed deep bonds of friendship. Téféections of some of the participants
illustrates this below.

“... I want to tell all of you...because we are sista this thing...I am even having this disease
(referring to HIV/Aid9 at home...my son has it and it has been hard tp kee me alone...but
here | can just come and share and | feel lightghwny problems ... | decided it was good for
me to share it everyone...because we are all supgodne another here...” (Urban FGD,
participant 5)

“‘even in my family....we have this virus at home.sitsuch a strain...even when you go

home...there is not break...l wait for this group...jigstome and breathe and share all my
problems...I feel lighter...” (Rural FGD participant 9)

Further to this, the support structure into whisch €CoPs had evolved promoted open and honest
sharing as members began to trust each other mpieitly. There was no fear of judgment and
stigmatization on any issue that was shared amdwg participants and this supportive
environment fostered disclosure of their own feamnsl hidden truths as demonstrated in the

following extract:
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“...I had to get tested... it was such a fearful thiaggo through... it was a private hospital |
was not given any counseling | just had this doctwne and tell me this is the ARVs and this is
how you must take it...so there is no preparationsfmmething like this..I was just depressed
when | heard this...” (Urban FGD, participant 4)

Another attribute of group cohesion was that theiliarity among the participants resulted in a
move towards a unified agenda for the CoPs. Ppaints started creating a sense of belonging in
the group and the focus of the group began to evahd become tailored towards the members’
level of proficiency in reflective practice. Partants took ownership of the group process and
began to design their own objectives and goalstlier CoP sessions. The following extract
highlights how the agenda for a CoP session wastiagd and the nature of the discussion
centered on a collaborative need for redress inlityuatandards within the midwifery
department.

“Participant 6...1 think we must discuss this indiibun problem we are having about all the
negative incidents in the maternity ward...Participdnwhat can we think of to try and address
some of these issues...we even had the minster camthgt always makes us nurses look
bad...participant 2:0kay so maybe for today’s seswieriry and brainstorm some ideas on what
we can do to solve some of these problems...or.teraddress some of these issues in our
department...participant 1...a good place to erkelito lead us...is to see some of the
recommendations made in that institutional repdhat way we can also see how we can
imporove...” (Urban FGD)

“group focus is becoming very tailored...particigartaking a leading role in discussing topics

regarding HIV that they need further information.overy interactive...” (Researcher Field
observations, Urban FGD 8)

Figure 4 highlights the connections between theegmies, subcategories and dimensional
properties related to the second phase of transigoin the process of the emergent CoP of
critically reflective HIV/Aids nurse practitionersThis is in accordance with Strauss and

Corbin’s (1990) method of data analysis, whereamdhthors support the visual representation of
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the interrelationships of concepts in terms of gatees, subcategories, and dimensic

properties.
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Figure 4: Categories and subcategories of thtransition phase
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4.3.4.2.3 The Transformation Phase: becoming critadly reflective and a transformed space

for learning.

Indicators of transformation in the participanesflections, critical awareness of self and practice
became evident during the last six data collectessions.Further to this, after the CoPs were
characterised as being fully functional and essaleld, the researcher revisited the sites to assess
the sustainability and the continuity of the CoRsgibyg this latter round of data collection, the
sustainability and continuity of the CoPs were ewidby virtue of the groups continuing six
months after the initiation of the critical reflae discourses and the CoPs, especially within the
urban site.Group dynamics such as synergy amonpgatipants, coherence and collaborative
practice also signified a transformed state fromugrformation towards CoPs of learning and
inquiry. The dimensional properties which describias transformed phase in the CoPs
included: (i) a transformed way of knowing in HIM@s nursing and (ii) renewed and refocused

CoPs.

A transformed way of knowing in HIV/Aids nursing rctice Noted through the learning
trajectories that characterized the process ofiegrand evolution in reflective practice among
the participants was evidence of a transformed whknowing and nursing. Participants’
reflective discourse illuminated a change in cagaitthinking that embedded the reflected
actions and experiences. Critical clinical reasgnand clinical judgment had become the
cornerstones of the reflective discourse as ppdits moved away from the process of mere
knowledge acquisition which predominately charazesr the former formation and transition
phases of reflective practice. During the transttion phase, clinical experiences were

demonstrated, which required high order thinkingl application of knowledge where the
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knowledge was creatively used and coincided witleecgon in practice. The following clinical
incident displays the aspects of application ofrrieanformation, self-directed learning and
inquiry based practice of an urban participant.

“...1 think deeper now in my practice...| reflect on prgctice while | am doing something...like
| ask myself if this is the only way to do someghirerr... and if what | am doing is the best for
the patient...if | can share...a patient had very blens and thrush in her mouth... we were
using bicarbonate of soda to gargle...we just usesl because that is how it used to always be
done in the ward...but | could see this was not wgrkiere...l just thought if the patient is
bleeding with her gums and mouth.... it might evéecaher CD4...so | started looking for this
Glyco Thymolmouthwash... after the patient used it maybe twostimiecould see that even the
bleeding stopped and the sores were drying...sadflsction makes me think of how | must be

critically thinking to help my patients...and not tjus do things like how we normally do
things...” (Urban FGD, participant 4)

Another indicator of the transformed way of knowengd nursing which was evident in the data
was that the participants felt the injustice of moembers of the CoP being excluded from the
empowering attainment of knowledge available toséhavithin the group. Recognizing the
benefit of diffusing the information to attain aified way of nursing, participants started
assuming a proactive role in disseminating inforamato effect change and align nursing care
on evidence informed practice. It emerged from dh&a that participants made conscious and
deliberate efforts to make explicit best practieadhmarks so that improved ways of providing
HIV nursing care could be achieved in their owntsiand in the wider institutional community.
The following selected evidence from the data seairitustrates this further.

“... I could see it was important for me to also tedhe other nurses in the wards...because it
will also change them...like how we got changaa..l..try in my ward even after the lunch time
ward routine to give some talk...even of what veendere...so that together if we as nurses are
all doing the same thing...then we can make a bidiference...” (Rural FGD, Participant 6)
“when we learnt about the new PMTCT guideline...hka we should be giving this AZT for the

mother from 14 weeks to take everyday...and notwinén she is in labour...you feel so stupid
now...because of the wrong things we do...so nowwelren we get the students to rotate with us
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in the wards...err...then | share this with everyorso we can be following the policy which is
the correct thing...” (Urban FGD, participant 5)

Unique to the urban participants emerged a renéovehrds maintaining core nursing values
which was aligned to the transformed way of nursiBgident in the reflective discourses,
participants become more mindful of the consequenég@oor practice decisions and expressed
a desire to change the status quo of the normatiuahlininformed nursing practice that many in
the context of HIV/Aids nursing were accustomedit@merged from the reflective discourses
that participants assumed an active role in crgadim awareness of better practice to support
HIV/Aids nursing care. The advocacy role assumedphsticipants was reflected in a joint
meeting steered by the CoP where a multi-discipfinavolvement with the institutional
laboratory services was established. This is refteen the following selected discourse. In
addition, Appendix 10 reflects the minutes of theetng that transpired among the urban
participants.

“ participant4: ...the turnaround time for the CD4 results was lting...participant 9: sometime

it was more than two months before we got the teswlo this affected our care...not only
because sometimes the patients are angry with nsiges...Participant 4:because they are also
knowing they must get treatment...you know they thésainformation.. participant 2: yes it is
true...but even fous as nurses it means we are not finishing ous jibwe don’'t get the
results...so as a groups we made a meeting wittKMhe is in-charge of the lab...it was good
we shared our problems...Participant 1: it was niag aurses were letting their voice be
heard...so when we came we just used that computiee imatron’s office and sent a copy of the

notes...so we can also use it if we want to follow-Bprticipant4...it made us feel so good...”
(Urban-FGD)

Analysis of the data sources also revealed thapangcipants’ role expanded from their normal
task-orientated way of nursing to that of advisdolleagues outside of the CoP began seeing a
change in the way participants carried out thetresuwhich illuminated the way they and their

nursing practice had been transformed. This resutiethe members of the CoP being called
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upon in an advisory role to support their peerderoinformation or negotiate solutions to
challenges experienced. Participants noted howgdsam their renewed way of nursing in the
context of HIV/Aids were evident to their colleagyevho approached them for advice and
counsel on HIV related issues. Their transformdd adso facilitated their own drive in being
critically reflective and inquiry based practitioreas their role extended to advising others and
guiding best practice benchmarks within the miavotexts of their own departments and units
with the potential of effecting change in the widwstitutional community. The selected extracts
from the data sources provide evidence of this.

“...others are noticing the change in us...in my warflthére are matters that the others are
unsure about...especially the new PMTCT policy bexabshe changes to it...you find that they
just come to me for some advise....so this also pusigeto want to learn and read more...so
when others come to me for help or advise | amgu#iie correct information ....” (Rural
Individual interview)

“... I have become a change agent in my workplace. uttit manager she asked me to update
the nurses who are not in the group on what | aaniimg... | have started a weekly feedback
and like this training we had on all the HIV topic§ go and share it with them...this way | am

spreading what we know and then the whole institutian have this new culture of thinking”
(Rural FGD12)

The use of evidence informed practice and inquagda nursing actions also emerged as a
practice development indicator. Participants recggh the importance of information that is
current and relevant to inform decision makinghe management of HIV/Aids. Reflecting on
their own learning trajectory from the commencemaithe study, participants spoke of the
empowering nature information creates in pracfi¢e following excerpts highlight this.
“Participant 2...from where we used to be...youwknmu used to be scared all the time...in case
we get into trouble...like a incident gets reporbettause for many of us...we were just doing this
HIV/Aids nursing...not having the knowledge whyang doing something...Participant 6...i too

can say the same...but now because we have |ehofttais it has made up to be more skilled
and gives you back that power in your nursing..u(&, FGD)
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“...1 find that | am using information...like eveéa come to our file just to check on what is the
right things if | am feeling unsure...it helps y&oow that what we are doing is based on
information....and not because someone told ugustrguessing...” (Urban FGD, participant 9)

“....sometimes...you go looking for the informatiaghyou don’t know something...i even went to

the pharmacy and asked for that leaflets that contle the tablets...so | can read more to get
some information...” (Rural FGD, participant 6)

Further evidence of the transformation process thad taken place involved the urban
participants creating a best practice pamphletiffosg information on the PMTCT policy of
2010, which they considered to be crucial for alfrse-midwives to use in their practice.
Participants, reflecting on their own previous aigrces and knowledge gaps in their HIV
nursing practice, had come to the conclusion thathof their confusion stemmed from their
difficulty in reading the large PMTCT policy docunteof approximately 60 pages. Following
through with the transformed way of applying knodge participants decided to assist their
colleagues by condensing the most important inftionanto a phamphlet. This served the dual
purpose of creating an awareness of the group’witees within the wider institution and
translating it into an awareness of evidence inerpractice among their colleagues.. Using
their renewed skills of critical thinking and atmal awareness of practice issues, with minimal
guidance of the facilitator apart from assistanaeh the printing, the participants extracted
information from the current 2010 PMTCT guidelinesd generated a practice pamphlet to
distribute to all nursing personnel so as to creat@awareness of correct information. Appendix
11 provides a sample of the pamphlet and the seleptcerpt below reflects the discourse.
“Participant 4...we was thinking what we could dorhake our group known...and also for the
nurses in our wards to also benefit from what warre in this group...Participant 8...cha’
yabona...when we also started we did not know BINBTCT policy...it was a nightmare for
us...because everything we was doing in the wardeded us to know what is in
there...Participant 4...ja..so we was just discagsivhat if we make like a booklet that we can

distribute to the nurses...Researcher...wow.. $loaihds like a very exciting thing to do...but how
long must it be...you think...Participant.1..Jaatt is good point...because we must not make it
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long because already that policy is very big...tleatwhy nurses don’t want to even look at
it...Participant 4...you see how we got that wodesthon the drugs...it was maybe only three
pages...so we must do something like that to jakent easy for nurses...” (Urban FGD)

Other dimensions of evidence informed practice agredhparticipants was noted in their use of
the resource file. This file was created by pgradits to store collected information that various
members had brought to the group discussion anticipants expressed how it served as a
valuable resource which could be consulted whersszry. Further to this, critical reflective
practice facilitated evidenced based practice aettvas greater ease of deferring to evidence as
opposed to guessing or resorting to routine waysuo$ing. This is illustrated in the following
excerpts.

“when | was working in the gateway clinic...onetbé nurses asked me to explain this new
PMTCT policy and about how we give the NVP syruprfothers who are breastfeeding and
who are formula feeding...so while | working themuld see that even | was not sure what the
policy says...then | just remembered our file (refgrrto group resource file) and just came
here to see what it says so that | may share withriurse the right thing...you see in the past |
will just say whatever even | did not know...” (RUF&D, participant 7)

“...when | am doing something...and | don’t know wisathie right thing to do...l know | can

come to our file here and just read up about itmiake you feel in control of your work
now...because it is based on the right informatioflurban FGD participant 10)

The lever arch resource file, became an invaluegdeurce for both groups. It became apparent
that being aware of the limited resources avail@bléhe hospitals, participants took an active
role in collecting and collating relevant informati that could be used by the members of the
CoPs in their nursing practice, Participants warevative in some of the methods they used to
get information. One participant spoke of usingeexal meetings and networking with other
health care professionals as a source of gettifognration material, while another shared how

she got information from a staff member of a proiahresearch based company cum NGO that
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was in charge of monitoring and evaluation of th&TET programme, This is illustrated in the
text below

“...even when you are these meetings...l am thinkimgio§group here and what | can take back
so that we all can keep growing.... (laughs)...hai...hoan say that | am reflecting all the time
on my practice.... (other laugh)....so when | go far management meetings...I try and bring
back some reading material for our file...” (Urban-BGarticipantl)

“because we are sometime limited with reading matereven the new guidelines for
PMTCT....we can get it from the intranet...but we hawgeprinters...so you can’'t have a
copy...the people from the 20 000 plus project...t#reyhere to monitor us...how we are doing

in the program...so | sometimes tell them to bringpesoeading material or to bring us the copy
of the guidelines...” (Rural-FGD, Participant8)

Moreover, it was evident from the data that thetipigants’ professional roles expanded as a
result of the shared inquiry and critical refleetipractice that transformed their way of nursing.
Evident in the following reflections, participant®ted a sharpened way of nursing, wherein
most practice encounters were used as learningriopyties. Gradually, as participants had
become accustomed to reflective practice and bbtbndew information with previous
experiences, they spoke of how they were able &byae information and use it appropriately in
practice situations to enhance the quality of HiYsing practice. The following excerpts reflect
this.

“...] feel more comfortable with reflection....ett.am like always reflecting...even after | move
from one patient to the next then | think of whdidl with that patient and how | can improve my
nursing care with who | am dealing with...it kegmsir mind alert..and you keep building on
what you know with the new information...when I¢drom this group about the new infant
feeding policy...and | was thinking of the resis@some of my colleagues was sharing about the
NVP syrup...so | just build on that ...err...nowhow | give choices to the mothers...I tell them
the importance of sticking to the method they dreosing like bottle or breast...so you keep
using the information in your practice...” (UrbaRGD participant 3)

A renewed and refocused CoEmerging from the data sources, the dynamics ofGbPEs

became more focused and driven as participantsrggegd in the learning process of critical
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reflection. Two dimensional properties describee thanner in which the nature of the CoPs

transformed, these were: (i) refocused into a legrpractice CoP and (ii) a renewed identity

Refocused into a learning practice CoEmerging from the activities during the lattergsaf

the research, which was roughly six to seven moaties its conception, it became evident that
the participants had matured in critical reflectpactice and were functioning as a CoP. As
participants had developed into reflective pramtiéirs, the focus of the CoP had changed,
moving away from its initial focus of knowledge acsjtion in terms of HIV/Aids information
and skills development in critical reflective piriaet It emerged from the data that in this
transformational phase the focus of the CoP wasfireetl. Participants noted that the learning
trajectory they experienced in becoming criticak®flective practitioners had developed their
skills and expanded their professional roles tmiatpvhere they were able to refocus the core
aims of the CoPs. The following selected excerpliect this.

“...as we are growing together...even in how wesimyg...and how we are working together in
this group to make a difference...we can see thagooup is changing...we are no longer only
coming here to learn the reflection...” (Urban, FGparticipant 6)

“Participant 1...for us...I can say that we can see&hange in how we are nursing...and even
sharing our information with others...Participant..B can see that what we needed when we

came here we are now learning how to get the inddion on our own...and not to rely on
others....so we have grown a lot...”(Rural FGD)

The wish to bring about wider changes within thigistitutions served as a catalyst for
participants to refocus the aim of the CoPs. Itrgmé from the data that as a result of the critical
reflective development which had occurred, bothugsoof participants were refocusing their
aims and planning to sustain the lifespan of thB<leeyond the period of research. Participants
from the rural CoP reported that they intended Go® to continue functioning in its current

capacity, serving as a support in dealing with leingles of nursing in the context of HIV/Aids.
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They also expressed their continued focus of bsiegards for knowledge in terms of HIV/Aids
and aimed to continue using experiential reflecteagning to build on and improve HIV related
nursing practice. The following excerpt displayedow reflects this.

“...for us...l can see that yes we have growntawlith reflection...we also still need to have a
place to support our nurses...some of our storieshe pain of nursing sometimes with this

HIV...is what a lot of our nurses are going througdo to have to space to come and share is
also important.....” (Rural FGD, participant 4)

Participants from the urban group expressed siraitas. They saw the need to sustain the group
and recognized that their main aim was their ebfat diffusing information to the wider
institutional community. In addition to knowledgansfer, however, the urban CoP had placed
new focus on learning practice innovations. Irbss#ttings, there was evidence that the learning
experience of the participants translated in gredésire to transfer their new learnt skills and
knowledge to their peers outside of the CoPs stoasffect change in their units. Thus, it
emerged that the focus of the CoPs was shapec toetbds of its members and the institutions
they served in. The data sources presented belgivligft this.

“we have been seeing how others are err.... relyorg us for information and to guide
them...err...so we are responsible to help therotleses in our ward to also learn these new
things of HIV so we can all be better in our hoagpitand | can see that even on our group we
are focusing on how we can get the informatiorhént....” (Rural FGD, participant 3)

“...some of us were talking about our future...becamse&know the research will end soon...but
group will continue...we can see the need to sprdsat we learnt to our wards...we want to see

a difference in how we are practicing because aitwie learnt now know...so the work must not
stop here...we now have the tools so we can teaahutises...” (Urban FGD participant 10)

Another factor that emerged in the transformed elasthe CoPs was participants’ awareness
that certain members of the CoP were in possesdgienpert knowledge and skills which could

be used to the benefit of the group. As the groenpebbped, it became apparent that certain
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members were more confident in their practice il texisting knowledge could be useful for
group learning. Being thoughtful of the sustaitigbof the group, the strategy of identifying a
stronger expert group from within the CoP was use#teep the group functioning, with the
expert group being called on to steer the sessidresfollowing extracts illustrate this further.
“...we could see that Sr.T she was good at infardifige..she has been doing a good job in her
ward with this...even with the new talk of the proeimloing away with the formula....she has
been guiding our talks in our group on such mattese® we are seeing that even some of us...we
are experts...just that we were too afraid to use itiormation in the right way... (Rural FGD,
participant 6)

“...with this critical thinking and reflection...weakie started to see a lot of change among our
own nurses in the group...some have good experieititeseme of the HIV issues...and we have
now called upon them to be our mini-group to gwde discussion...we know we have to sustain
this group on our own so we just identified sudhdh for us to keep going...like Sr B. she is a
good nurse with all this ARVs...yabona’ (you seejshe working for a while in one of these

NGOs that were rolling out the ARVs in the begignirso we started to identify such
people...we will all contribute...but some are strong@drban FGD participant 1)

Another characteristic which demonstrated matwaitgt transformation in the group identity was

increased autonomy and ownership of the group psocMlutual engagement among the
participants translated into greater group cohesibich was evident in new roles emerging

among the participants. Familiarity among the paréints allowed the strengths of some of the
participants to be acknowledged by their peers. sEhevho were regarded as “active

participators” in terms of resource sharing or hgvexpert knowledge on a specific area were
nominated as the subgroup of experts. It was evittem the data sources that these expert
groups steered the group sessions and activitiésalso provided leadership within the CoPs.
The excerpts below illustrate the emergence ottre expert group.

“Participant 1...there are experts among us...like ksr.she has been helping us so much with
this infant feeding...so we are always seeking hersad..Participant 5: u MamK she is also

someone strong in our group...they both have begriutel.she sends us information even when
we are out of the group...it is nice how she motsrate..” (Urban FGD)
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“...some have always been leaders among us...like ltidak of at least two here today...she
has been so active...always sharing something whem we were first learning to reflect....even
the information she brings for the files...they aseuseful...so | think such people are useful to
guide the group in how we can achieve our own gdaisthe hospital...” (Urban FGD,
participant 4)

Greater group autonomy and decreased reliance enfatilitator emerged as a natural

progression as the CoPs became independent. Partisi assumed an active role within the
CoPs and were able to initiate their own agendasedship of the process was also evident as
the group altered the frequency of the meetingautbtheir needs. Independence and ownership
were the key indicators of the sustainability of tioPs as participants were able to continue
with the CoP sessions without the supervision ef fiéwcilitator, as evidenced in the selected

extract below.

we were experiencing some complaints of thisingskit G-Ocean ...it was giving false
negatives and nurses from some clinics were dilhgiit so a meeting was needed for us to
discuss this and we didn’t want to wait for the maf Wednesday...so we went ahead and had
the meeting on our own...l led the meeting and it mes to see that we can run it because we
know that we have learnt the skills...even doing #itaibing duties helped us to know how to
run the meeting and what points to take out ofieeting and this helped when we met with the
matron and called the lady for PMTCT from distraffice to inform them of our situation with
the testing kit” (FGD Urban participant 8)

A renewed group identityThe transition from participants focusing on beawgncritically
reflective nurse practitioners at the beginninghef research to them assuming the responsibility
of continuing the CoPs at the end, revealed a shifocus. This came about as participants
became proficient in the use of critical reflectiartheir practice and experienced the immediate
benefits such as raised consciousness and ingasgdopractice. Participants therefore refocused
on increasing the scope of the CoPs to reach arwlid&ibution of nurses. The group evolved
and increased on its own, as some nurses, sed@retiefits of the CoP in their colleagues, were
interested in being part of the group. The oldeoyamexperienced members of the group used
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their knowledge of what they had learnt in the GoPmentor the newer participants. This
emerged as the first step towards a renewed igeasftitaching and allowing the CoP to grow.
“...we had invited one of our colleagues to join greup...although she is a new person...and
still need to learn more about this reflection...vaenk that she can learn from us...she is an
important person...because she works in our HCT @nogand we want her to know about our
group so that we can share this way of nursingstonany of our nurses...” (Rural-FGD9)

“...our group started growing...you know it just happédron its own...so now we have this two
new people...they were so interested because thé&y sl ...some change in us...and d we said
it was fine to join..” (Urban-FGD 10)

“..it Is so strange...because now we are teaching riee&y ones...things we learnt in this
group...it make you see how much we have grown eessel’” (Urban-FGD 11)

Having established their skills in critical reflext, the participants recognized that their roleswa
to create some kind of intervention of bringindight their learnt knowledge and being known
as a support system for the other operational sunmsetheir wards. Participants, therefore,
refocused their aims to becoming more visible ieirthvork settings. They tried various
initiatives to share what they had learnt througb process of critical reflection with their
colleagues in their wards. The groups wanted hd@art of their identity that other nurses felt
they should come to the CoP as a resource centteagpractice development hub. This is
illustrated in the following selected extracts.

“ Participant 6...some of us tried to do some kindheddrvice in our wards...like when we did
the poster on the different ARVs for our ward...sacaresee how everyone enjoyed that...so we
must be known for that in our ward...Participant 2liké that...it will be good because we too
will keep growing as we are finding new informatenmd sharing new information to the rest of
the department....” (Rural FGD)

“...our aim should be to try and let as many nursed aven the other departments aware of the
policy...like we learnt it hear...once you know thésegs it is easy to base your work on it...so

our drive should be to like to have like workshdps. it must be ongoing...or to make files like
what we have in our group so we can share our médion...” (Urban FGD, participant 8)
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Figure 5: Categories and subcategories of the transformatiophase

4.3.5. Intervening Conditions

Explained by Strauss and Corbin (1990), intervertogditions refer to a set of broad &
general conditions which facilitate or constraire thction and interactional strategies. In
study several intervening conditions emerged from data sourcewhich both facilitated an

inhibited the emergence of the CoPs of criticadffactive HIV nurse practitioners

4.3.51 Facilitative Conditions. The subcategories which emergasd facilitative condition

included (i) the desire to change one’s prie; (ii) the nature of the facilitator; (iii) supgdrom
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the institutional management; (iv) flexibility ineftective practice; and (v) diversity of

professional nurses

The desire to change one’s practicEhe participants desire to address the challenigeg t
experienced in HIV/Aids nursing practice and leaaw information or skills was the driving
force that sustained the activities of the grolgecause the members of the groups shared the
vision of changing their practices and ways of mgsit promoted in them a greater level of
commitment and engagement to make the CoPs floanshgrow. This is reflected below in
extracts from individual interviews which occurremvards the latter part of the seven month
data collection period.

“I can see now... we were so excited to learn angtlaibout HIV to help us we were so excited
to learn this reflection and join the group...we wea@ming with err like a hunger to learn
something new... it kept us motivated to stay irgtbap...” (Rural-individual interview)

“we kept going in the group...even when it was diffien the beginning...but we wanted to

learn more about HIV...so that we could try and inmerour nursing care...it was that....that is
what kept us motivated to keep going with the grouflUrban FGD participant 1)

The homogeneity of the group members in terms aficg from the maternal and child health
units and specializing in midwifery care added b tlike-mindedness and the common
understanding of shared experiences regarding Ht\/Avithin a discipline of maternal and

child health. Although the process of learningeetive skills was a new experience for all the
participants, the common challenges they sharéelims of HIV/Aids pertaining to maternal and

child care enabled them to progress through thgestaf being non-reflective towards being
critically reflective in their practice. The follomg extracts indicate this.

“...because we are all from the same place...midwiflmyartments...we are all at some point
facing the same challenges about HIV and the pregnmeother or her baby...so | enjoy sharing
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such issues in this group...it helps to see how sthe reflecting on similar experiences you
are facing in the ward...” (Rural FGD participant 5)

“I think this common bond...that we are from the satapartment...it is helping with how we
are learning to reflect on some of our challenggilrban FGD participant 7)

Role of the facilitator.lt emerged from the data sources that the faa@litwmi{researcher) role in
the initial grounding and later monitoring the pees of the CoPs in terms of the core
components of HIV/Aids teaching (which later becagxperiential learning), group dynamics
and critical reflective practice of the envision@dPs, was a facilitating condition in the process
of the emergence of the CoP. The data sourcesleevteat facilitator’s role in unpacking the
vision, and teaching and capacitating the partidpan reflective skills was an integral aspect in
motivating them in their transition of being refiee. Participants noted that the facilitator’serol
in orientating them to a new culture of doing tlenguch as being expressive in writing, and in
steering the group process and facilitating graoipesion played an important part in sustaining
membership among some participants who may hawrwite dropped out of the CoP due to
challenges of writing or personality clashes in fim@ning phase of this study. The facilitator’s
role in this study was also to be the bearer ofvik®mn of establishing the CoPs in response to
the shared challenges of the participants in terih#VV nursing care.

“it was important to have someone who was teachsngt every step...basic things like our role
in a group was new for us...and we needed to be duit®ugh all of this...” (Urban FGD
participant 4)

“...we needed the facilitator... we depended on #uodifator especially in the beginning when
we were lost with this reflection...that guidancepledl me to stay focused on what it is that | am
here for...even when | sometime felt confused” (wibdividual interview)

“..writing and keeping the diaries was a challengkut the direction we received...it was made
simple...so that you could feel like it was sometlimgcan maybe do...that was good...because

this writing was a challenge and if we were lefired...this thing was going to be over in the first
month maybe...” (Urban FGD participant6)

199



“...at first some strong people...like in their attiagdwanted to just take over the group...but the
guidance we got...it helped us all feel part of theug...like we belonged here...if we never had
that hands on support and teaching us how to dagghin the group...like the reflection and the
different roles of the group...only a few people hayeft in this group...” (Urban-individual
interview)

Support from institutional managementt emerged from the various data sources that aelev
stakeholders such as the chief nursing managerthanghit managers of the maternal and child
health departments were actively involved in trenping and implementation of the CoPs. The
support of management motivated the participantd a&as a driver that encouraged
sustainability of the life of the CoPs beyond tlve month period of data collection for this
study, as documented in the participants’ refletio

“...because we have the backing of the managemerd.aldo makes me feel motivated to keep
learning and sharing...because you want to bringnge for the hospital as well...” (Rural FGD
participant 4)

“... the management are also supporting us to be pathis group ....I feel relieved knowing
this...and it makes me eager to learn...because thagearent are allowing us to be here...so

we need to show some deliverables of what we amitg from here....”(Urban FGD
participant 4)

Moreover, it emerged that the management teamsthtibstitutions supported the envisioned
CoPs with regards to the logistical needs of tloeigrsuch as making resources such as time and
space available. This support was a facilitativedition as commitment from the management
facilitated the smooth functioning of the CoP gragssions. The fact that management had
granted them time off from the normal working dayattend the group sessions was also a
motivating factor for the participants, as they avaware that in the midst of current challenges
in the wards, such as shortage of staff, they hhe€ir* time which was dedicated towards the
CoP discussions and activities. The following extsdrom both the participants and the hospital
management teams illustrates this.
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“...I support the nurses so they can have the timérof work to come for the meetings...I let
their unit managers be made aware of this...so tleen® problems...l can see that this CoP will
help the nurses and our hospital too...” (Urban HeabManager)

“...there are many rooms like the old meeting venussyou can make arrangements to use one
....in that way you will know it is for this groupdagou can keep your things there...” (Rural
Hospital Manager)

“it makes me feel like it is our time...even in therdvthe other nurses know that we have been
given this time from the matron to be here...youlfkelyou belong somewhere...it also makes

you want to do something for the hospital...becatfisheotime we are getting to be part of this
group...” (Urban FGD patrticipant 8)

Flexibility in reflective practice A new language of reflective practice was leannbaighout the
process of the emergent CoP. It emerged from tteettat participants felt more comfortable to
reflect in conversation and dialogue during thdeaive discourse sessions than to write their
reflections in their journals. Coming from a cuéiusf not writing and documenting participants
found it easier to find validation in their discearreflections as opposed to writing their
reflective practices wherein no validation or affation from their peers was obtained.

“ Participant 3it is easier to just come and talk about our pree, about how we are doing with
the reflection and what changes we are making..thstharder to sometimes think of a way to
write what you are feelingPRarticipant 7...yes...even for me...| feel the same...at least when |
start to share what | encountered | can see that ¢thers understand what | am talking
about...then in me at least | feel...err like okay | @mng this reflection in the right way...”
(Urban FGD)

“...it is easier for me to come and talk about mylifgs and how | am thinking back on my
practice...it is not so easy to write such thingsis.ithallenging...you are on your own...and

then you are not sure if you are practicing thehtighing...it is easier to come and talk about
what is in your mind about what happened...” (Rur@, Participant 3)

Another aspect of language that emerged as a ¢hessic of the reflective discourses was the
use of both isiZulu and English in the same semelncexpress and describe the reflective
incident more wholly. In both groups, the majomtythe participants were first language isiZulu
(i.e 13 of the total 18 participants of this studidternating between both languages allowed for
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greater control and expression among the partitsgarterms of familiar terms and adjectives to
illustrate a point. Moreover, moving between the tanguages allowed participants to create
locally and contextually relevant meanings of th#ective experience and the shared way of
learning fostered in the CoP. The selected two rptedllustrate an example of a reflective
dialogue wherein both languages of isiZulu and EBhglas used within a shared experience and
the latter excerpt reflects a participant’s respoimsterms of conversing in both languages and
what this means for her.

“Haibo!...Cha’...yabona these people..they are joityiaround...then when this thing comes to
them (referring to HIV)...they are just in denial..ythpist say cha’ uSister...ngiyahamba
uyathwasa..réferring to a spiritual process or training to cr@e a traditional healer where the
person undergoes several rituals and may evenwegght, thus trying to disguise the weight
loss caused by HIV with the process of being a gBara/traditional heal@so they just use that
err..excuse...hai ngeken(ance for a sigh, surrender or rejigwe are dealing with such
patients and it is challenging for us...(Urban-FGDaricipant 3)

“...Ja...you know sometimes there are things we s&ula...so if you take it to English...then it
sometimes does not have that same kind of medmagve are trying to say...I don’t know if |
am explaining properly...ja and also it is sometimarennatural ...it just comes out naturally

because we are all among our own where we undeaistere another...so it helps us to err
relate better to one another....” (Urban-Individuakerview)

Conversing in both languages was also part of tdogakzation as members within the CoPs.
Moving away from the initial barriers of being angorolleagues who were managers or
subordinates to one another in their normal workirenment, the use of familiar jargon and
bilingual speech fostered the socialization of tbgmess among the participants. Moreover,
participants made use of isiZulu nuances to expifessiselves, such as sounds and words of
affirmations such asyabona; a term of agreement and affirmation from the otheticipants,

or the termCHA!, an isiZulu term for no, used in a stronger tonegxpress anger, frustration

and surrender to a situation, which not only alldwkem to fully express themselves in the
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reflective discourse, but also created ownershigp @eaning to the shared information and
learning.

“...Ja’ we can sometimes talk about things that wiekabw about...because we all are knowing
what is happening in our community...so | had thisegpé she was in the labour ward because
of PIH...so just like that she took a pass out...slkirilbonda (genital warts) and she just went

do this things with the u Sangoma...CHA! ...we arefpiBhg with such things happening in
our community...they don’t listen about these pill§Urban-FGD participant 4)

Diversity of professional nursesAlthough the CoP was formed among a group of gsafmal
nurses who function as registered nurses, in thehSafrican context of, this category can vary
according to different levels of education. It egezt from this study that the educational
qualifications of the participants varied, rangifigdm a diploma in general nursing and
midwifery to a master’s degree in nursing. Thisedsity brought richness to the dynamics of the
CoPs as participants who had been exposed to itimevaaching methodologies were able to
traverse easily in terms of roles of self direckegining as opposed to other participants, who
needed more guidance and direction in informatieeksg patterns. The participants diverse
gualifications became an asset from which manyss&duld be drawn. The following extract of
the urban group makes reference to this concept.

“Participant 4...1 can remember when | did some of stydies in UNISA we used to also be
given these types of papers to read (making reberém articles)...they used to make us do some
searches...hai (laughing) but it was so difficult...buhink we can learn how to look for
information...sometimes you can use people toofdikemformation and resources...Participant
1: (laughing) yes...some of us... we did it in our istd.but it was not all these internet
things..so we must be guided on what to do..®wme kind of demonstration ParticipantJ,
maybe those that have done these such things thsy bring the information...we can learn

from them...some of us never study more than ouc asning...so this is our chance to also
learn all these computer things too...(laughs) ” (dnsFGD)

It also emerged that the educational backgrountiseaf diversity and innovation in how the
CoPs progressed, especially in terms of the emeegehthe core expert groups that surfaced
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and formed towards the latter part of the proc@$e skills of the participants in terms of
educational qualifications and clinical expertisergv garnered in the establishment of core
groups within the larger CoPs. This was an imparséep as it transitioned the CoPs in terms of
their sustainability and self reliance. This coricepbest illustrated by the following excerpt
from one of the later reflective group discussib@Ds.

“...what we can see is that some of us are more geonlike...err to be bringing information
for our resource files...some are better with thaeicél, we are clinical experts...yet we too are
learning this HIV information...even myself | am sgo.if | can say for myself (laughing) with
some of the clinical things...because | am a ADMe(esfce to advanced midwife)...so | even
help with the district maternal death meeting...so was thinking we will have a few

people....like to just direct the group...after youdrence to facilitator) leave” (Urban FGD,
Participant 12)

4.3.5.2. Hindering Conditions.
The hindering conditions that emergad constraining conditions to the development ef th

CoPs were: (i) culture of hierarchy in nursing; dmdculture of not writing

Culture of professional hierarchy in nursingThe CoPs were made up of nurse practitioners
with varied clinical experience and mixed levelsehiority. Initially, this was a major inhibiting
factor in how the emergent CoP was establishedin@uhe initial group sessions, there was
hostility among the senior members of the groupnynaf whom were the managers in the
various units within the maternal and child heaépartment. A barrier in terms of open sharing
and reflection was created among the senior memblecshad the perception that they were
supposed to know all the information related to Flids and felt junior members would see
them as incompetent if they openly shared theirsgapknowledge and practice. As a result,

senior participants were reluctant to participategroup exercises or discussions which were
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centered on learning the new skill of reflectionielhbecame an obstacle in the group dynamics,
The following individual interview excerpt is eviateof this.

“it was not easy...we are the seniors...and our junexgect us to be knowing of all this issues
of HIV/Aids...so to just open up in front of them wbour own gaps...that was not easy....you

will find it was better in the first meetings weedgo have to not participate because was afraid
thinking what my juniors will think of me...” (Ruralndividual Interview)

The junior nurse practitioners also initially foundlifficult to open up to in the presence of thei
more senior colleagues, in of fear that they wdnddudged, as expressed in the extracts below:
“....I used to be scared to open up with my ward ngandoeing there...I did not want here to
think | did not know something...because she mighk tiwhat kind of a sister am I” (Rural-
FGD participant 9)

“...I used to think it might be better to be quitechese of fear of what my in charge will
think...even to share...yet it is challenges everysmgoing through...| was worried that she

(referring to unit manager) might think that | mighe complaining...so it was hard in the
beginning...” (Urban FGD participant 10

Culture of not writing. Participants expressed that writing was not patheir culture, either
socially or professionally. During the reflectiveiscburses, participants shared how
unaccustomed they were to writing down their emmjdeelings and thoughts on either their
experiences or their goals, as evident in the salesxtract:

“for some of us we have not been brought up in thikure of writing...ya’bongyou see in
isiZulu)... as teenagers we never had these diaries to woendvhat we are feeling...”(Rural-
FGD participant 4)

“...this will be first time of keeping a real journalwe only know of these diaries...now when we
started working...and we just use it for appointmergs to keep a real diary to write feeling

and so on...we are not used to that...we never grewithpsuch things...writing your feelings
and talking about is not what we generally do...” fldn FGD participant 3)
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It also emerged that participants felt they laclld skill of writing and to them this was
perceived as obstacle. They shared that writinggven reading, for pleasure is something that
they did not practice and this hindered them fronbecing the use of the reflective journals.
This was further compounded by language, as marticipants were second language English
speakers and found the process of writing dauntihg.following excerpts display this:

“Hai...l last did this writing for essays and things school...cha’ so this is not easy... to start
thinking...you have to think of the right wordsuse to say what | am thinking...” (Rural FGD
participant 6)

“ | was very much excited when we got those boodfde€tive journal)...but then when | sat

down to write something...l was just blank...the wevdse not coming...and | was keep asking
myself if this is how | must do it...so even now aoklis just empty” (Rural FGD participant 4)

The data sources further revealed that the paatitgpfound the idea of having to keep a diary or
journal intimidating, and many of the senior prafesal nurses, who were mostly unit or
operational managers, noted that their only expedeof using a diary was maintaining a daily
planner, which served as a log of their daily sctesliand activities. Further to this it emerged
that the trend of not documenting or writing wasrilatited to their fear of legal action.
Participants shared how they felt documenting toactmof information could potentially
implicate them and they therefore developed a miltof not writing and documenting.
Following on this discussion thread, it also sueththat participants’ lack of confidence in their
clinical practice due to their lack of certaintydamadequacy was another reason for poor
documentation in fear of legal consequences. Tberefagainst this backdrop of habitual
practice and cultural constrains, to them, maimgira reflective journal was intimidating. The
following selected extracts display their reluctanc

“I only keep this diary ffointing to daily planner).l.just record my meetings...so this will be
something new for us... | think it is going to beeep road of learning...you know we have bad
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habits of documenting as nurses...we just don’t datiis a known fact about poor recoding
keeping (Rural FGD participant 3)

“... we are bad with our documentation...I think it aimes from this thing of being afraid of

writing...you know sometimes these cases can comefbagou, so we just write in short or

even not document "(urban FGD participant 7)

“you know when you are unsure of what you are ddinfor me | can say that | do not write

everything in the patients file because some oftlinegs we do we ourselves are not sure
about...so all this policies for AZT and then change&ZT and NVP...today you find one thing
and tomorrow there is something else...so one dotdsnow when a patient can just take you to

court...6ays to othergjou know how our hospital has been in the papecemtly!)...so just like
that tomorrow it can be you...so to be safe it isdped write little” (Urban FGD participant 9)

The date revealed that another reason participaats reluctant to write in their journals was
their confusion of not knowing where to start. Rgpants shared that even though they had
previously learnt through the paper-based exercitesy felt overwhelmed with actually
beginning the process and not knowing which expedewas suitable to reflect on. The
discomfort they experienced with writing, manifeste a constant need for affirmation from the
facilitator as they sought to find the right expece and way to reflect on.

“Sometimes | feel like | don’t know what | must sayl write in this journal...(long sigh)...this
thing about writing our feelings and what is hapipento us...it is sometimes confusing...so if |

write about...like in the wards something that t dor the patient... then can | reflect on
that?...and must we do this everyday?”(Urban FGD giant 5)

For many of the participants, engaging in the odfle dialogues of sharing clinical and personal
experiences was challenging enough, but reflestingng that was also part of the process of
critical reflective practice compounded the probletany participants stated that they found it
challenging to maintain the reflective diaries anamgoing basis as it was something that they
were not familiar with.

“The writing was a big challenge...in the beginningéd to think this diary was a monster...to
think of what to write in it and then how to exgemeself was another challenge...because for
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many of us...as nurses and even just as a personrewetused to this...like keeping a diary
and thinking of how feelings...it is not somethingdeall the time...”(Urban-FGD)

“...when we were talking and sharing it was fine...butstart writing and you are on your
own...oh that was hard...to just don’t where to stéRural-FGD)

Furthermore, related to the culture of not writipgrticipants were not accustomed to the nature
of documenting. Participants expressed that thiyofe of their depth in learning the skill of
expressing self through writing as they were usejdist writing briefly about what transpired in
their clinical care. They explained that they wer used to attaching any feelings to their
documentation and this deep rooted culture of ratuthenting fully was a barrier to the
emergent CoPs that was noted. This is noted isdlexted extracts

“hai...(sigh), | don't know if we will be able to dais, you know for us, this is not normal,
because we are not used to writing down everytlwegdo, | think it will mean we have to
change our ways now...you know as nurses we aretodeling all the information and being
in charge...” (rural-FGD6)

“...the only type of writing we do...is to record sohmeg) on the nurses file...even when we do

the patients progress notes...we keep it very shabrs.ig going to be a challenge to write down
feelings....” (Urbam-FGD4)

...we are not used to writing...we do it in the wardscause we are forced to just put
something down...just to show that the patient wasided to...” (Rural-FGD10)

4.3.6 Outcomes of the CoP

Explained by Strauss and Corbin (1990), any actiot interaction activities or strategies that
occur in response to a phenomenon have intendddoanohintended outcomes that occur as a
result of the action/interaction strategies. Ththaufurther explains that such outcomes can be
described as an event or a happening or may alsa besponsive reaction to the action
interaction strategy. In the context of this studgnsequences, both intended and unintended,

occurred as a result of the learning process ti€atireflection and the development of the CoPs
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4.3.6.1 Intended Outcomes.

Being mindful that the data collection of this stuthta took place over a period of seven months
with eleven and thirteen sessions conducted inutiban and rural sites respectively, the
outcomes reflected hereunder are the short-terrcomes of the process establishing CoPs of
critically reflective HIV nurse practitioners. Twaubcategories of intended outcomes emerged
from the data, these included: (a) Information seglkand utilization skills (b) professional

development.

Information seeking and utilization skillsAs participants progressed to a proficient level i
critical reflective practice, the nature of infortioa seeking patterns became a natural habit for
them. The use of information and an inquiry focugeattice was evident in the manner in which
the participants were able to seek appropriaternmétion from a variety of resources either to
resolve their own gap or improve patient outconldse selected extracts of the participants
reflections illustrates this.

“...it is like second nature for me now...l struggledtihe beginning...but now if | am unsure
about something...I try and look for the informatidhl.can’t find it | try and locate a good
resource person...like the training officer from thstrict for the PMTCT program...then | can
be guided by the current information...and base mgisdms on that...” (Urban-individual
interview)

“we have always had the intranet in the computenshere we are connected to the internal
system...we can review documents from the DoH ardtlatessages...before...l never knew it
can be so useful to my practice...the information alasys out there...but now when we are

reflecting on how to make this better....and to hgecbrrect information...you start looking in
these places like the intranet...” (Urban-FGD)

The process of sharing and evaluating informatiothe CoPs fostered evidence based practice
and renewed ways of thinking of patient outcomesti€lpants possessed a greater awareness

and insight on the importance of evidence basedtipeawhich fuelled patterns of information
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seeking and utilization so that HIV nursing praetwere aligned to and informed by policies and
other guiding principles, such as that from curreesearch. The selected extracts of the
participants illustrates this.

“...discussions from the CoP...taught me to be alM@yking for evidence to base my decision
on...and not just on “here-say” from others...this is emportant skill | learnt...I feel so
confident now in my nursing care...because if somegoestions me on what | did...l can just
say | got the information from that document... (B FGD participant 2)

“....now that we have learnt this thing of policyamntretation...it has made such a difference in
how I nurse...l use the information in the policgltke PMTCT policy to inform how and what |
do...so this was learnt in our group...where we uselatee discussion on the importance of
using information and not just relying on our oliffarmation...and we used to even take one

policy and go through it together...it has taught nse. even if another new policy changes...|
will know how to read it and use it for my work...lgdn-FGD participant6)

It also emerged that parallel to the acquisitioncatical reflective practice and aligning
HIV/Aids nursing practice towards evidence informaactice, information related skills were
acquired in terms of technical learning developmeearning to use a computer, drafting a letter
and developing an informational brochure were disie skills that the participants acquired over
the course of the research. The following excemgftect the participants’ iterations on this.
“...before we joined this research...l never knew howetlly use the computer...some of us just
go to the intranet, but we don’t know things likend) a letter...so we used come here and learn
these things...we learnt how to handle a group...ldmesof the roles of minute taking...and
err...time-keeping...so there are lots of things earit’(Rural, participant 6)

“I can see that | have grown from just being in tdreup, for me it is a place where we learn lots
of things...err because even to keep a diary it me@g to some of us, so now | can say that there

is a lot | have taken away from here, | have disced a lot of myself and my practice from this
group and the learning” (Reflective Journal Entkytban, 15 June, 2010)

Also related to information seeking and utilizatigkills, participants related a desire to access
information from sources such as the institutidi@iaries. It emerged that both hospitals had
libraries which subscribed to medical journals.haligh many of these were old and outdated,

210



participants reflected their desire to make usdilwaries and the departmental computers. It
became evident that the CoP learning space haéréalstnformation seeking skills in terms of
learning how to use the computer and access tleenett a skill that was aligned to critical
reflection and transforming HIV/Aids nursing praeti The following selected extracts presented
below highlight this.

“...Some of us from the group....we wanted to seet wtiarmation we could get from our
library...err...it is close to the nursing collegbut we was so shocked to see how old some of the
books were....and we could not see much nursinggdal...but we still spoke to the lady in
charge of the library....so that in the future st@n know of some of our needs for the PMTCT
information....” (Rural FGD participant 7)

“...it has helped us a lot...being in this group Heedped us to make use of some of the resources
that we have always had...errr...like to use thengoter and to use it to make how we nurse
based on the right policies...we have even beea abtee hoe to use the internet from the main

computer....so even if the library is outdatedenttwe know how to get the right information
from different sources....” (Urban-FGD, Participafhj

Professional DevelopmeniAs an outcome of being directly involved in thewgp planning and
formation of the CoPs, skills such as leadershigrkimg teams and group roles were fostered
among the participants. Leadership emerged asatdifluence of greater autonomy and group
cohesion in the CoPs. The emergence of leadershipe groups was two-pronged. Firstly,
leaders emerged naturally as participants valuedirigight and nature of facilitative skills
exhumed by certain participants of the group. Morportantly, however, a leadership trait was
evident in all participants as they assumed le&denoles in their respective places of work.
Participants noted that the grounding receivechan €oPs, of fostering and building reflective
skills which related to their increased confidena@s translated to their work settings. Here
participants took an active role of activating opaun their own places of work. The following

excerpts illustrate this.
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“...it is nice to see that others can appreciate.u$0oo have noticed that in the meetings...the
other people there they ask me to lead the disonsdiecause now they can see that in the
knowledge | have | always have a reason for whgylsomething....and that makes others to see
that we must practice with some kind of informatioh(Rural, individual interview)

“...it is good even for me just being a normal prefesal nurse and when the senior
professional nurse says to me | must lead in teeugision with something...because she can see
the value now in my learning....and the change W marsing ...so you start seeing such

changes...that others see the change in how weracticing and also want to role model that
change....” (Urban, FGD, participant 3)”

Another attribute of professional development tbaterged from the data sources was the
collaboration that developed between them. Pasitp expressed how greater confidence in
HIV/Aids nursing practice allowed them to break daoprevious barriers of working together as
a team. Another attribute of professional developnexidenced by the nurse practitioners was
the deliberate dissemination of generated knowledgether nurses who were not part of the
CoP. Participants expressed that having experniettoe benefits of the learnt and generated
knowledge to their own HIV/Aids nursing practichey felt they had a responsibility to also try
and change the practice of other nurses with eeelenformed information. The following
extracts depicted below illustrate this.

“....I can see that my role has even extended detsi my ward...err...like I try and make an
effort to contact our primary health care cliniceware linked to...so that if new information is
received here in the hospital...| make sure theicdi are aware of it as well....so that we can
ensure that the quality of care...and the same tareceived to the patients.....” (Rural, FGD,
participant 6)

“...I can say that it is our role to network withe other nurses...even if they are from other
departments...so that the same type of care in HtigAids treatment is given in the same
way...” (Urban, individual interview)

“...seeing how we have changed so much by jusniegrhow to read the different policies

properly....so you can see that it is importanspoead this information to others....it make the
quality of our nursing care much better....”(UrbafGD, participant 7)
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4.3.6.2 Unintended Outcomes.
The unintended outcome that emerged from the datecss were (i) socially responsive and

conscious HIV/Aids nurse practitioners

Socially responsive and conscious HIV/Aids nurse pctitioner. It emerged from the findings
that coinciding with the nursing values of advogaagvisor and change agent which surfaced
during the transformative phase of the action aberactional strategies, participants expressed a
renewed consciousness in their nursing actionsticiants demonstrated a greater social
awareness and aligned their nursing care to engdgely with the patients’ psychosocial
aspects of living with HIV/Aids.

“I can say that being critically reflective helpemie to be more conscious and responsible
towards our patients...I| am also thinking about wehthey stay...err if they have disclosed and
such things when | educate them or give healthatthrc..” (Rural individual interview)

“...now when | see a patient...I see the whole amand where she comes from so that we can
advocate for her...sometime it might mean askiegothyfriend to also come in for testing or for

counselling so that we can all be supportive foe ttmother and baby...” (Urban, FGD
participant 8)

Furthermore, socially relevant practice was notedbaing the hallmark of the participants’
transformed practice. Participants began recoggigeps in the flow of care from all units of
care, from the first contact of health care tha gatient receives at the community primary
health care clinic and continuing to the varioupatments of maternal services of antenatal and
postnatal care. It emerged from the data thatqipatnts transformed their advocacy actions to
ensure that, as per their rights, patients recempgulopriate, relevant and essential care.

“...I can say that in our group we have see thatus to show that we are changing and keeping
updated with the policies....it means we must nsake the mother get the right care that they

deserve to get...so we try to keep all the depantsngpdated as well...if there is new information
or something new we are doing....like this pampktet made...then we try and let all the
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departments know...so that patients can benefih fgetting the right care....” (Urban, FGD,
participant 1)

“in the past we was focused on our own problenasgdtting we are here for the patients...so it
must be about their rights...like this blood samskking so long and when we addressed it with

the department...so it is something we should hiegdall the time...” (Urban individual
interview)

Lastly, it emerged that having evolved into sogi@ibnscious practitioners, participants took on
the role of being a voice for the patients who soenetimes oppressed. It was noted in the
reflective discourses that participants expressesv tbeing conscious of the patients’
psychosocial aspects in terms of HIV/Aids managdrato allowed them to be aware of unjust
situations where patients endure stigma, abusenagtect. Being mindful of the detrimental
effects this has on the outcomes of HIV/Aids ingtions, it emerged that participants actively
reworked old ways of nursing care that often owekénl this aspect of the patient care and
realigned care and strategies to address thesesgipe and unjust characteristics. Noted in the
following excerpts presented below are some optréicipant’s reflections on this aspect.

“...I am awakened... even seeing that our patigatshrough lots of traumas...for some they find
out about this HIV very late...and then they arpeeted to just make these changes while they
are dealing with their news...I have changed mydset .... | feel more compassion for their
cases...so get abused when they go and disclasththg...so we have to empower the patient in
how we nurse them...saying such things like thegrde it and such things...it adds to them
being belittled...so they feel like not fighting(Urban-FGD participant 6)

“...we must take a stand for our patients...encgerghem in our attitudes...so they can see we
care for their case...even if they say they araidfto take the NVP syrup home...so we must
counsel them...even if it means they must hidegargdthe baby...we must support their choices
so they can accept...because if we are not for thibey sometimes got no one else...and they

will just end up throwing the medication away..eeeryone suffers...” (Rural, Individual
interview)
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4.5 SUMMARY OF MAIN FINDINGS

This conclusion summarises the main categories sadategories which emerged from this
study findings, guided through the paradigm mod&toauss and Corbin (1990), the domains of
which are presented earlier in this chapkerstly, the phenomenon of CoPs for HIV/Aids nurse
practitioners was conceptualized as a (i) pracéind learning space; (i) a support network
where advise on personal and emotional problems shased and where new experimental
learning was supported; (iii) it was characteriasch space which fostered togetherness through
collaborative and purpose driven interaction, and it was a space which fostered self
determinism and self relianc8econdly the conditions that led to the need for estabigta
CoP of among the HIV/Aids nurse practitioners tlgtothe use of critical reflection included (i)
a changing nature of nursing in the context of K& nursing care and management ; (ii) a
culture of nurse practitioners working in isolatidmi) lack of support from the management at
the institutions in terms of nurse practitionersetimgy the demands of a changing and dynamic
public health system; (iv) workplace distress antb#onal exhaustion which stemmed from
providing nurse care in a context of HIV/Aids anjl & loss of professional identity experienced
among the HIV/Aids nurse practitioneiBnirdly, the national health priorities and the national
frameworks and policy documents related to HIV/Amevided a context which the CoP of
HIV/Aids nurse practitioners responded. These heaaliorities and policy frameworks included
the United Nations Millennium Development goalsedfically the goals which related to
HIV/Aids namely goals four, five and six; the Sou#irican HIV/Aids and STI national
Strategic Plan 2007-2011(NSP); and the Nationaligeev Guidelines on the Prevention of

Mother-to-Child Transmission (PMTCT).
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Fourthly, the process of the establishment of the CoPsI\éfAids nurse practitioners emerged
through the processual nature of the action arefantional strategies. In this study the action
and interaction strategies emerged as planningirmaptementation of the CoP for HIV/Aids
nurse practitioners. The planning for the estabiisht of the CoPs included the following
activities (i) conceiving the establishment of tGeP; (ii) negotiating with stakeholders and
garnering support; (iii) establishing a sharedonsi(iv)determining a focus and needs of the
CoP; (v) tailoring logistics; and participationtime planning process. The implementation of the
CoP included the following actions which occurredtaree distinct phases depicting a process of
change among the nurse practitioners. These inglude (i) Formation phase, which was
characterised by learning to reflect and a prooéggoup formation; (ii) a transitioning phase
which was characterised by conscious reflection amgeriential learning and becoming
autonomous in terms of group cohesion and lasty (ih) Transformed phase which was
characterised by a transformed way of knowing irsimg practice and establishment of a fully
functioning CoP.

Fifthly, conditions which facilitated in the successfulabishment of the CoPs of HIV/Aids
nurses included (i) the nature of the facilita{a)y,the desire of the practitioners to changerthei
practice, (iii) the support received from the ihgibnal management, (iv) flexibility in the
reflective process and (v) the diversity in terrhghe nurse practitioners educational background
and learning styles and experiences. Conditiortshihdered the process of establishing the CoP
of HIV/Aids nurse practitioners and of the proces$gritical reflection included (i) a culture of
hierarchy in nursing (ii) and culture of not wriginLastly, the intended outcomes of establishing

the CoPs of HIV/Aids critically reflective nursegatitioners included (i) information seeking
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and utilization skills; (ii) professional developnieand the unexpected outcomes which emerged

from this study included a socially responsive aadscious HIV/Aids nurse practitoner

In Chapter five a discussion of these findings Wil discussed in relation to empirical and

theoretical literature. The aim of which is to diss how these concepts identified through the

data analysis compares to that of previous research

4.6. DESCRIPTION OF CoP ESTABLISHMENT

The nature of the CoP sessions was collectivelgaaning and knowledge-exchange sessions;

underpinned by reflective discourse. Through thetasned interaction of the participants at both

settings, open sharing of resources and learnirsgédt, analyse and apply information became

the hallmark characteristic of the CoPs. This attarsstic enhanced the sustainable componenet

of the CoP outside of the facilitation by the ewr@drfacilitator (i.e researcher), as life-long

learning skills was developed. Given the naturethef establishment of the CoP emerging

through the process of critical reflection among thlV/Aids nurse practitioners, the table 4

summarises the key attributes of the CoPs in tharuand rural context.

Table 4: Summary Description of CoP Establishment

CoP CHARACTERISTICS RURAL URBAN

Total number of sessions 13 11

Total number of participants 8 10

Averge length of time per session | 120 minutes 120 minutes

CoP session time

Alternate Thursdays

Alternate Wednesdays (afterapc

Skills addressed

Information seeking

Computer literacy

Information seeking

Computer literacy
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Reading and using policies antinute taking and managing |a
evidence informed resources | meeting
ARV treatment and managemerDrafting an advocacy letter
training

Resource development (ie.
Stigma management pamphlet)
Minute taking and managing |[&ARV  treatment = management
meeting training

Reflective writing

Stigma management

Reflective writing

Duration of Data Collection

7 months

7 months

Number of Session per phase d
CoP Establishment

Formation Phase

Transition Phase

Transformation Phase

f

4 sessions/ 7 ¥ hours

5 sessions/8 hours

4 sessions/ 7 Y2 hours

3 sessions/ 6 hours

4 sessions/7 Y% hours

3 sessions/ 6 hours
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4.7. CONCLUSION

This chapter presented the main findings of thelysinterms of the processes of establishing
CoPs through the use of critical reflection amony/Hids nurse practitioners in a rural and

urban setting. The paradigm model of Strauss andi€@1990) guided the analysis and the
presentation of the main findings in terms of ustirding the phenomenon in relation to how it
is conceptualized; the antecedent or causal congitithe action and interactional strategies; the
context; intervening conditions and outcomes reldte the establishment of the CoPs. This
chapter also presented the findings in relatiothtee distinct phases which characterised the
establishment of the CoPs; namely the formaticamdition and transformational phases. This
chapter also presents an overview of the CoP amdhhracteristics thereof in terms of nature of

the CoP sessions at noth setting.
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ANTECEDENT CONTEXT

Inadequate preparation for change role NATIONAL HEALTH IMPERATIVES

Pressure to cope with informed society The united nation millennium Goals
Lack of support from Management The HIV/AIDS and STI National Strategic Plan 2007-20011

Work place distress and emotional exhaustion DYNAMIC NATURE OF NATIONAL POLICY GUIDELINES
Loss of Professional Identity The national revised guidelines on prevention
Of mother to child Transmission (PMTCT

CONCEPTUALIZATION

Practice and Learning community
Support Network

Collaborative and purpose driven working

A space fostering self determinism and self reliance

ACTION INTERACTION STRATEGIES

PLANNING AND PREPARATION OF THE IMPLEMENTING AND LAUNCHING OF THE

COPS COPS

Conceiving the establishment of the Cop Formation Phase: Coalescing, learning and
development

Negotiating with the stake holders and garnerinigearning to Reflect

support Group formation
Establishing a shared visic Transitional phase: Awakening of consciousnes
Collaboratively tailoring the logistics ConsciousfRction and Experiential Learning
Control in the planning process Becoming Autonomous
Transformational phase : Becoming Critically
Reflective

Transformed way of knowing in HIV/AIDS nursing
Renewed and refusal Cc

INTERVENING CONDITIONS

Facilitative Hindering

Desire to change one’s Practice Culture of Hierarchy in nursing
Nature of the facilitator New culture of Reflective nursing
Support from institutional management

Flexibility in Reflective practice

Diversity of Professional Nurses

OUTCOMES

Intended Unintended
Infos seeking and Utilisation Socially responsive and conscious
Professional development HIV/AIDS Nurse Practitioners

Figure 6: Representation of conditions for CoPHBr/AIDS Nurse Practitioners

Adapted from Strauss and Corbin (1990)
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CHAPTER FIVE

DISCUSSION OF FINDINGS

5.1. INTRODUCTION

This chapter will present a discussion of the nfandings which emerged from the study in

relation to the existing body of evidence. The oEkterature in grounded theory studies is very
explicitly discussed. Strauss and Corbin (1990) rmemt that a secondary review of literature is
used to discuss the finding of the emergent thedwghors such as Heath (2006); Stern (1994)
and Hickey (1997), to name a few, have also sharethe importance of engaging with the

literature at an extensive level after the emergie@dry has been discovered. It is further noted
by these authors that the literature should beeaththat is integrated into the emergent theory

So as to add deeper dimensions of meaning to fvewkred findings.

Hickey (1997) points out that the literature reviewgrounded theory studies is delayed until
after the data collection and analysis has traedpirecause, at this stage of the process, the
literature allows the researcher to ground the getetheoretical description of the phenomenon
in relation to the existing body of evidence. Moreg Strauss and Corbin (1990) noted that in a
constructivist approach of inquiry, empirical ewvide should be used to understand the study
findings in relation to existing empirical evidende this case, the literature was used to describe
the emergent theoretical concepts in terms of thenpmenon, which is the establishment of

CoPs of critically reflective HIV practitioners.
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The aim of this study was to analyze the processstdblishing Communities of Practice by
developing critical reflective skills in two grous$ nurse practitioners working in the field of
HIV/Aids. Furthermore, the study aimed to develomiadle range theory which explains the
process of establishing Communities of Practice P€§doamong HIV nurse practitioners
grounded in critical reflection. This chapter wilius be discussed in terms of the dimensions of
the study findings, aligned to the paradigm modebtoauss and Corbin (1990). The dimensions
include: (i) a conceptualization of the phenomenGoPs of critically reflective nurse
practitioners; (ii) the antecedents or causal doy which emerged as contributing to the need
for establishing CoPs; (iii) the context of the GpRlv) the action and interactional strategies
that were undertaken in the process of establistiegCoPs; (v) the intervening conditions and
(vi) the outcomes of the CoPs.These dimensionslageed to the research objectives as they
discuss the study findings in terms of the proceg®seolved in developing critical reflection and
establishing CoPs among the HIV/Aids nurse practérs (related to research objectives 1 and
2).Moreover, inherent within the dimensions of thaadigm model is a discussion of the
HIV/Aids nurse practitioners experiences to the asywe of critical reflection and their

involvement in the CoPs (related to research obve®d).

5.2 CONCEPTUALISATION OF COMMUNITIES OF PRACTICE

It surfaced from the findings that the phenomendnCoPs was characterized by various
dimensions that related to the CoPs in terms oéldging levels of critical reflection among the

HIV/Aids nurse practitioners. The subcategories #merged to conceptualize the phenomenon
included: (i) a practice and learning communitigetter than being back at schoql(ii)) a

support networKFeels like home...I'm with family here’{jii) collaborative, unified working to
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make a difference:“Sisonke...together we can!"and (iv) a space that fostered self-

determinationtstaring to feel in control again...like a nurse agai

5.2.1 A practice and learning community “better than being back at school”.

The CoP was initially characterized as a space evlzerculture of learning was fostered.
Compared to the formal structured learning envirentrof a school, the findings revealed that
the organic, flexible manner in which informatiomsvshared and discovered through reflection
and a focus on scaffolding new information to pasperiences emerged as a unique

characteristic to the study findings.

This characteristic of how the CoP was describathisicurrent study can be linked to D66s and
Wilhelmson’s (2011) description of the organizaibpedagogy of learning. Here the authors
note that theoretically underpinned from Kolb’'s §48) branch of experiential learning,
organizational learning is about the collective mamin which individuals construct knowledge
and the development of competence in engaging amelabing shared meaning of experiences
in an active way, thereby making learning individaad applicable to practice. This confers
with the attached meaning of the CoP as a spacpréatice learning, as reflective discourses,
storytelling of HIV related practice experiencesdashared ways of addressing common
problems was shared in a communal medium of thesCARBo supporting this Estabrooks,
Rutakumwa and O’Leary (2005) validate the significeontribution socially orientated learning
activities such as that of workplace learning stysts and CoPs have in supporting nurses in

their professional development.
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The findings also revealed that the CoPs were qanaézed as an opportunity for professional
growth and learning opportunity. Even though th&€were informal structures they provided a
platform for engaging on critical issues relatedHi®//Aids. Furthermore the findings indicated
that the learning space created for the particgpamhs for some the only opportunity of
HIV/Aids related training, due to the lack of ace@sd resources many of the nurse participants

experience in terms of further and ongoing trairang education.

Several studies on workplace learning have alstedtthe benefit of an informal learning

structure in promoting ongoing learning opportwesti(Fenwick, 2008; Eraut, 2007; Billett,

2000). In the context of nursing Skar (2009) andidle and Boughton (Duddle and Boughton,
2007) found that nurses face many challenges tmtaiai up to date professional knowledge.
Skar (2009) and Jensen (2007) found that workplaaening structures, such as the CoPs,
provide a scarce opportunity for many nurses tonl@aormally on practice based issues and to
be continuously educated. The interaction betwadividuals in such structures gives access to
important knowledge resources that may not be wikeravailable during the nurses’ routine

practice outside of a working-learning communitgnsen (2003) and Skar's (2009) findings are
aligned to the findings of this current study whiebted that the CoPs created an invaluable

opportunity for participants to catch-up with piaetinformation.

Also evident from this study was the organic natfréearning that occurred within the CoPs.
The use of authentic real-life problems, lived eigreces of HIV/Aids related nursing dilemmas
and practice problems, as well as the shared legrand discovery of solutions based on
authentic problems and experiences, enhanced tilitg ahd the relevance of the knowledge

which was generated in the learning space of thE. &xplained by Fetterman (2001), the
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process of knowledge generation within situatedrnieg context of CoPs or similar
organizational formats is logically reasoned thitoagprocess of sense-making and is elevated
from inductive to deductive reasoning by the unigumaracteristic of the use of lived life
experiences of members. This is supported by We(t@98), who stated that meaningful
learning occurs through social participation anthgiseal life situations to unearth and make
explicit the tacit knowledge. Weick (1995), whocensidered a leader in the literature of sense-
making and organizational learning, also notes thatprocess of sense-making in response to
any new event, task, stimuli or information occlhyscomprehending, constructing meaning and
interacting toward the pursuit of mutual understagaf the new phenomenon and further notes

that use of real life situations, stories and sthagambols facilitates in this process.

The culture of inquiry based learning and pracfe&tered in the activities of the CoPs also
created a space for knowledge exchange and traasteis described in the findings of this
study as a resource hub or space. A primary amdfisgnt feature of accessing and utilizing
appropriate, current and relevant HIV/Aids relatgdrmation was noted as being meaningful in

blending experiential information and evidence inéwv practices.

DeBourgh (2001) and Tolson, McAloon and Hotchk806) note that there is a long standing
gap of theory and practice among nurses and aatieation of nursing practice is considered an
urgent strategy to ensure nurses keep updated neith information to provide meaningful,

relevant care. In Schén’s (1991) discussion of riféective practice, this author makes the
distinction between two types of practice spachs: igh hard ground, where problems are
solved through engaging with evidence based peatic research theory; and the swampy

lowlands where problems are solved using non-rigenmethods of inquiry. Thus, relating to
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this study finding, the social and cognitive leagnembedded within the CoPs is appropriately
aligned to addressing the theory-practice defioted among nursing practice research and, in
light of Schon’s (1991) discussion of the dispadfythe practice environments, the CoP learning
space fostered a higher level of engagement otipeaproblems. Tolson, Booth and Lowndes
(2008), exploring the impact of an evidence basedtite model among nurses in a work-based
network of CoPs, found that utilizing evidence liaggactice in a CoP created a sense of
ownership and collective responsibility among theses. Furthermore Tolson et al., (2008) also
facilitated members of the CoP to cascade learoifpth practice and theory and champion for
practice change. The blending of experiential le@ynepisodes and evidence generated
knowledge to fit the practice needs of the HIV/Aigrse practitioners of this current study

concurs with the above findings of Tolson et &0Q08). Furthermore, Motteram (2007) and

Stacey and Gerbic (2008) explored blended learmrnige context of CoPs and assert that in the
social learning space of CoPs, blended methoddpgigles and techniques of learning adopt a
constructivist underpinning and transform learierengage in higher order thinking. Stacey and
Gerbic (2008),in particular, discuss how the blehderm of learning, allows learners to

reconcile the practice with new knowledge.

In this study, nurses became more knowledgeablatatiarrent HIV/Aids nursing practices

through the use of critical reflection, experiehteaarning and formal learning. It was noted in
this study, that the participants through the pssaaf learning through critical reflective practice
and within the context of shared learning in thategt of the CoP, were able to bring new
information into the practice space which was eiihethe form of materials and resources or
shared discourses of reflective experiences. Theitges of the learning space that the CoP of

this study was characterised by included interiogadf the shared resources and sharing and
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debating ways in which the new information can peliad or adapted into the practitioners
HIV/Aids related nursing practice. This coincidegthwknowledge construction activities as
noted by Duffy and Jonassen (1992) who statesth®tctivities of knowledge construction
involve active activities and engagement in buigdknowledge structures. Furthermore, the
activities of the participants in the learning piree space of the CoP, involved practitioners
actively seeking out relevant information whichyttelt was necessary and important to discuss
and share in the CoP space, this coincides withilVe(1983) finding level of learning process
and Gagne’s (1985) cognitive process in knowledgeegation. The practitioners were also
involved in actively debating, negotiating and mefg the new information to assess
applicability and how it will fit and enhance theixisting nursing practice. This aspect coincides
with the synthesis level of Bloom’s (1956) learntagonomy, as nurse practitioners were able to
use the information meaningfully form the sharegosatory of information into practice, thus

the CoP was likened to a learning and practiceespac

5.2.2 A support network: “Feels like home...I'm with family here”.

Fuelled by the emotional and moral distress, arddut that many participants experience as a
result of working in the context of HIV/Aids withttle training and skills on current and relevant
HIV/Aids related nursing issues, the platform fgqrea sharing on such issues led to the CoPs
being conceptualized as a “home”, where trust, stpgaring, friendship and bonds can be
nurtured. Chirwa, Greeff, Kohi et al.,(2008) anehBvides-Pereira and Das Neves Alves (2007)
have reported on the emotional exhaustion andu@atibat is common among nurses working in
the context of HIV/Aids. Sundin-Huard and Fahy (2R9n theorising the relationship between

advocacy, moral distress and burnout among nurfeesid that even although they were
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competent to deal with new and challenging treatpercedures, nurses sometimes experienced
frustration, hopelessness and distress. Theserautitther noted that in such circumstances, the
loss of control experienced by the nurse in hectpra context sometimes left her unable to
advocate, which resulted in moral distress. Atdhex of Sundin-Huard and Fahy's theorizing it
is noted that a sharing avenue for nurses to wemie together and learn from one another will
not only alleviate the practice related pressuresrying to cope, but will also decrease the

resulting feelings of hopelessness and moral distre

Various researchers have recognized that CoPs daroxi relational dimension that fosters
interpersonal interactions that facilitates in Bing trust and support among the members of
CoP (Brown, Harte and Warnes, 2007; Kelly, Tols8chofield et al., 2005). Furthermore,
Wenger (2000) asserts that the social dynamicowiineg together over repeated and sustained
interactions not only develops social familiaritp@ng the members, but also develops empathy
among the CoP members and enlightens members oénttmdive constructs related to their
shared phenomenon. These empirical findings tieith this study’s findings which saw the
participants conceptualize the CoPs as a safe haxere trust and open sharing of personal and
professional problems could be shared and suppdtte@s also a space, however, where a new
insight of nursing people living with HIV/Aids wagoomed, as the emotive domains that may
have previously hindered optimum nursing care vegldgressed in the safe and non-judgmental

space of the CoPs.

The supportive characteristic of the CoPs alsdifaigd practice-learning. Being in a space that
allowed for open and honest expression of challemgkated to HIV/Aids nursing experiences,

participants felt comfortable to use the supportneture of the CoPs as a platform for
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experimenting with new information without the fealr peer judgment. Cooner (2010) found
that the intimate relationships fostered withinraup of social work students in their classroom
discussions enhanced their ability to move awaynfioitial fears and self made boundaries of
‘becoming’ reflective. Furthermore, the support ythreceived from their peers and teacher

enabled them to transgress beyond their own liafiteflective practice and learning.

Similar to the supportive features of workplacenuwrks, CoPs and organizational learning hubs
foster active learning and participation. Akgin,nbhyand Byrne (2003) also discuss the
reciprocal interactions of support and social ctgnithat translates into heightened learning
processes and experiences. According to theserauthembers of an organizational group start
collectively from a premise of the ‘unknown’ andwice state in terms of group learning and,
through intimate group dynamics, begin to becomendp new experiences and move towards
an emancipated learning state. This concurs welfitidings of this study, which noted that the
flexible and active participation of members wasmpoted by the supportive culture of learning

which is characteristic of CoPs.

Lastly, the open communication and group cohesibichwfostered the supported network of the
CoP is aligned to Garrison’s (2004) model of comityunf inquiry, which indentified three
interdependent elements which are central to thg paxticipants engage in inquiry based
practice in a CoP. Here Garrison noted that squieence, teaching presence and a cognitive
presence collectively contribute to the dynamicenqgtiry. This author noted, furthermore, that
through personal and purposeful relationshipssteal presence, which is defined as the group
cohesion and dynamics and open and honest comntionicdeads to security among the

members to engage more effectively in deep and imgiah learning experiences.
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5.2.3 Collaborative and purpose driven working to rake a difference:“Sisonke...together

we can!”

Evident in the findings of this study, the CoP wagn as a platform where collaborative efforts
towards a unified goal were initiated and supporfEdrough practice of critical reflection,
which was fostered by working together in the CdRs, participants matured in their thinking
and found a deeper purpose and a renewed way eingurLikened to the social values of
uBuntu and described in isiZulu terminology aSisonke” (“togetherness”), the space of the
CoPs translated as a field for socially relevartt action orientated HIV/Aids related learning.
Discussed by Mbigi (1997} Buntuis an African trait describing social values arah de
defined as group solidarity. Poovan (2005) notes tile conceptjBuntu,was popularized after
the democratic governmental dispensation in 199 that it has become synonymous with
cultural norms and values of unity, togethernesklaotherhood. Furthermore, Broodryk (2002)
comments thatuBuntu encapsulates a symbiotic communal relationshipcivHbcuses on
oneness, interconnectedness and inter-relationsiisgi and Maree (1995) likened the
conceptuBuntu,to their“Five Fingers Theory”which is made up of five domains; (i) survival;

(i) compassion; (iii) solidarity; (iv) dignity; ah(v) respect.

Therefore, based on these descriptions, the fisdregealed that the social valuesuBuntu
resonated in the participants of this study as eawdd in their involvement, growth and
ownership in the process of creating a communitpramthe HIV/Aids nurse practitioners.
Following with this notion of togetherness, the Gakere also characterized by more than just
learning as the collaboration of the group membstisin this learning space led to an awareness
and orientation towards socially relevant nursimgcpce. The social values aBuntubecame

evident through the CoP activities as participamgewed their previous assumptions and
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stereotypes of nursing people living with HIV/Aidad demonstrated activities of advocacy and
social learning. Aligned to the dynamic situatedrteng context of CoPs, Nicolini, Powell and
Conville (2008) state that members of a commuméapgform in using local situations and local
knowledge to inform clinical practice through mutemgagement and a shared repertoire of
common knowledge and practice symbols and resousaehl as shared stories and experiences,.
Furthermore Clarke and Wilcockson (2002), advodatd through mobilizing collaborative
working relations among members of the CoP, a redewonsciously reflective way of
providing care is ignited, which is driven by theeds of practice. This was evident in the
context of HIV/Aids in the current study as theewal of nursing orientated values aligned to a

social awareness of patients’ needs.

The findings of this study also revealed that tlyaasnics of the CoP fostered collaborative
relationships among different health care profesd® from various departments. Noted by
Henri and Pudelko (2003) and Andrew and Wilkie (2Q@oPs create the added advantage of
fostering interdepartmental collaborative bondingl gromote practice development through
organized collaboration. A study conducted by Heand Pudelko (2003) supports the
collaborative characteristic of CoPs noting that lincus of CoPs is closely related to informal
meetings which harness the expertise and talertistbfmembers and non-members who have a

a common and unified goal.

The findings of this study highlighted the CoPs empowering spaces that moved the
participants away from their previously isolatedgiice of nursing that had been fuelled by lack
of confidence in HIV/Aids nursing practice and adoof control in patient care. Gaining

confidence through mutual engagement among thecipants in the CoPs and through the
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process of becoming critically reflective HIV/Aidsirse practitioners gave participants the space
to explore collaborative relations to foster andate an emancipated socially relevant way of
nursing in the context of HIV/Aids. Tagliaventi amdiattarelli (2006) assert that through the
socially situated practice of learning createdhiea CoP, individuals reach a state of coherence
through a sustained pursuit of shared expertise jaimii enterprises and participation. The
authors state that this creates an emancipatediayowing as members gain control over the
reflective learning process and a new way of ukngwledge and networking to improve

practice outcomes.

5.2.4 A space that fostered self-determinatioristaring to feel in control ...feel like a nurse

again”.

The study findings revealed that the CoPs were asamspace which cultivated a new identity
among the participants. The learning and suppogiwgronment of the CoPs shaped a renewed
identity in nursing which was evident in the emerge of core nursing values such as assuming
advocacy and advisory roles in nursing. This ignad to Collier (1999) and Davis (2006)
whose explorations of identity development amongsesi have found that the social co-
participation of learning within CoPs refocuses thugse practitioner into seeing a new way of
nursing through the lenses of other members ofjtbap. Their identities, thus, become shaped
through the mutual engagement of shared repositorgflective dialogues, and shared artifacts
and symbols that facilitate in a deeper understandif the professional role aligned to
articulation and co-construction of new knowledgave and Wenger (1991b) have discussed
the role of CoPs in the development of professiadahtity from a theoretical perspective and

according to their theory of situated learningamts of legitimate peripheral participation, they
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observe that learning within the CoP is a sociapadicipation and that members identities get
shaped from their novice sense of identity andugriced by the learning trajectory of moving

from the periphery to the core of the CoP.

Similarly, this study’s findings also revealed thia participants’ identity of self was shaped and
reinvented in terms of the activities of the CoRitdd in the findings, competence in critical
reflection created a paradigm shift in discoveramgl debating previously held worldviews about
self and nursing in the context of HIV/Aids. An eowered identity was noted in the findings as
being reclaimed. Self actualization in becomingipped with various skills was supported
through collaborative learning in the CoPs, whieti to a renewed sense of being in control for
the participants. According to Tajfel and Turnef1®©86) social identity theory, increased self
esteem is greatly influenced by the shared grolyesaof group participation. Bartunek (2011),
exploring intergroup relationships, noted that tbentities of members become reinvented
through the personal security, companionship, banpdind shared relationships enacted in a
group which leads to a renewed insight on socillesaand related issues Lingard, Reznik and
DeVito (2002) also support the findings of thisdstuhat personal and professional identities
become shaped within the activities of the CoP.s€hauthors state that a social participatory
learning model such as a CoP leads to the prodagerntity development by making sense of
tacit knowledge, which refers to knowledge thatften held in the subconscious and difficult to
enact upon Leonard and Spencer (1998). LingardniR@nd DeVito (2002) also state that over
time and through shared communal learning, an iddal’'s identity of self is attuned to the
responsibility the individual has in their profemsito their communities. These empirical
insights of how social participation in learningaples one’s identity through the cross-boundary

friendships and bonds and way of learning is aligteethe findings of this current study which
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also demonstrated greater self esteem and sens®mwing that was fostered and shaped in the
CoP cultivated a renewed identity. Bogenrieder Bndteboom (2002) confer with this finding
stipulating that CoPs provide the context withiniethindentities are born, noting in particular
that more intimate bonds are created in smalleuggoas intensified interactions in smaller
CoPs, blended with a local atmosphere of the sitlhabntext of the CoP, enhances greater

coherence and authentic relationships.

5.3 ANTECEDENTS FOR ESTABLISHING A COP

In this study various sub-categories emerged whescribed the causal conditions in terms of
the work environment and the emotive challengeg#récipants experienced in relation to the
need for a CoP. These included: (i) the changingraaf nursing in a climate of HIV/Aids; (ii)

a culture of working in isolation; (iii) lack of pport from management; (iv) workplace distress;

and (v) loss of professional identity.

5.3.1 The changing nature of nursing in a climatefddIV/Aids .

In this study, participants expressed a changéemature of nursing, which was attributed to
the changes in public health issues underpinnetthdympact of HIV/Aids on nursing practice.
Furthermore, this current study illuminated thellegmge the participants experienced in terms of
the outdated nature of their basic training whiett them feeling frustrated and in a constant
state of second guessing their actions. The firgdiingm this current study resonate with the
findings from Willard (2005) , wherein it is notéldat due to the demands of HIV/Aids on the
public health system, the role of the nurse hasiesed to encompass greater responsibility and
assume more complex functions of initiating card &eatment related to HIV/Aids clinical

management. With reference to the effect of HIVAAId the South African context and the
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implications it has for nurses, Shisana, Hall, Ntglte et al., (2003) also note the severe stress
that already overburdened nurses are undergoifighhof the challenges related to HIV/Aids
nursing care in terms of new roles and functionsliagnosing, monitoring and evaluating new

treatment.

In this study, the dynamic nature of nursing in tomtext of HIV/Aids emerged with several
challenges, which included: (i) inadequate prepameor the changing role of the nurse; and (ii)

pressure to cope with an informed society.

5.3.1.1 Inadequate preparation for the changing ra of the nurse.

The findings of this study revealed that a laclkadéquate and relevant knowledge and training,
compounded by the outdated training of the pauitip, contributed to increased feelings of
uncertainty and incompetence experienced by thacgeants in the clinical management of
HIV/Aids. This study’s findings also illuminateddhack of knowledge nurses had regarding the
current policies of the Prevention of Mother-to-l@hiTransmission of HIV/Aids (PMTCT)
programme, which affected their ability to functimomprehensively and make informed
decisions on current practice guidelines. Alignedthese findings, several authors, namely
Woods, Cope and Eley (2008); Hall (2004) and S200E), in separate studies exploring the
impact of HIV/Aids on the experiences of nurses andse-midwives, have demonstrated the
lack of continual training for nurses in the distriand tertiary hospitals in South Africa.
Moreover, these studies found that in the few msta where HIV training was offered, the

information was inappropriate and outdated in refato the context of HIV/Aids.

The findings of this current study also showed thatlack of adequate training experienced by

the participants created a climate of uncertaimiyerein participants felt incompetent and in a
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state of second guessing their nursing actionsebar, participants reported that they did not
have the knowledge to interpret certain HIV diagimosesults to meaningfully direct nursing
care plans, and examples of taking a patient’s 6IDdd test or the infant's PCR levels and not

being able to interpret the results in terms ofgpdittreatment plans were highlighted.

It was also noted that the inadequate preparatioterims of training resulted in poor or no
clinical reasoning in the participants’ actions they felt overwhelmed and did not have
theoretical grounding to the tasks they had togwerf This finding is echoed in the separate
studies of Hall (2004), Smith (2005) and Tobi, Ggoand Schmidt (2008), who, in the South
African context of public hospitals, found that ses experienced overwhelming feelings of
incompetence and inability to meet the demand efHiV clinical practice due to a lack of

knowledge and skills in this area. Moreover, Gukie(@007), in an assessment of HIV/Aids

nurse practitioners and the nature of nursing souece limited settings, noted that with the
increased responsibility of HIV/Aids treatment, seirpractitioners were lagging behind in
adequate, intensive specific training on ARVs, s@ffects thereof and how to monitor indicators
to stop medication and move to second line medicatGuberski notes that lack of such
preparation for nurses was causing feelings of uwmah, despair and inadequacy in how they

were functioning.

In this current study it also emerged that the @wphte preparation for the changing role of the
participants in terms of HIV nursing also stemmednt the changing nature of policies
underpinning HIV/Aids management. Participants egped that core policy guidelines, such as
the PMTCT guidelines, were rapidly changing ands tbontributed to their confusion and

uncertainty in their nursing practice. Moreovergiherged that participants did not have the
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skills to translate information from the policy dalines into their clinical practice, thereby
creating room for wrong or outdated HIV treatmeatecplans being implemented. This finding
is supported by Tawfik and Kinoti’'s (2006) studyhieh reported that that an overwhelming
amount of nurses from the Kenyan, Zambian, Mozaarbiand South African study samples
expressed concern with the number of guidelines pwicties underpinning HIV/Aids and
nursing-midwifery care, and that the changes tedhaolicies caused a challenge for them in
terms of practice. Other studies have also alluddte impact of health policies in HIV/Aids to
the nursing perspective, arguing that along with rpacious nature of HIV/Aids on the public
health system, the increase in the number of healibies and treatment strategies attributed to
the increased burden of the nurse in coping withf Hursing care (Zelnick and O’Donnell,

2005; Locher and Didion, 2003).

In a study conducted by Dijkstra, Kangawaza and tdfer (2007) to assess health care
practitioners’ knowledge of HIV/Aids and policy gi@lines related to HIV/Aids in South
African state hospitals, they found that less thae third of their sample of nurses, doctors, and
pharmacists had an above average score of perclvedof knowledge regarding HIV/Aids
policies and guidelines. Shisana and Simbayi (2@0&) reported on the poor knowledge and

awareness of HIV/Aids related policies and guidsdin

It also emerged from this study that participantgegienced a challenge to cope with the ever
changing information surrounding HIV/Aids care. tRapants made reference to the Prevention
of Mother to Child Transmission of HIV/Aids (PMTCTuideline and the frequent changes
thereof which caused diminished confidence in clhiHIV nursing care and a climate of

uncertainty for the nurse participants. Moreovee tack of experts who could be consulted
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further exacerbated the uncertainty and increabatlenge to work in a complex field of HIV
nursing care. In a study in Swaziland, KinghornO@&0reported that health care professionals
reported poor training on HIV and high stress Is\ed they felt challenged and ill-prepared to
cope in an overburdened health care sector whicghrapidly changing in terms of HIV/Aids
information and caring interventions. Oliver andkBgnan’s (2003) comparative study of nurses
and social workers experiences of the challengesilvf service provision found that HIV
training and preparedness was a huge determingp®dibtive experiences evidenced in both
professional groups. Furthermore, Oliver and Dykesa(2003) study emphasizes the
importance of continual educational programmes X Eare being pivotal in the nurses’ and
social workers’ efficacy in their practice. Thisadrs parallels to the current study’s findings,
wherein participants spoke of the many challengeisiwarose as a result of lack of information

and the stress attached to nursing in the dynaomtegt of HIV/Aids.

In this current study it became evident that paréiots resorted to a strategy of habitual routine
nursing and task orientated practices to overcdmg incapacity to function out of the norm.
Participants reported that they followed these tmes in the fear of making ill-informed
decisions .Leshabari, Blystad, de Paoli and Mok@@®7) echo these findings, noting that nurse
counsellors resorted to engaging in uninformed ineutand habitual ways of providing
counselling on breastfeeding within the PMTCT pasgme. These authors further noted that the
nurse counsellors’ actions were based on lack foirmmation on current HIV related policies

guiding infant feeding choices.

The findings of this study illuminated the need &osupportive structure, such as a platform,

where relevant information could be accessed. @éwther studies have also established the
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need for supportive mechanisms for nurses workmthe context of HIV/Aids, these include
ongoing HIV training (De Villiers and Ndou, 2008;kkabela, Mavundla and Sukati, 2008);
mentorship programmes (Dhorn, Nzama and MurrmarQ9@0and caring for the carer

programmes (McCausland and Pakenham, 2003; UNA2DS)).

The varied qualifications of the participants préed an interesting aspect to the current study.
It was evident from the current study that the ipgré&nts had varying qualifications in terms of
their educational preparation. These ranged fromaaters degree in nursing to a diploma in
general nursing and midwifery, which is the minimeniterion for practice as a professional
nurse in South Africa. Despite some participantarigapost-graduate degrees, findings showed
that all participants experienced the same chatlemg dealing with the complex nature of HIV
nursing care. They all felt they were lacking inllsand were incapable of interpreting HIV
diagnostic tests. Furthermore, all nurses were Iggeaallenged in their lack of ability to

translate innovative learning skills in their ctial practice to engage with their learning needs.

Nokes and Stein (1997), voiced caution during teey\early period in the HIV epidemic, and
suggested that nursing curriculums be aligned tepaming the graduate nurse with core
competencies in HIV/Aids nursing care and managénidreir forewarning was not misplaced.
If educational institutions had introduced core Hi¥mpetencies to equip a graduate nurse for
the HIV clinical practice, nurses would not have siouggle to interpret and utilize basic
diagnostic information in their practice. FurthemmoLiljestrand (2004) also commented on the
rapid treatment changes and the increasing conmplexithe management of HIV/Aids that
warrants continuing education for health care msifnals. Exploring the concept of further

education for nurses, doctors and pharmacistsatitisor found that HIV related topics such as
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the latest in antiretroviral (ARV) treatments, adiree issues to maximize drug effectiveness
and minimize drug resistance, and dealing with covkad illnesses of HIV/Aids and
Tuberculosis were insufficiently addressed amomgshmpled professions training and created
an obstacle in their management of HIV/Aids relatack. Closer to South Africa, Banda (2000),
found that the Zambian curriculum for general nyssactitioners did not meet the demand of
chronic care of HIV/Aids, especially in areas @arment and medication adherence. All of this
evidence compares favorably with the current figdinwhich illuminated the lack of
preparedness of the nurse practitioners in termbllgfAids nursing care and management,
despite some of them having post graduate degid®s.highlights the deficiency in nursing

curriculums in integrating HIV/Aids in the variedinsing programmes.

Another finding which surfaced from this study wiias disempowered nature of the participants’
way of nursing as they lacked the insight and imfation to provide holistic patient care.
Furthermore, the findings revealed that feeling®e$ of control and frustration surfaced as the
participants were not able to keep up with the geanof the dynamic context of HIV and,
therefore, were not able to make clinical decisidimat would definitely result in positive
outcomes for patients. This is congruent to studiesiarrowing (2009); Dohrn, Miller and
Baken (2006); Tobi, George and Schmidt (2008); Ruads, Greenfield and Bennett (1999)
which showed that the lack of current HIV relatedirting on aspects such as antiretroviral
treatment, comprehensive HIV testing and counselngd psychological training on issues such
as HIV related stigma affected the nurses’ abitidycope in the increasingly stressful and
demanding context of HIV nursing, leaving the nungeactitioner feeling helpless and
disempowered in her role as a care provider. Exgdothe challenges nurses experience in

coping with HIV/Aids in Africa, Ehlers (2006) came similar conclusions. According to this
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author, the continually changing acquisition of Wexge in the field of HIV/Aids complicates
the decision making processes of nurse practitoimeterms of health education for the patient
which challenges the nurse in her role of caregaret leaves her feeling lost and vulnerable in

her practice.

5.3.1.2 Pressure to cope with an informed society.

The findings of this study illustrated the addedlEdnge participants experienced in having to
cope with patients who were well informed about HMs. This compounded the participants’

deficit of adequate training and knowledge. It lmeeaclear that many patients had acquired
information about the disease from resources ssgcth@ media or externally funded medical
research projects. and, while this open accessféomation was liberating and empowering for

the patient, it created an unfamiliar and discanditparadigm shift for the participants, as they
were no longer considered the source of informatiboreover, it emerged in this study, that the
patients were sometimes better informed about cutéV related practices or information and

would therefore advise the health care professsoidiis imbalance in power and role reversal
is explored in Harrowing’s (2009) Ugandan studyjsTauthor reported a shift of power as

patients recognized the lack of expertise in nuasesnurse-midwives and their limited capacity
to provide care. Ojwang, Ogutu and Matu (2010) alsavide insight on the consequences of a
power disparity that occurs among nurses and gatierthe context of HIV/Aids. These authors

found that patients attending selected Kenyan Iaispivere conscious of the level of care and
they should receive in terms of HIV treatment, ngaton and medical procedures and that
nurses working in these hospitals experienced pres® meet the demands of their patients.
The above researchers reported that the nursegienence in dealing with the demands of their

more informed patients resulted in them withdrawihgir involvement with their patients and
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becoming verbally abusive. The underlying threadtha studies of Harrowing (2009) and
Ojwang, Ogutu and Matu (2010) draws similaritieghe findings of the current study, which

showed that nurses needed to regain their roleiofba source of health and information.

Another aspect that emerged from the findings & study relating to the dynamic of power
relations was the diminished nurse-patient relatigqm and level of mistrust which stemmed
from the participants’ lack of authority and owrtepsin HIV related nursing care as a result of
their lack of training and grounding in current Hinformation. This finding is supported by
Forsberg’'s (2001) concept of consumer-demand ohlhheare services. This author speaks of a
demanding patient profile who are empowered andrinéd on the type of care they should
receive as opposed to assuming the traditional obléeing submissive to the health care
providers as the only source of information. Forgli8001) speaks of a consumer driven society
which is geared toward high demands on the health system in light of incentives, financial
gains in exchange for performance based caregim &f this study’s finding one can substitute
Forsberg’s constructs with that of an informatiaelfed society who access care with an already
established idea of what they should receive frioenhealth care providers. Kalvemark,Hoglund,
Hannson et al.,(2004) suggest that challenging veaskronments wherein fundamental changes
in the health care system (such as the changingenat HIV care evident in this study) cause
stress related dilemmas and challenges and makkficult for nurses to keep abreast of the

organizational policies guidelines and structuheg tinderpin the work environment.

5.3.2 A culture of working in isolation.
It emerged from this study that the fragmented neatd the participants’ working relationships

with their colleagues was attributed to feelingsnsfecurity and fear of peer judgment on their

242



lack of knowledge regarding current HIV practicéurthermore, the lack of collaborative
nursing practices exacerbated the participantgpions of isolation, and left them feeling that
they were the only ones experiencing the challerdethie overburdened health care system.
Moreover, the lack of collaborative nursing pragtieported in this study resulted in poor
continuity of care among the various subdivisiohshe maternal and child health department.
Guberski (2007) discusses the potential of lossowtinuity of care in low resource areas with
regards to HIV/Aids provision and states that l@saurces not only refer to the lack of basic
requirements such as food and shelter, equipmehtaress to treatment, but can also refer to
“lack of training and limited evidenced based datairtform clinical decisiors (pg 696).
Connections can be drawn between this and the rtustedy, which, similar to Guberski’'s
(2007) idea of lack of resources, also found thate was lack of adequate and relevant training

which fuelled the participants nature of workingtbeir own.

This current study notes the isolating nature wkimg that was evident as participants feared
peer judgment in terms of their lack of competeard resorted to functioning in silos with no
integrative approach to HIV nursing care in thecighkne of maternal and child health. The
findings showed that despite belonging to the saeartment, participants concentrated on
their own role and were unaware of the continuftare in terms of the patients’ progression
from antenatal care to post-delivery care, espgcialthe context of HIV/Aids. This finding
relates to Mackintosh and Tibandebage’s (2000)ystuddich reported that the overwhelming
stressful conditions confronting nurses workinghwHIV related nursing care leaves them
feeling abandoned and isolated. Congruent to tbéseral studies have also noted that
inadequate preparation, increased workload, isstiesk shifting and fear of contagion of HIV,

stigma related to HIV/Aids and inadequate and w@aieuraining relating to current HIV/Aids
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protocol have led to loneliness, abandonment asldtisn experienced by the nurses working in
the field of HIV/Aids care (Greeff, Phetlhu, Makoa¢ al., 2008; Ehlers, 2006; Tawfik and

Kinoti, 2006; Gerein, Green and Pearson, 2006).

It also surfaced in this study that there was grfrantation of practice and that nursing care was
not being wholly addressed in terms of holisticamy of the patient’s psychosocial needs. A
unique aspect of this study was the knowledge dabl@/Aids practices that caused nurse
practitioners to check off duties that they realizeere important so they would be documented
as having been done. Moreover, it was found thattdélsk orientated nature of nursing practice
that prevailed, nervousness of not providing adequarrsing care and information overload
caused the nurse practitioners to work in isolatod create a distance not only between
themselves, but also between themselves and tientsatThese findings are consistent with a
study by Dieleman,Bwete, Bakker et al., (2007) whplored the impact of HIV/Aids on nurses
working in four rural hospitals in Uganda and fouhdt that the closeness between the nurse
practitioner and patients was distorted by contaxfactors which impact on the working
conditions of nurses working in the field of HIV/s. The authors identified that factors such as
poor supervision, lack of awareness on the aviditiabof HIV/AIDS counselling, use of
antiretrovirals, working overtime and the emotiom@mands on the nurse of working with
HIV/Aids on a daily basis attributed to a distamtéhe nurses’ rapport with patients. In another
study by Mathole, Lindmark and Ahlberg (2009), msrsn rural Zimbabwe also experienced
similar frustrations of providing maternity care the context of HIV/Aids. This study
illuminated that despite the nurses’ competencyidwifery skills, they were challenged and
experienced a sense of “not knowing” in the contéxtll\VV/Aids, and that new caring strategies

were needed to optimally manage HIV/Aids alongside midwifery components of their

244



nursing practice. The findings of Mathole, Lindmamkd Ahlberg (2009) is congruent with this
current study which revealed that participantskla€ confidence in current HIV practices and
policies caused a routine task orientated mannaursing that was not wholly based on critical

thinking of the patients needs.

5.3.3 Lack of support from management

In this current study, it surfaced that particigarexperienced lack of support from the
management of their institutions. It was evidert thithough nurses had not received adequate
training and were overwhelmed with the influx ofdmmation regarding new policies and
practices of HIV/Aids related nursing, there warereased demands and expectations from the
management for the nurses to perform. Furthermbseyfaced that a lack of human resources,
such availability of equipment and personnel, fertichallenged the participants to provide
continuity of care in the context of HIV/Aids. THiedings of Suri, Gan and Carpenter (2007)
and Hall (2004), in separate studies, identifieat tiurses experienced lack of support in terms of
management supervision and training, and lack e&rclinstruction with new policies and
treatment changes. These studies further repotieses are often expected to provide optimum
quality care in a resource constrained contexttaatlthey experienced difficulty in coping in
such an environment with inadequate employer supparan, Bukusi and Choen (2008), who
explored the effect of HIV/Aids on maternity semsc reported that nurses were challenged with
poor infrastructures of resources,in terms of trgnand supervision from their management.
This is also supported by studies of Kinoti and esikey (2004); Manongi, Marchant and
Bygbjerg (2006); and Samb, Celletti and Hollowa®d?) that explored the human resource
issues related to service delivery. It was notetth@se studies that the added challenge of multi-

tasking, task shifting of higher priority servicesch as provision of treatment and interventions,
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caused nurses to feel de-motivated and incapablaegiting the demands and pressures of a
health system plagued by HIV/Aids challenges. Savaudies have also commented that human
resources, such as proper facilitation and supgervidrom managers, development and
opportunities in HIV/Aids training and recruitmeatd retention strategies for nursing personnel
in the contexts of HIV/Aids needed to be scaledagpecially in resource constrained areas such
as Malawi, Tanzania, South Africa and Kenya (Managtgal., 2006; Hall, 2004; Gueritault-

Chalvon, Kalichman, Demi et al., 2000).

5.3.4 Internal Domain: The Emotive Challenges.
Evident from this current study emotional challengeat surfaced from the findings included

workplace distress and loss of professional idgntit

5.3.4.1 Workplace distress

This study findings revealed that the nature of HiMsing, especially with regards to HIV
counseling and assisting patients with acceptieg tHIV diagnosis, was emotionally draining
for the participants. Furthermore, patients’ coroptd attitudes towards their illnesses,
prolonged contact with ill patients, increased frexgcy of a younger profile of patients, mainly
teenagers, and dealing with consistent poor healttomes were sources of emotional stress for
the participants. Findings revealed that lack aefning and lack of a space or platform for
support also contributed to the participants ineeeldevel of distress experienced with HIV/Aids
related nursing. This is supported by various o8tadies ljumba (2008) reported that primary
health care nurses in South Africa were experigndistress and work related stress as a result
of inadequate training in HIV/Aids related care.n8u-Huard and Fahy (1999); Schneider,

Blaauw and.Gilson (2006) and Dageid, Sedumedi angtké&t (2007) comment on the
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powerlessness and challenge of task shifting th@ersenior nurse practitioners experience in
terms of dealing with inadequate staff and havngesort to using less skilled staff members for

higher level tasks.

It also surfaced from this study that moral dilensmzgere experienced as a result of institutional
restrictions which challenged the participantseims of restricting care and treatment. Another
moral dilemma participants experienced; was hawindelegate nursing tasks to inexperienced
staff members as a result of staff shortages. Eurtbre, participants expressed feelings of
decreased motivation, emotional exhaustion and ahdatigue. Prolonged contact of dealing
with HIV/Aids made it difficult for them to separmpersonal and professional challenges of also
being infected or having a family member infectethwHIV. These findings are similar to
several studies which also document the emotiomi@ss nurses experience. Mkhabela,
Mavundla and Sukati (2008) report that nurses eapee feelings of helplessness, depression
and intrapersonal stress due to conflict of thégasional and family roles of having to deal with
large numbers of HIV positive patients and familgmbers who were ill with HIV or Aids.
Moreover, helplessness among nurses has beenaepartight of a patient profile that has
issues of disclosure, stigmatization, fear of abasd denial of HIV status that perpetuates poor

health outcomes (Van Dyk and Van Dyk, 2003; WhaesHickey, Ngcobo et al., 2003).

5.3.4.2 Loss of professional identity.

Findings revealed that participants experiencedsa bf nursing identity and were in need of
support. Having to deal with poor health outcomes aeath on a frequent basis created
frustration, emotional exhaustion and feelings @fanger being a nurse-midwife as opposed to

being a “porter of death”. This study finding atevealed that there was a greater intent to leave
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the nursing profession in light of the emotionabst of HIV/Aids related nursing care. This
finding is aligned to several studies which docutedrhigh correlations of work related stress
and burnout among nurses working in prolonged abntath people living with HIV/Aids
(lJumba et al., 2008; Demmer, 2004; Bellani, Furlgnecchi et al., 1996). These studies also
report that nurse practitioners experience lossootrol as they attempt to keep up with shortage
of staff, high levels of absenteeism and low resesiin HIV related health care settings. This is
aligned to the findings of this study which revehldhe emotional fatigue the participants
experienced in provide nursing care in an enviramntieat lacks resources, but demands longer

working hours due to staff shortages.

Relating to the findings from this study that rdeeaan increased intent on the part of
participants to leave the nursing profession, whias attributed the emotional burden, low
satisfaction in nursing and diminished meaninggasicipants found from nursing, was similar
to other empirical evidence. Chirwa, Greeff and Kdat al., (2008) in a multi-country African
study, found high levels of job dissatisfactionttineere correlated with experiences of working
in HIV/Aids related health contexts and sustainedtact with people living with HIV/Aids.
These authors, furthermore, identified severaloiactvhich motivated nurses to migrate to other
employment. These included nurses perceived araiviext HIV related stigma of working with
people living with HIV/Aids, diminished job satisfton and incidents of pressure to cope in an
HIV related work context where stigmatizing behaviowards nurses and patients were
witnessed. Contributing to the corpus of evidenegarding the emotional turmoil nurses
experience in terms of HIV/Aids camgijller and Gillies (1996) documented that nursesdmee
de-personalized in their interaction with patieatsa strategy to cope with the pressures and

emotional exhaustion in their working context. mexploratory study of occupational stress and
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burnout among nurses working in AIDS care, Kalichin@ueritault-Chalvin and Demi (2000)
note that, nurses who work with patients with clicalinesses and those who work with people
living with HIV/Aids experience intense occupatibsress and emotional exhaustion due to an
array of factors, such as being constantly preaecuyith thoughts of death, lack of motivation
to continue nursing amidst poor patient outcomed @maling with challenging patients and

treatment dilemmas.

Stigmatizing and prejudicial thoughts also surfadesin this study as manifestations of
emotional and work-related distress the participaxperienced, which was compounded by the
lack of support mechanisms and forums to discusk @sues. It surfaced from the findings of
this current study that participants felt frustchtgith the challenges of nursing in a context of
HIV/Aids, had fears of contagion and experienceadyfee and helplessness amidst patients who
resorted to traditional and alternative medicinayst delaying and complicating initiatives
offered by the nurse. This is aligned to Sadoh|gt2806); Mulaudzi, Pengpid and Peltzer
(2011) and Adebajo, Bamgbala and Oyediran (2003)sestudies report on the attitudes of
nurses towards people living with HIV/Aids. Simitees can be drawn between the studies as
they were all conducted in the African regions walimilar socio-economic status , similar
profile of patients in terms of level of acceptanissues if secrecy of HIV status due to fear of
stigmatization, and use of traditional and altamgaimedicines in terms of HIV/Aids. It was
evident from these studies that negative, stignmgtibehaviour and attitudes were evident

among nurses who work in HIV/Aids.

Factors such as fear of infection, over-involvemeiith terminally ill patients, attitudes of

patients about their own illness, feelings of hefghess about being constrained to do more in
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terms of HIV/Aids treatment and management, in@daworkload, nurses also being HIV
infected and fear of stigma by association stemrasdreasons that perpetuated impolite
interactions, stigmatizing behavior and negativéuates that nurses had towards people living
with HIV/Aids and towards the nursing professiome$e findings support the findings of this
study which also found that the participants’ emdl exhaustion and prolonged contact with
sometimes difficult patients in terms of adheret@wemedication and beliefs about HIV/Aids

created opportunities for episodes of stigmatiiegaviour.

5.4 THE CONTEXT

It emerged from the findings that the ongoing cleentp policies and guidelines suchthe
United Nations Millennium Development Goalsd theHIV/Aids and STI National Strategic
Plan 2007-2011as well as changes to the national frameworkspatidy documents such as
The National Revised Guidelines on the Preventodidother-to Child TransmissiofPMTCT)
created an uncertain climate in HIV/Aids nursingagiice wherein participants needed to
respond to these changes. This formed the comexhé establishment of CoPs, which served

as a mechanism or a vehicle to enable the pamitsga respond effectively to these changes.

5.4.1 The United Nations Millennium Development Gda and the HIV/Aids and STI

National Strategic Plan (2007-2011).

These were recognized by the participants as thedtvwminant national imperatives that drove
many changes in the treatment and care stratedieblI\@Aids care. The Millennium
Development Goals (MDGSs), especially goals 4, 5&ndere revealed as pivotal in the context
of HIV/Aids nursing care, as they focused on redgcchild mortality; improving maternal

health and combating HIV/Aids, malaria and othesedses (UNAIDS, 2000). Furthermore, the
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HIV/Aids and STI National Strategic Plan (NSP), foe five year period of 2007-2011, was also
noted as another major policy that underpinnedva dispensation of HIV/Aids nursing care.

Noted from the study findings, various targets wadrgned by the MDGs and mandated through
the NSP. The goal of reducing the PMTCT rate afgnaission to less that 7% by the year 2015,
was recognized by most, if not all, participantsaasrget that their nursing practice needed to
attain. However, although participants were awdrthis particular target, they commented on
their frustrations with the ever changing climateHiV/Aids due to the mandated changes

initiated through the MDGs and the NSP.

Discussed by Chopra, Lawn and Saunder (2009)pdhtcal changes since the end of apartheid
created a new course of redress and equality ithhaad health services underpinned by the
White Paper for Transformation of Health Servicésl®97 (DoH, 1997). One of its seven
restructuring objectives was to unify fragmentedaltie services at all levels into a
comprehensive system. Coovadia, Jewkes and Batail,(2009), describing the public health
challenges in the context of South Africa’s poltisystems, reported that the country is still
facing many challenges in transforming the inegsif the previous apartheid system in terms
of equity and development in the health care systeloreover, these authors mention the
concurrent epidemics which compound efforts toraligansformation. They make particular
note of poverty related illnesses, which includeten@al death, malnutrition and a widespread
burden of communicable diseases, the largest bomdri being HIV/Aids among the South

African population (Coovadia et al., 2009).

Chopra, Daviaud and Pattinson (2009) commentedinthidte South African context, the MDG

served as a benchmark to align services towardsiveensal target. The MDGs thus formed a
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foundation for all other related HIV/Aids relatetfcets, to be aligned and form a platform for
health care providers to assess their efforts agdime global benchmarks (Willan, 2004).
Explained by Chopra, Lawn and Saunder (2009) amh T2010), the three MDG goals and
their targets and indicators which have had the tmogact and which motivated the
development of the NSP were goals 4, 5 and 6. @a@aldresses reducing the under five child
mortality rate; goal 5 addresses improving matehealth by decreasing the maternal mortality
ratio, addressing contraceptive issues, adolestehtrate, antenatal coverage and increasing the
birth encounter with skilled practitioners; and éaaddresses HIV/Aids, Malaria and other
illnesses prevalent through HIV, and increasinguse of HIV prevention interventions such as

the PMTCT programme.

Tang (2010) and Dennil (2008) note that the NSP eesloped as a result of the adoption of
the MDGS by SA, together with 189 other countri€ee commitment by SA to addressing
social and health imperatives, especially in refatto MGD goals 4, 5 and 6, and the
government’s National Operational Plan for the Mpement of HIV and Aids care,
management and treatment which was legislated bineain 2003 led to the development of
the NSP by the South African National AIDS Cour{@ANAC).Dennil (2008); Chopra, Lawn
and Saunder (2009); and the Department of Hed@@nR all concur that that the NSP
originated from various strategic frameworks, soaofiewhich include the MDGs (UNAIDS
(2000) and the Operational Plan for the Comprekenslanagement of HIV and AIDS care,
management and treatment. The NSP’s four key pyiarieas that all health care professionals
and HIV/Aids related prevention and interventiorogmammes need to be aligned to are:
prevention; treatment, care and support; reseandmitoring and surveillance: and access to

human rights and justice in care and treatment iDler2008; DoH, 2007). Explained by
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Saunders, Reynolds and Elay (2008), key priorigadwo of the NSP, is aligned to increasing
coverage of voluntary counselling and testing; pvong regular HIV testing; addressing the
special needs of pregnant women and children, sschnitiatives to decrease HIV and Aids
related maternal mortality; and increasing the ssibdity of comprehensive ARTs. Wellness
care is a priority for many nurses, especially gharking in community health care centers,
primary health care clinics and maternal and chddlth departments Dhorn, Miller and Bakken
(2006) also comment from their findings that whilérse-midwives in South Africa were aware
of these two imperatives, namely the MDGs and tB& Nthey did not know how to realign their
nursing practices to address and achieve thess.dohbrn and colleagues findings are similar
to this current study, which also found that desp#rticipants being aware of the importance of
these two national imperatives in aligning nursprgctice towards achieving the targets, very

little knowledge was evident from the participaim$erms of the actual indicators.

5.4.2 The National Revised Guidelines on the Previeons of Mother-to Child Transmission
(PMTCT).

In the context of the current study, this natiogaideline was a critical policy guideline
underpinning the care provided by the participaMsyving from MDGs and NSP, participants
recognized that all their tasks and efforts wergnald to the PMTCT intervention programme
which was directed by the PMTCT policy. A commonretid throughout this study finding was
with regard to the dynamic nature of this particytalicy. Participants expressed confusion,
increased pressure and inadequate training inngaito meet up with the demands of the
constantly changing PMTCT policy, which directlypacted on their day to day activities in
HIV/Aids nursing and midwifery care. To address ttlallenges posed by changes to this

policy, in particular, the idea of implementingupportive learning structure, such as a CoP, was
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born. Supported within the learning space of a Guifses could be taught the use of critical

reflection to foster lifelong learning skills thedn be used in any changing dynamic context.

To highlight some of the main changes in the PMT@licy over time,, Doherty, Chopra,
Nsibande and Mngoma (2009) and Youngleson, Nkuauaizd Jennings (2010) explain that
when the PMTCT programme, which was piloted in 2004s rolled out nationally in 2002, it
provided that a single dose of Nevirapine (sdNVR)ppylaxis be administered to pregnant
women then, in 2004, the highly active antiretravtherapy (HAART) was made available for
pregnant women with a CD4 count of less than 20bdteAmidst these treatment strategies
being initiated, the province of Western Cape i®£20nitiated a dual ARV prophylaxis of
Azidothymidine (AZT) and Nevirapine (NVP). Howevéo)lowing various political factors such
as a denialist factor by the then Mbeki cabinetnii 2008; Doherty, Chopra, Jackson et al.,
2007), following a court ruling initiated by the éatment Action Campaign (Heywood, 2003);
the dual ARV prophylaxis was rolled out nationaltly2008. To complicate matters further, in
April 2010, the DOH released an updated nationalTEW Policy and Guideline, which
incorporates major changes to the earlier versi8osh changes are a testimony of the evolving

nature of the disease.

During this period (2001-2010) several changes wdreduced, which include: (i) a move away
from monotherapy to dual therapy (i.e. from AZT ynb AZT and single dose NVP); (ii)
improving first line ART regimens in line with im@ational standards (such as phasing out
Stavudine and replacing with Tenofovir); (iii) aattge in the ART initiation criteria (that is all
pregnant women and PLWH and TB co-infection wittCB4 of 350 and below must start

lifelong ART, this is a change from the previous £Df 250); and (i) a revitalization of
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interventions, such as the early HIV identificatiomtiatives, thus the introduction of HIV
counseling and testing (HCT). This comprehensigértg does not only apply to HIV, but also
serves as a screening for TB, blood sugar, bloedspre and hemoglobin levels. Another
fundamental change to the PMTCT guideline was tkeentralization of HIV care and
treatment. As part of the strategy of improvingrary health care services, a strong focus has
been placed on HIV management and, in an attempictease the equitability and access to
HIV treatment, ART initiations have become nurseelr. It is within this context of cardinal
changes in the policies, guidelines and framewarikligg their practice that many health care
professionals, especially midwives, experienced tinair functions and roles were evolving in

response to the transforming health care systemréyuLaakso, Shibuya et al., 2007).

Youngleson, Nkurunziza and Jennings (2010) noted the effectiveness of the PMTCT
programme is due to the nurses and other health gaers training in terms of the core
activities of the PMTCT program.. Rollins, Littl@é Mzolo (2007) and Horwood (2010) have
also indicated that nurses who are expected i@i#d®Vs in resource constrained settings are
placed under a great deal of pressure and thahdpdwi cope with the demands of a depleted
health care system juxtaposed by changes in the@®M¥rogramme and other policies created
enormous challenges for them. The findings of theent study noted that the core role of
nurses in the current study is in providing cargredd to the current PMTCT policy and
programme, and because policies and guidelinegedeta HIV/Aids are constantly changing,

participants experienced pressure in trying to kgepith the changes and challenges involved.
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5.5. THE ACTION AND INTERACTION STRATEGIES

The action and interaction strategies describedettaztions that facilitated the establishment of
CoPs of critically reflective HIV practitioners. @@ of the actions and strategies described the
planning and preparation of the envisioned CoPslewdthers focused on the implementation
process of the CoPs and the process of critictéatefe skills development among the HIV

nurse practitioners.

5.5.1. Planning and preparing for the Communities bPractice (designing).

The findings of this study revealed four conceptcatlegories in the process of planning the
envisioned CoPs. These included:(i) conceivingdea of establishing the CoPs; (ii) negotiating
with stakeholders and garnering support; (iii) bksding a shared vision and goal; and (iv)

collaboratively establishing a shared structure.

5.5.1.1 Conceiving the idea of establishing the CeP

In this current study, the idea of establishing thePs was conceived when the shared
experiences of the participants made the need f@mwh sa structure apparent. Through
collaborative discussions, participants identifisdme of the challenges they faced which
included inadequate training and preparation, fraigped practice and working in isolation,
workplace distress and loss of identity. Moreowdnen it became apparent that the participants
had serious kowledge gaps in the field of HIV/Aidsgave rise to the idea of creating a space
for a structured form of peer and expert supponpjaform where participants could keep up
with changing information and the changing contexitllV could be fostered. With the thought
of implementing such a platform, critical reflecti@merged as a tool to promote the ongoing

learning and information seeking needs of the pigdits.
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To carry out this idea, an action orientated apgiida initiate the establishment of the CoP took
place. Through mutual co-operation among the ppaits and guidance of the facilitator (i.e.
the researcher) the concept of the CoP was distuasih the facilitator explaining the activities
and processes that would be involved. Full parittgm and ownership were fostered through the
involvement of all relevant stakeholders, namelg tiesearch participants and the hospital
management. These activities that took place arggraent with several studies. Wenger,
McDermott and Snyder’s (2002) guide for knowledgeanagement of Communities of Practice
(CoP) explain that planning is involved. These atghexplain that‘the potential” of the
group’s formation is assessed in the early stagessbessing the group’s interest in the idea of
developing the CoP. They note, furthermore, thattuadu participation of the relevant
“members the HIV practitioners in this study, is vitalfeustained interest in the group. This
idea of Wenger, McDermott and Snyder (2002) has le¢rapolated to other studies (Barrett,
Ballantyne, Harrison et al., 2009; Lori, Land andérivkde, 2007; Strand, Udas and Lee, 2004)
where the possibility of implementing CoPs was ergal. These authors concur that the
planning activities and the conception of the mdaas of any group activity such as a CoP are
key aspects. Wenger (2000) also draws specifen@in to this, stating that collaborative
engagement in the formation of the CoP allows fffeint levels of participation and combined
open dialogue from both the perspectives of the beem and that of other relevant
stakeholders. These assertions are aligned tocthatias of the current study which facilitated
dialogue on the planning of the envisioned CoP betwthe HIV nurse practitioners

(participants), the hospital management and thiétédor (researcher).
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5.5.1.2 Negotiating with stakeholders and garneringupport.

The activities that promoted ownership and partnpris the planning phase of this study were
through soliciting and garnering support or “buyfiom the relevant stakeholders. The findings
of this study describes how the collaborative pliagrsessions ignited curiosity and excitement
as participants viewed the envisioned CoP as aostipp and learning platform and strategy to
address the challenges they experienced in themdgn@ontext of HIV nursing care. Bourne
and Walker (2005) explain that this aspect of gangestakeholder support is an important step
in establishing any joint activity involving memBeof a large organization as it maximizes
positive input and minimizes potential detrimenédlects. The authors further explain that
garnering such support from the organization’s rgangent“unearths hidden reservoirs of
power” which contributes positively in shaping the préogsuccess (Bourne and Walker, 2005:
650). Contributing to this Mitchell (2002); Wenggtral., (2002); ledema, Meyerkort and White
(2005); and Nahapiet and Ghoshal (1998) speakeoiniportance of stakeholder involvement in
a project such as establishing a CoP, comparing @voking support and commitment in the
early life of any project. Wenger et al (2002) addhapiet and Ghoshal (1998) refer to this
process associal capital”, and state that it is crucial to tap into actuad @otential resources
that are embedded within the management structasds lends to the success of the CoP in
terms of ensuring the vision and the mission ofgimip can be achieved as well as ensuring the

longevity of the group’s activities in the orgartina.

This latter aspect of stakeholder involvement, geairewed as social capital, is what emerged
from this current study’s findings. The processnefjotiating and garnering support involved
negotiating the level of commitment and nature apport required from the relevant

stakeholders (the nursing management of the tweitads), such a time off for the nurse
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practitioners to attend the group meetings forGb®. The findings of this current study describe
the interactive and dynamic nature the procesdarfning encompassed and further described
the level of excitement and ownership that was ttalen in activities such as negotiating times
and venues for the group meeting, as such acsvitemonstrated a “buy-in” from the both the
stakeholders and the participants. This step dticrg a space of ownership in the processes of
the CoPs in the planning phase of the projectsngient with Wenger (2000) who states that a
“mode of belonging”is fostered early on in the life of a CoP throwglyagement, which means
members participating in the planning of the CoP vigrking together and shaping the
envisioned CoP in terms of how they (i.e. partioiga view it (Wenger, 2000: 227). Wenger,
McDermott and Snyder (2002); and Lesser and St¢2€l01) discuss dimensions of social
capital and involvement and the various steps itainbers take to ensure the success of the
CoP. In particular, the authors speak of the gfrattdimension of social capital and the
importance of members being able to make connextioterms of time, space and their level of
commitment in the CoP and its activities, as weadgatiating in terms of accessing such

resources that will underpin the logistics andctice of the CoP.

In this current study, and aligned to this disomsson social capital, it was evident that the
participants were eager to find a solution to tlebiallenges and welcomed the idea of having a
platform to discuss their problems and learn albewt developments of HIV nursing. This need
for support was a driving force in the participaatsd the stakeholders’ actions and involvement
in the planning of the CoPs. This reiterates thdifigs of various researchers who maintain that
the shared need that ties all key players to tHe Swital in its success; as it will keep the grou
members sufficiently motivated towards a unifiedalgéWenger et al.,, 2002; Wenger and

Snyder, 2000; Wenger, 2000; Hildreth, Kimble andght; 2000).
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Morris (2002) states that for a co-constructed nmgato be born there needs to be engagement
of all voices. This current study is underpinnedthg constructivist paradigm which supports
the engagement of the multiple viewpoints of tteksholders, participants and the researcher in
collaboratively planning the envisioned CoP. MomovBrandon (1998) and Van der Plaat,
Samson and Raven (2001) state that within a caistist paradigm, the involvement of all
stakeholders and participants allows for all “ wsitto be recognized, based on the premise of
constructivism which states that there is no sirglgh. The authors note that stakeholders
become empowered through their involvement in tbeision making process in the planning
and implementation of a project, which increaseslikelihood of the project being sustained
and the results utilized in the institution. LavedaWenger (1991b) and Wenger (1998) also
purport that in order for shared learning on a camndiscipline to occur, there should be
multiple viewpoints on a real life situation. Thssipports the idea of engaging with various
voices to construct a holistic meaning on a situmts was evident through the collaborative

interaction with all participants and relevant saélders in this current study

5.5.1.3 Establishing a shared vision and goarlhe findings from this study showed that the
collaborative decision making process of the staldsgrs in approving the idea and planning the
envisioned CoP extended to their creating a shaigidn and goal for the CoP. This was
achieved by means of: (a) mutual understanding estdblishing common ground: and (b)

determining the focus and knowledge needs of tHe.Co

Mutual understanding and establishing common groundt was evident from this current
study’s findings that the purposively sampled graipmurses practitioners, sharing the same

discipline of maternal and child health, had a rmutinderstanding of the challenges they shared
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in relation to HIV/Aids nursing. This notion of hag a group of participants of similar
experiences or similar backgrounds is a suppodgdrt in the literature of workplace learning
and CoPs. Lave and Wenger (1991b), who initialijwglated the discourse of Communities of
Practice, spoke of work-related learning as a @tliactivity in their social learning framework
of “Legitimate Peripheral Participation”. Here taethors speak of the likeness and similarity of
participants (referred to garticipantg in the group (which is referred to as t@mmunity; and
how this supports workplace learning in the shasgaibols and experiences when members
come together with a commonality in their work @sdion background or their apprenticeship.
Lave and Wenger (1991b) conducted a study of fimerentice groups consisting of tailors,
butchers, 2 groups of midwives and an Alcoholico#ymous group. These authors found that
learning was facilitated in the social contextrafividuals drawn together by a central similarity,
such as the apprentice groups of their study, wartigipated in shared learning with familiar
learning symbols. This is in accord with the cutremdy in which all the participants came from
the same background of midwifery (or maternal amhiddchealth) and shared the same
challenges of HIV/Aids. Shulman (2004) and WendE998) also support the usefulness of
creating Communities of Practice (CoPs) by conngcitndividuals with a common interest, so
that knowledge can be created, sustained and aramsfl, and that common social practices that
are unique to the group of individuals of similarterests will foster relationships and

connections around the area of interest (which Werkp98 refers to the domain).

Various other researchers have added to Lave anig&/s (1991b) initial work of situated
learning and maintain that communal work-relatedriang occurs through shared participation,
noting, however, that four constructs encompassleaening, namely: community: identity:

meaning: and practice (Wenger et al., 2002; Bromth Buguid, 2002; Wenger, 1998). These
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authors all support the notion of participants mebers” that have a commonality. According
to them,meaningrefers to the creation of meaningful learning alking about or exchanging
individually and collectively, practice refers to the shared resources around a topic or
phenomenon, theommunityrefers to the collective communal participationtttd members in
their quest of a renewadentity, which denotes the learning changes that occurarctimtext of

the community. Again, this is in accordance witls thtudy which sampled nurse practitioners
sharing a common discipline of midwifery (or matdrand child health), which created a space
for mutual engagement of shared experiences, peaetements of symbols such as resources
that were unique to the discipline and thus aineeb$ter communal participation and a sharing

of knowledge to benefit the group (community).

Determining the focus and knowledge needs of th& @olight of the overwhelming challenges
participants experienced due to inadequate knowledyl training on HIV related issues, the
current research focused on equipping participanttslifelong learning skills which they could
use to assist them in keeping up with continuedngba in HIV care, and was delineated
collaboratively among the stakeholder (i.e. the pitat nursing management) and the
participants. This aspect of learning, which wagst@llized as critical reflective skills, was

identified as a prerequisite to the successfultioning of the envisioned CoPs.

Moreover, specific knowledge needs had been idedty the participants which gave direction
to the learning focus of the envisioned CoPs. Eipeints needed to learn more about HIV
related topics such as management of ARVs andrdeadith HIV related stigma, but, at a more
cognitive level and necessary for the success ®fGQhPs, they also needed to learn critical

thinking, critical reflective skills and the appiton of experiential learning to practice.
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Establishing a learning focus as was identifiethia study is supported by Wenger, McDermott
and Snyder (2002) and Wenger (2000) who speakeo$tifategic intent of all CoPs, stating that
the strategic intent is the reason for the CoP go&nmed. The authors cite four examples of
strategic intents of CoPs, namehelping communitiesiyhose core intent is helping others to
solve everyday problems and share iddaesst practice communitiesyhose core intent is
developing, validating and disseminating specifiactices. Wenger, McDermott and Snyder
(2002) comment that unlike the helping communittbg, best practice communities are reliant
on sharing documented experiences due to its sgsteprocess of validating best practices. The
third example isknowledge stewarding communitieshose focus is on hosting forums for
members to connect, develop and verify practicad Wie main intention of distributing the
knowledge to a greater audience; and lastlyinhevation communitiessho focus on creating
unexpected innovations and ideas to develop anttilbote to practice. Riberio, Kimble and
Cairns (2010); Andrew, Tolson and Ferguson (2083t Lawthom (2011) speak of the transient
nature of the strategic intent of any CoP, arguivag as a CoP grows and matures the strategic
intent may change aligned to the needs its memibeits core group and that of members

participating in the periphery.

Thus with regard to these empirical statementsstiftaegic intents of this study varied over time
and in terms of the established focus and goal Wes collectively established during the

planning phase, it encompassed a hybrid bést practice and knowledge-stewardiddgjgned

to Wenger, McDermott and Snyder (2002) , the CoRkis study were focused on learning how
to manage and apply knowledge through criticakeiVe skills and, furthermore, in light of the

HIV related knowledge needs that were indentifibd, strategic intent was also that of a helping
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CoPs as it aimed at sharing ideas and new infoomat assist the participants with their

everyday challenges.

5.5.1.4 Collaboratively tailoring the logistics

From the base of the focus group discussions, ékearcher involved the participants in the
collaborative planning of the more tangible stroetthat formed the operational structure from
where the CoPs were launched. Ownership of thegsexp CoPs was fostered as participants
agreed upon the logistical operational plan for@uds. By actively participating in discussions
and negotiating aspects, such as the venue andintieefor the proposed reflective group
meetings, allowed the participants’ voices to bartién planning and taking control of their own
initiative to create a change in their own nursprgctice. Aligned to empowerment pedagogy,
such as that of Freire (1976) and Foucault (198, collaborative nature of letting each
person’s voice be heard and noting their contrdsuis meaningful had an empowering effect on
the nurse practitioners of this study, who, as emidrom the antecedent discussion, had been
feeling isolated and de-motivated in their workengvironment of providing HIV/Aids nursing

care.

There was active engagement on the part of paatitspin developing a logistical structure as
they discussed strategies such as effective tiorasméeting and choice of venue. Elements such
as privacy, comfort and access to resources suaiés boards were factored into the planning
of the structure of the envisioned CoPs. Thesearfgglare in keeping with Serrat (2009) who
states that a process of building a learning omgdian requires key aspects, such as identifying

a space for learning (which the authors defineshasphysical space either virtual or actual;
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decentralized or centralized in terms of geograghgpace) and the time and duration of

meetings.

Furthermore, Serrat (2009) argues that embeddethempremise that any learning space that
collectively brings people together (as was the aimthis current study) should aim to
breakdown hierarchies, move away from working ilossiand have a renewed paradigm of
collaborative partnerships. Witt, McDermott, Pstand Stone (2007) and Allee (2000) argues
that embedded on the premise that any learningegppat collectively brings people together (as
was the aim of this current study) should aim teakdown hierarchies, move away from
working in silos and have a renewed paradigm dfborative partnerships. Witt, McDermott,
Peters and Stone (2007) state that when all menalbergwvolved in designing the structure of
the CoP, it creates ownership, increased likelihobdparticipation and less likelihood of

resistance to group activities.

Another strategy that was used in this study taaterea collaborative structure that would
facilitate the implementation of the prospectivePCiavolved encouraging the participants in
establishing group rules, norms and unpacking grolgs of the participants. Participants were
mindful of the open communal sharing of experiertbas would be part of the activities of the
critical reflective discourse sessions. Due to phafessional hierarchy that existed among the
participants it was imperative that such rules etels were made explicit to prevent intimidation
and lack of participation and promote open and hibited sharing of experiences and
information without the fear of breach of confidahty and to foster active participation in the
reflective practice and other related activitiehisTis supported by various other authors who

comment on group dynamics, group processes anuingan groups. Baron and Norbert (2003);
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Forsyth (2006); and Brown (1999) state that gromgd &ocial interdependence and group
cohesion is underpinned by planning and establisbwilective rules, norms and roles of the
team players of the group. These authors furthete ghat a joint vision, or what Baron and
Norbet (2003) refer to as ‘@o-operative goal structure provides rules of conduct which
indicate the behaviour and expectations in termgadticipation and roles of the members of the
group in terms of duties and responsibilities. Hughors further comment that this structure
aligns the activities of the collective group todsithe attainment of the goals and visions of the
group. Furthermore, Johnson and Johnson (2008jtassit without some commitment to the
pursuit of common goals through a formalised stmecin terms of rules, functions and roles of

each member, the group will not survive or be eivec

5.5.2 Implementation of the CoP

Several concepts emerged as phases in descril@ngraless in which the envisioned CoP was
launched and subsequently evolved from being higldpendent on the facilitator into a
transformed autonomous unit. These included (i) forenation phase; (ii) the transitioning

phase; and (iii) the transformed phase.

5.5.2.1 The Formation Phase.

The first aspect that was considered when plantiiegestablishment of CoPs was establishing
the needs of the participants, which can be aligoethe focus and vision of the CoP. These
were unpacked by participants in collaborative wssoons during the planning phases. To
address these needs and equip the participantthéar roles in the proposed CoPs, it was
necessary to stimulate a process of group formadiod reflection among them. From the
findings of this study, the process of learningréflect was characterized by various facets,
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which were: (i) concept clarification of what ccail reflection meant for the participants, (ii)
application of the concept reflection to practi¢g) hesitation and reluctance with critical
reflective practice; (iv) transitioning and famiiiy with reflective practice and (v) learning how

to reflect deeply.

Concept clarification It soon became evident that critical reflectioaswot practiced by any of
the participants and, exploring the baseline Iefédnowledge, it was clear that participants had
no previous skills or experience in terms of raflexpractice. This is congruent with Atkins and
Murphy (1993) who commented on the promotion ofical reflective practice in nursing,
stating that there was a lack of skills among murtsebe reflective which was an important
omission in nursing training. However despite theklof knowledge and skills that participants
displayed in terms of reflective practice, Durgal{¢898; 1996) commented that reflective
practice, which is associated with imaginative king drawing on experience and evaluating
actions and behaviours, is inherent in all indialduand that through facilitation and teaching
reflective skills, all nurses, regardless of bemun-reflective, can be developed into critical
thinking, reflective, confident nurses. The findsngf this study showed that through a process of
sense-making, participants deconstructed and recotesd the idea of reflection and made it
meaningful for their own understanding. Rangingnfradeas of reflection being likened to
daydreaming and meditation the concept criticdeotibn was also understood in a professional

manner and likened to cognitive processes suchtasltthinking.

This process of unpacking critical reflection tgage with the participants understanding and to
further facilitate in constructing a shared meanmagligned to social constructivist and critical

theory worldviews which recognize that the procefskarning and knowledge construction is
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an active process in which individuals construatledge in a way that is meaningful for their
everyday lives and makes personal sense (Peteff); 20nowles, 1990; Mezirow, 1981;
Knowles, 1980; Lewin, 1951). Moreover, the procekssense-making (which this current study
reports on in terms of participants deconstructamgl reconstructing the concept of critical
reflection in terms of simple literal understandingnd then towards a more cognitive and
professional interpretation) is described by Braslkif (1994), Boud, Keogh and Walker (1985)
and Liimatainen, Poskiparta, Karhila and Sjogredd0@® as an interrelated process which begins
by questioning, reframing and replacing ideas aedmngs of a given concept so that it makes
meaning to the world view and assumptions of tha@asaontext in which the knowledge is

being used.

Application of the concept reflection to practic€or participants, the process of learning to be
critically reflective nurses incorporated infornmatiteaching sessions from the facilitator (i.e.
researcher) on a practical way of applying reftatinto their clinical practice. This was aligned
to the participants’ need of understanding how Bkensense of experiences and be aware of
circumstances where action learning through ctitielection can be applied to experiences or
behaviours in clinical practice. The use of refleetdiscourse sessions, paper based exercises
and reflective journals were introduced as meditonfgcilitate reflective practice. This process
of the facilitator in guiding the learning procedgeflection is supported by research, which also
reports on the value of guidance in making sensexperiences and the questions learners
should ask in order to raise the consciousnes®lbfirdo being open to learning experiences
(Hickson, 2011). Furthermore, Holly and McLough(i®89) urge the use of multiple techniques
in eliciting and facilitating reflective thinking.hese authors argue that deconstructing reflective

thinking is different for different individuals, @ls the use of various mediums will elicit an array
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of information at varying levels of depth that witlster movement towards an empowered way

of practicing.

The findings of this study on the phase of learrtimgeflect also revealed that exploring the
various forms of experiences and unpacking thesstdpreflective practice in terms of the
guestions the participants needed to ask themsellkea encountered with a reflective episode
and how to use experiences to generate learningriypyities was congruent with educational
learning theorists. Drawing from Schoén’s (1983) kvof reflective practicereturning to the
experience”is regarded as being cardinal in the reflectivecpss and in being a reflective
practitioner. Moreover Jarvis (1992) posits that tearning process of reflective practice is
hinged on the individual’s ability to consciouslypéore experiences in order to arrive at new

understandings and behaviours.

It was evident that the initial practical step @&ining to reflect ignited curiosity and excitement
as participants engaged with the exercises andvaneus mediums to reflect on practice.
Questioning and clarifying were characteristiclod participants’ experience of learning how to
reflect and apply the concept of reflection inteittpractice. Several studies which explored the
use of reflective practice among adult learnersmasre specifically, in the nursing profession,
similar to this current study, have documenteddheosity and eagerness to experiment with
reflective practice and inquiry based questioniogtarify issues on the process of reflective
practice that is evoked during the initial learnprgcess(Davis, Barnes and Fox, 2002 ; Heath,
1998; Antrobus, 1997). Furthermore Glaze (2001)\fildlams and Lowes (2001) assert that to
maximize learning through reflective practice, es@léy among already qualified nurse

practitioners or adult learners who may have rigtgles of learning, an open forum of
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experimentation and discovery in learning throughggioning and inquiry is helpful in breaking
down previously held assumptions of ways of nurseagd assists in transforming the
practitioners’ experience of reflective practiceomdover, Hickson (2011) mentions that the
phase of discovery through looking back on expessrand working towards achieving control
in thoughts and reflective action orientated betawviis an exciting and curious stage for
learners. The findings of the above mentioned einglievidence is aligned to the findings of the
current study, which also revealed a curiosity arditement among the nurse practitioners as

they were engaging in the process of learning awayof nursing and knowing.

Hesitation and Reluctancé was evident from this study that despite theiagity and
excitement to learn the process of critical reflexiskills and practice, fear of the unknown in
terms of letting go and unearthing vulnerable eor#iof nursing in the context of HIV/Aids
was a source of hesitation and reluctance. Thesalg uncertainty and confusion in terms of
knowing how to proceed with reflective process. céwling to Platzer, Snelling and Blake
(1997), reflective practice is about journeying diniling subjective and emotional experiences
with practice and renewed actions. Bound by Sch{i®83) processes of reflection and Kolb’s
(1984b) experiential learning cycle, Roberts (20@9)lains that part of engaging with concrete
experiences through experimentation and reflect®nntricately related to emotions, both

desired and undesired, that are related to thahgaxperience

In light of these assertions it is understandab# the participants of this current study were
hesitant in terms of engaging with the concretetems of HIV/Aids related nursing experience.
Furthermore, as was evident in the discussiondhefantecedents, the findings of this study

revealed the emotional distress that participaat$ éxperienced in light of HIV/Aids nursing
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care. Bishop and Scudder (1990) point out thatoatfh moving towards an awareness of
unknowing is a necessary internal process of dedathers moving through their own internal or
moral dilemmas so that meaningful learning outconasbe achieved, it often leads to external
pressures. This is similar to the findings in thiisdy where it became evident that participants
experienced feelings of hesitation and reluctange @ the uncertainty of what to expect in
terms of the process of reflection and in termssoffacing emotions of past HIV related

experiences.

This study revealed that participants experiencpdradigm shift as a result of their engagement
in critical reflection. Prior to the research, altigh the nurse practitioners were aware that their
training had not equipped them sufficiently andréheere gaps in their knowledge in terms of
HIV/Aids care and treatment policies, they wereajs in a state of “knowing” wherein they
still had grounding in their knowledge as a nursdwife. However, the process of learning a
new way of thinking and drawing new knowledge freflecting on experiences put participants
in a state on “not knowing” where they lost confide in themselves and their abilities. Other
studies have reported similar findings of loss oftecol (Hickson, 2011; Brown and Duguid,
1991). The study by Hickson (2011), in particulexplores the critical reflective journey of
practitioners and the concept of loss of contrait is experienced in reflective practice. The
author speaks of the diversity of learning expe@snthat all participants engage in, and that
core in the development of reflective skills, espithat of critical reflective skills which call
the adult learner to debate previously held assiomgtof previously held espoused theories of
“world truths”, is a sense of loss of control. Thgtion of Hickson (2011) can be correlated with
this study where previously held assumptions of plagticipants were challenged as they

constructed new ways of learning and knowing thhorgflective practice.
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Transitioning and familiarity with reflective praate. The findings of this study revealed that
the participants became more familiar with eacleo#s they came to the realization that they all
shared the same challenges and thus became léssthand reluctant in fear of peer judgment.

It surfaced from the findings that openness inexiVe discourses resulted as the value of
reflective practice and the outcome of new knowéedgas manifesting in the reflective
discourse sessions. Familiarity as a consequenshavéd experiences, therefore, served as the
catalyst whereby their increased confidence madécjpants eager to engage in reflective
practice. This finding is congruent with Glaze (2p@nd Wilkinson (1999), who stated that in
the process of facilitating reflective practice rtjdpants’ fear of embarrassment, especially
among learners engaging group discussions, caneceegource of tension in the reflective

process.

Wilkinson (1999) further notes in a review of immlenting reflective practice among nursing
students that balancing learners to engage wghnagtions of self and others in the group and
allowing the useful contribution of reflective pti@e to the body of nursing knowledge, creates
opportunity for greater commitment and flexibilityy learners to be responsive to change
through reflective practice. Drawing from Wilkinsen(1999) observation, the findings of this

study demonstrated that as participants startadgé®e outcomes of reflective practice in terms
of shared experiences and the generation of newlkdge, it led to an enthusiasm to engage
with reflective practice, despite the perception ibfbeing additional work to an already

challenging work load.

Rolfe (2005) and Solomon (1999) explain that hésiaand reluctance as a prelude to the

transitioning into reflective practice may be diiried to the nurses’ culture and knowledge and
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the relationship of power. These authors notedtti&transitioning into a mode of learning new
ways of knowledge acquisition may be problematia] ¢his is attributed to long held power
boundaries embedded within a biomedical model e$ing. They suggest that nurses assume a
powerful stance in terms of the already held trighd “knowledge stores”, thus to move from
one state to another means stripping away existssgimptions and unlearn trusted practices,

making the transition sometimes difficult (Rolf€®05; McDonald, 2002; Solomon, 1999).

Learning to reflect deeplyThe finding of this study noted that part of praggieg from a state
of being non-reflective and learning to reflect alwed learning how to engage deeper in
reflective practice. It soon became clear thatigpents did not know how to attend to the
underlying emotions attached to an incident as they a tendency to simply list the problems
they had encountered with no critical cognitiveqassing of the experience or clinical incident
in terms of deeper questioning of actions to elecinew way of action to create a different
outcome for the same experience. The findingsisfdtudy also noted that during the process of
learning to reflect, it necessitated the facilitato be very involved in directing the reflective

discourse sessions with probing questions so astteate deeper inquiry in reflective thinking.

Schon and Argyris (1974) purport that reflectiomehieved through construction and revision of
the individual's action theories, which they defias the worldview and truth about beliefs,
values and behaviours that emanate in how peoplaviee Schon (1987; 1983) further
expounded on this idea by introducing reflectioraction and reflection in action, two cognitive
processes of allowing a person to think about theiton during and after a behaviour so as to
stimulate a new course of action in subsequentwetna Based on the above assumptions, other

authors have also explored the patterns of reflecgiractice and critical reflection among
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various cohorts. Durgahee (1998) advocates theofodefacilitator in the process of reflection,
stating that the facilitator can be useful in gngliand encouraging deeper awareness of the
implicit tacit knowledge and making it explicit faghe learners of reflective practice. This is
aligned to the findings of this study which saw twe of the facilitator in guiding the

participants in deeper awareness of reflectionupinahe use of probing questions.

Schon (1991) defines theories of actions as behesjidruths of behaviour or theories which
manifest in or can be inferred through action. Aigyand Schon (1974) also address this
concept, stating that human action is always cterdisvith the theories in use, and reflection
allows these theories of actions to become explieieenwood (2001) adds to this discourse
stating that in the process of reflection, learnemslergo a phase of reflecting superficially,
which is in line with the current study which saarfcipants only listing clinical problems and

the facilitator having to ask probing questionsettcourage deeper thinking. This finding is
further supported by Mezirow (1991), who descriloeditent reflection as thinking about the
actual experience, as opposed to process or preamileetion which encompasses thinking

through the experiences and assessing long helonas®ns on the experience and rethinking

new socially constructed meanings to experiences.

It also came to light in this study that participmaexperienced difficulty in writing down their
thoughts, as there was lack of depth in the naitireflective writings in the reflective journal
entries. Just as participants had verbally lisker tchallenges rather than reflecting on them, so
the entries in the reflective journals were writeenjournal logs, as opposed to reflective writing.
Because participants were still learning to refeaatl were not accustomed to utilizing a diary or

to a culture of writing, the journal entries werepttted as logs of daily activities as opposed to
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reflective writing. This is finding is supported hgo and Thorpe (2002) who conducted a study
on the use of reflective learning journals and reggbthat it is common for users to start off
writing their reflections in the form of logs, wieethe entries are sporadic and follow a trend of
merely stating activities. Similarly, Kember, Jenkoke et al., (1999) also noted that the initial
journal entries of a group of students whom theylisid were not process reflection aligned and

had no evidence of critical thinking.

Group Formation: Learning to work togetherThe study findings revealed that group formation
dynamics among the participants during the inisege of development of the CoPs was
characterized in terms of norming and storming. Wi distinct processes which characterized
the manner in which the group formed included:ré3ervations and dependability; and (i)

establishing middle ground.

Reservation and dependabilitfhe findings of this study revealed that parteifs initially

encountered challenges in the process of groupdiom and working together and that this
difficulty stemmed from a culture of working in @ and isolation, despite belonging to the
same maternal and child health department. Morefeagrof judgment and lack of confidence in
terms of working across the nursing hierarchy ofi@e and junior nurses added to the
reservations among the participants. In a deseapsiudy of situated learning models, Khan,
Mitchell, Brown and Leitch (1998) indentified thide process of learning discovery is about the
social interaction of self and other. These auteardain that within social learning models there
always issues of power among professionals thatnopact on the learning discovery and that it

is common for professional communities to unpaekrtile of power between the members.
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Barab, Barnett and Squire (2002) characterize $isergial tensions in developing a community
of practice and state that one of the core tendiwausinitially occurs among members of a CoP
is related to the stability and change that sometimcur when groups are called upon to work
together. Aligned to Khan et al., (1998) and BarBhrnett and Squire (2002), the level of
reservation that was evident in this study findoag be labeled as an essential tension common

to the process of CoP development.

It also surfaced from the findings of this studgttbduring the group formation phase participants
were highly dependent on the facilitator to dirdkat group activities. Participants also initially
had difficulties in group interaction in terms ofximg with other nurse practitioners despite all
working in the shared discipline of maternal anddchealth. This finding can be attributed to
the isolating nature in terms of the nurse pramtgrs having a culture of working in isolation
which was noted as one the challenges experiefdesl.is supported by Van Dyk (2006) who
reported on the occupational stress experienceccdrggivers working in the context of
HIV/Aids which leads isolation and lack of collabtion due to the demanding nature of the

HIV/Aids nursing context in South Africa.

Establishing Middle Groundrhe findings of this study revealed that certaratsigies were used

to foster autonomy and increased participationhsag group rules and identification of roles,.
The tasks and functions, such as establishing hwlweéhere the resource files would be kept,
and rotating the duties of time keeper and scritmwviged structure to the group sessions and
allowed participants to establish a way towardsditeoning into a more collaborative unit.

Discussed in the literature of innovative pedagegielearning, especially that of problem based

learning, it is noted that group cohesion is enagad through negotiation of tasks which fosters
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ownership (Mantzoukas, 2007; Guile and Young, 19B8rrows, 1986). More recently,
Deignan (2009) suggested that the collective dids/of organizing a group and its activities is a
social and reflexive process which creates roonnéw understanding among group members
and greater coherence. With regard to organizaltigarning and communities of practice,
Fowler and Mayes (1999 ) have established thafp#rsonal development of members of an
organization is an integrated approach to learnargl can be achieved and facilitated in a
number of ways, such as making the functions ofdtinecture or framework of the learning
organization explicit and attaching roles to thaction. Moreover, in their discourse of CoP
establishment, Lave and Wenger (1991b) statedcihradtructing identities occurs through the
act of social participation. Barab and Duffy (192®d Wenger (1998) have expanded on this
assertion, stating that it is through shared |egyixperiences which occur from the early stages
of the CoP development and in tasks such as estaidi group norms and the CoP focus that

social participation is conceived.

5.5.2.2 Transitioning phase: An awakening of consmisness.

The findings of this study illuminated that two egories characterized the process of
participants transitioning from the state of beman-reflective to learning to reflect as they
moved towards a new awakening and realizationaidghtful, mindful clinical practice aided by

critical reflective skills. These categories wefg: a conscious reflection and experiential

learning; and (ii) becoming autonomous.

Conscious reflection and experiential learningEvident in the findings of this study,
participants transitioned towards a more consciaog deliberate reflective practice as they

began to recognize experiences as a medium ofihgarhhis characteristic is aligned to what
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Moon (2004) describes ageactive behaviouor consequence to reflective practice. This author
elaborates further, saying that within the complaocess of evolving into a reflective
practitioner, an individual's process of thinkingndainterpretation of experiences become

heightened, moving towards a greater consciousfessions, thoughts and behaviours.

The findings of this study further classified thenscious reflective practice and experiential
learning as manifesting into: (i) a deeper awaserd@ practice, consciously reflective through

experience based practice; and (ii) a deliberatieaation orientated way of nursing.

A deeper awareness of practice, consciously réflechrough experience based practiddne

findings revealed that as the participants developgo reflective practitioners during the
transitioning phase, they engaged more consciaastieir nursing practice. This resulted in
greater trust and open sharing of reflective exmees, which created a platform for the
participants for thoughtful practice and introspactof feeling and emotions in terms of their
behaviours and ways of nursing. This attributentfoispective and thoughtful reflective practice
is noted by Burrows (1995); Maich, Brown and Ro{@®00) and Andrews (1996) as a pre-
requisite in the quest of changing professionalciira and developing a meaningful and
conscious way of practicing. Moreover, Antrobus9ZPclaims that the essence of reflexivity
should be based on personal engagement and invehieof the nurses lived experiences of
their clinical practice which allows the reflectipeactitioner to rethink situations so that it can

be responded to in the future with a changed petisjee

A conscious awareness and deliberate engagemaetiinioal practice was evident from the
findings of this study as participants consciouslyved away from habitual and routine ways of

nursing. Greater confidence in the mechanics déctbe practice allowed the participants to
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think deeper about their practice and to activalgatiate and discuss renewed ways of nursing
practice in the context of HIV/Aids. The findingés@ noted that participants were actively
involved in generating new knowledge through e>grdral reflective learning and began to use
the CoPs as platforms where new ways of nursing @uadtice could be negotiated and
discussed. In the current study, this renewed ¢ouscess in clinical practice was attributed to
both the individual reflective skills advancememiang the participants and to the collective

reflective discourse sessions, which played airotaising the consciousness of the participants.

This is accounted for in Glowacki-Dudka and Barsg007) study of critical reflection among
adult learners through online learning. Here théh@ns found that the focused involvement of
adult learners on critical reflective online dissia®is created a “conscious community” among
their sample. Blackwell, Bowes and Harvey (200&jntain that reflective practice is aligned to
Asubel and Robinson’s (1969) cognitive learningcess in that new knowledge is meaningfully
embedded or accommodated into existing practiceugir the interaction of new information
and debating and negotiating of this informationb&ts (2009), supportive of Blackwell et al.,
(2001), ), also states reflective practice is dpbeund to experiential learning and can be noted
in the individual’s ability to assimilate and acamodate new information into meaningful units.
Based on these assertions, the findings of thidysbtéi the participants’ raised consciousness in
the clinical management of HIV/Aids and moving aviieym habitual ways can be suggestive of
a process of assimilation and accommodation of imégrmation learnt through the reflective

discourses and application to nursing practice.

Moreover, the findings of this study also demoristtathat coupled with the conscious and

reflective way of nursing, participants also dentmated greater understanding of their clients’
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experiences of living within the complexity of HIMbs. This aspect of the process of becoming
reflective is noted as achieving the epitome of ¢keng synchrony of nursing (Wallace and

Appleton, 1995; Herberts and Eriksson, 1995). Meeepaccording to Parse (1981), the nursing
profession is about being in a relationship witk thue presence of the patient. This is thus
congruent with this study’s findings which demoastd that the participants had become more
conscious of the patients’ experiences of livinghvklIV/Aids, and wished to realign their role

as nurse practitioners and offer more support ¢opdtients in their quest towards better health

outcomes.

The findings of this study also revealed that agigpants became more proficient with
reflective skills and began to recognize expertvkiedge among the members of the CoP, there
was less dependence on the facilitator as the sooffdHIV related information during the
reflective discourses. The findings also demorstratggregation and pooling of resources to
influence a renewed reflective perspective. Anodsgect that emerged within the transitioning
phase was that having become consciously awarehaf nursing practice, participants
experienced a paradigm shift in previously helduagsgtions and world views. This was
demonstrated by participants addressing their @tygreeal and stigmatizing behaviour towards
people living with HIV/Aids, which was aligned teing mindful and deliberately conscious of

their nursing practice and embedded beliefs angegal

This finding is related to the process gbhscientization’and critical consciousness derived
from the work of Freire (2004; 1970), whereby indials become conscious of the ways in
which they think and behave; transforming their svay thinking so as to create conditions of

equity and social justice and rethink their preglguheld assumptions and worldviews which
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may have been oppressive in nature. While assessitical consciousness as an educational
strategy among health care leaders, Getzlaf andr@sl{2010) noted that in what they termed
the “second leg” of the reflective process, leanef reflective practice engage on critical
perspective of culture and practice by questionagsumptions and exploring a deeper
understanding of self in relation to their practiddigned to this study, it is evident that

engagement in reflective practice allowed partioipato question their own oppressive
assumptions towards people living with HIV/Aids aiheé nature of HIV nursing by rethinking

and recognizing their stereotypical and prejudisi@ggmatizing attitudes towards their patients

and moving towards a more conscious driven appraaohrsing.

Deliberate and action orientated way of nursinhe study findings noted that participants

reflected on their clinical practice and experietncegenerate learning opportunities. Evident
from the study findings, two processes of reflatt@merged, namely reflection on learning and
reflection on practice. It also surfaced that leagrand information sharing within the CoPs was
also a catalyst for reflection, as participantsduge new knowledge learnt and generated within

the CoPs as a standard against which to measureliheal practice.

This is supported by a corpus of information regaydeflective learning models. Schon (1987;
1983), who pioneered reflective practice, spoka agimilar construct in reflective thinking by
stating that practitioners through reflection slolie able to identify and critically analyze their
existing understanding so as to reframe practicksaff. Black and Plowright (2010) extended
the discussion of reflective practice in a deswipiof a multi-dimensional model of reflective
learning. These authors stated that reflectivenlagractivities are centered on Schén’s (1983)

assertions of reflection “in action” and “on actiptwo processes which describe how deep level
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of thinking and experiential learning fuel a perdonthink of their behaviour and outcomes
during an activity or behavior after the actiongetvor behaviour. They further note that within
reflective practice, individuals can also think aeflect on their practice in terms of developing
learning through their reflective practice, or thiatough reflection on a previous behavior or
practice, the individual creates opportunities dotearning experience (Black and Plowritght,
2010). Furthermore, Hutchinson and Allen (1997)owleveloped the Reflection Integration
Model to enhance reflection among education stwletéo support the findings of this study in
stating that within the levels of reflection, theflective-learning process allows students to
become aware of the dynamics of both the curreadtipe and the new information assimilated
through learning, and how, through critical conssiwess, they both interplay in the meaningful

learning experience and transformed behaviour..

It also surfaced from the findings of this studgttanother indicator of action orientated nursing
was demonstrated in participants diffusing infonoratto the wider community of nurses who
were not part of the CoPs. This was done as a meshaof promoting a more informed way of
nursing and improving HIV/Aids nursing care. Furthe this, the findings revealed that
reflective practice created a deeper consciousnie8® participants’ keenness to nurse, which

was demonstrated in their willingness to go beybred required duties.

It became apparent that participants interactingaw learning generated through the critical
reflective discourse within the CoPs, learnt newrimation related to HIV/Aids nursing in an
informal manner. This can be related to concepsazffolding in learning, wherein learning

occurs within a social context, Scaffolding of neWiormation occurs as participants integrate
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their existing practice theories with new infornosatigained through peer assisted and shared

learning (Vygotsky, 1978).

Lastly, abstract logical reasoning was evident laes findings of this study indicated that
participants were able to identify their knowledggps in the practice of HIV/Aids nursing.
Congruent to Arons’ (1985) explanation, indicatofsabstract logical reasoning are evident in
processes such as consciously raising questioimgy bkearly and explicitly able and aware of

knowledge gaps for practice and using observatiomsake inferences for practice.

Thus, this study demonstrated that the skills icat reflection and the social learning space of
the CoPs fostered higher order thinking among thdigypants, which raised an increased

awareness and consciousness of their practice\6flitls nursing.

Critical thinking and becoming self directed in adelssing learning needslt surfaced from the
data that in the trajectory of becoming criticatiflective HIV/Aids nurse practitioners, the
attributes of critical thinking became pronouncedoag the participants in their paradigm shift
from habitual ways to inquiry based practice. Festeby reflective practice and the social and
learning support of the CoPs, participants disglay®re confidence in HIV/Aids nursing care
in terms of taking greater ownership of their nogsipractice. Their learning became self-
directed as participants actively sought informatio support practice decisions and assist in

problem solving abilities.

Critical thinking as an outcome of progressive edion techniques has been extensively
discussed in the discipline of education (Foleyd0 Underpinned in Rogers’ (1994) work of

adult education, which influenced the developmehtexperience-based learning and self-
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directed learning, critical thinking has been dssmd as a skills development and seen as
emancipatory, as it empowers learners with lifeldegrning skills of seeking information
through self-directed learning and creating meamhgxperience based information (Erikson,
2007; Liimatainen et al., 2001). This is thus sagige of the change that were evident among
the nurse practitioners in their ability to not ymhake meaning of their reflective practice, but

also in their development of lifelong learning &kibf critical thinking and self directed learning.

This study is unique, however, in that the elentdrdritical reflection combined with the social
learning dynamic of communities of practice wasduamong a sample of nurses who worked
specifically in the field of HIV/Aids. Using the dérsity of their experiences, this study revealed
evidence of learning and development towards theldpment of expertise in the practice of
HIV/Aids nursing. This is supported by Schén (198who stated that practice is contextually
located, and Jarvis (1983) who further assertetidhmdbracing the reality of practice, exploring
ways of using experience as a source of knowledgeowers nurses as adult learners to make

sense of experiences and create knowledge bapeaftiice enhancement.

Becoming an Autonomous GroupSeveral indicators of group cohesion and operationa
autonomy were evident from the findings of thisdstihat paralleled the transitioning from a
non-reflective state to conscious reflection angegential learning. Firstly, the group dynamics
changed as less aggregation among familiar memdomismore interaction from previously
shyer participants were observed. Secondly, trndt@oser bonds were evident in sharing of
personal experiences related to HIV/Aids, suchres participant’s disclosure of her HIV status

to the rest of the CoP members. This is supporye@iuckman (1965), who maintains that there
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is a sequencing of group development and that fmdtintimate and personal dynamics become

evident among the group members in the normingghas

Furthermore, the increased interaction and fatifgagroup dynamics resulted in participants
moving away from the entrenched hierarchy of pmif@sal ranking which had previously
hindered group cohesion. This underlying power eleinwas evidently diffused through the
engagement of reflective skills, which built comfice among the participants in taking
ownership of the nursing practice related to H\d#\i Foucault (1980) and Rooney and Hearn
(1999) comment on the interplay of knowledge, poamd discourse; stating that the complex
networks of groups, especially occupational groupsips a synergy among its members,
enabling participants of the group to resolve temsi Furthermore, Roan and Rooney (2006)
mention that within knowledge group interactiongerdependence grows among members of
the groups, allowing for greater accountability tbe participants in their actions towards
cohesiveness of the group. This thread of knowledgeer and discourse occurred collectively
in this study. Fostered within the learning netwofkhe CoPs, the barriers and issues regarding
power among the nursing ranks was resolved asegrésdrning and a paradigm shift and
renewed consciousness towards becoming transformednew way of nursing and greater
awareness in best practice ways which was colléibeha learnt from all participants in the CoP

was occurring among the participants.

Other indicators of the increased autonomy of treug that became evident were a tailored
learning focus aligned to the needs of the groaopovative strategies in problem solving and
potential interventions related to improving HIVA&i nursing care and practice, and increased

responsibilities in the group activities. In thewok regarding CoP, Wenger, McDermott and
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Snyder (2002) speak of this dynamic, stating thatlife of a CoP is not static, but that migration
from the initial focus will become realigned to theeds of the members as they mature in their

learning and knowledge of one another.

The extensiveness of the participants’ nursing B&pee, especially in terms of maternal and
child health and of exposure of HIV/Aids nursingesavas activated in the discursive space of
the CoPs. This allowed them to start taking owniprehthe group process and the activities of
the CoPs in line with their own needs, demonstgagreater independence. This can be related
to Black and Plowright’s (2010) work on a multidinstonal reflective learning model which
supports professional development, arguing thatece¥e practice makes a significant
contribution towards professional development assferable skills are acquired in the reflective
process which become translated and transferrguactice areas. This is also in accordance
with Shield (2001), who states that engaging in sbeial learning context of a CoP fosters
inquiry based practice and confidence in the memhehnich is evident through questioning and

stimulating reasoning through reflection on new svaf/doing.

Findings showed that innovative strategies to mwbsolve surfaced as a new way of learning
and problem solving, which was ascertained throtigh networked and supported group
dynamics of the CoPs. This finding is not only adicator of group cohesion, but also of greater
advancement in professional development. The n&idolearning space of the CoPs not only
facilitated the development of trust and bonds,ds® became a platform for collaborative and
innovative working. As evidenced by the findingsgde had been lacking in the initial stages of
the CoPs,where the isolating nature of nursinchendontext of HIV/Aids was highlighted. In

Hegarty, Kelly and Walsh’s (2011) work on reflectim the workplace, these authors state that
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there is often a palpable benefit for the orgamratwhen reflective practitioners become
innovative in their work environments and initiabeganizational change. This mirrors the
current study finding which revealed the profesalodevelopment of the participants with
respect to their higher order thinking indicateddoyical thinking and greater problem solving
abilities,and the use of innovative techniquednd treative solutions to commonly experienced

HIV related challenges.

Lastly, evident in the findings of this study, iagrevealed that the autonomy in the group and
group dynamics emerged into a personal intimatelleAs the social familiarity in the group
extended, participants openly shared hidden feats eanotional or personal challenges of
nursing in the context of HIV/Aids. Noted in thendiings, participants also became more
conscious of previously held assumptions that nesemegatively affected the way they nursed
or interacted in the discipline of HIV/Aids or angpmpeople living with HIV/Aids. Noted by
Fontana (2003) and Bennett, Fontana and Kehoe )Y2@)%ritical awareness of practice
underpinning a reflective practitioner is evident an internal critique of a consciousness
whereby individuals examine their own perceptiohseality in such a way that they begin to
guestion their status quo and aim towards a molight#ened practice. Moreover, Olsen and
Harder (2010) report that within network-focusedsmy, which is a social network of nurses
similar to a CoP, the growth in social support peatated among members facilitates a
redefining of self as barriers and assumptionswéing is reassessed in the social context of

learning and sharing.
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5.5.2.3 The Transformation Phase: becoming criticit reflective and a transformed space

for learning.

Evident from the increased synergy and group colvereamong the participants and in the
indicators of practice development that became qurooed as participants evolved from being
reflective to critically reflective, two distinctransformational attributes occurred in the
development of the CoPs. These included :(i) astamed way of knowing in HIV/Aids

nursing practice; and (ii) renewed and refocuseB<Co

A transformed way of knowing in HIV/Aids nursing pctice It surfaced from the findings that
a transformed way of knowing and nursing was ewidenthe cognitive abilities of the
participants of critical clinical reasoning andnatial judgment. Aligned to transformational
learning literature, authors such as Mezirow (1989yd (1988) and Taylor (1998) make
reference to the meaning structure among adultshathange and become transformed. Further
noted in the discourse of transformational learnlitgrature a key to changing individual's
meaning schemas, which allows for higher order @rdplex cognitive translation of meaning
into a new perspective of being, is attributedritaal reflection (Mezirow, 1991). Furthermore,
Clarke and Oswald’s (2010) work on collective refiien and its ability to bring about change,
also support the notion that critical perspectigesur within the individual as reflective skills
progress, stating that evidence of this is throwghical reasoning and rationalization of
knowledge and experience to debate assumption @inglie its relevance to current practice.
Kuiper and Pesut (2004) also attest to the metaitiog reasoning skills that emerge as an
outcome of reflective nursing practice. These agthivaw attention to the cognition of critical

thinking and reflective clinical reasoning whichcac as outcome strategies, depending on the
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degree of critical reflection and critical reasaninrhey further note that deeper and more
developed reflective thinking is manifest in c@ichinking and clinical reasoning that nurse
practitioners display in their practice environngeri¥inson (2000) posits that gaining greater
cognitive abilities, as was evident in this studffiglings through the demonstration of critical
thinking and critical clinical reasoning, can béated to Carpers’ (1978) ‘ways of knowing’,
which is illustrated in the nurse practitioner'silip to critically examine and analyze

information and practice critical appraisal demaatsd in clinical reasoning.

Coupled with the crucial clinical reasoning andguoeent, another interesting aspect which was
noted in the findings of this study was the “doiagpect” which also characterized a
transformative way of nursing. Study findings rdedathat diffusion of information and
promotion of evidence informed practice was fosteterough the learning trajectory of
becoming critically reflective. Merriam and Ntseg@608) note that diffusing or translating new
practice methods, is a common attribute of a t@nshtional learning which suggests a state of
self empowerment. They further comment that thegss of self empowerment gives learners a
sense of self control. Another “doing” aspect thaerged from the finding was demonstrated in
the active participation among the nurse practgienof this study creating an awareness of
evidence informed practice. Findings revealed that participants passed their new-found
knowledge and skills to their colleagues in thedsaiThis is supported by Fook and Askeland
(2006), who, discussing critical reflection throuthie lens of critical theory, state that evidence
of critical reflection occurs in the recognition #If and the role an individual has in changing

the status quo and influencing practice.
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This finding is significant in the context of thd\HAIds nurse practitioners, especially in light
of their previous practices of working in isolati@amd following routine, habitual ways of
nursing based on a traditional pedagogy of accgptiformation without reasoning. It
symbolizes the positive professional change thatiwed through the empowerment of learning

and knowledge construction through reflection (Magk2007; Le Cornu and Peters, 2005).

A renewed perception of core nursing values wasemiesl, particularly among the urban
participants. Being mindful of the habitual praescwhich usually dominate the nature of
HIV/Aids nursing, the findings revealed that havimgen enlightened on current policy
guidelines and other forms of resources, partidgpadvocated for better nursing practices to
achieve improved health outcomes. Participantsvelgtiimplemented strategies to improve
patient care, such as collaborating with intergscary team members of the institutional
laboratory services to speed up the turnaround 6mED4 blood results. Mallik (1997), who
explored advocacy among practicing nurses, fouatlttie nurses advocating for either patients’
rights or better working conditions occurred intamces where nurses had sound clinical
knowledge to rationalize clinical judgments andisiens making. Findings of Jordi (2001) also
support the emergence of the advocacy role amamag@dihticipants of this study Jordi (2001)
found in an exploratory study of reflection and stpusness raising that reflective learning
practice among adults encourages engagement ofleorapsumptions of societal and cultural
prejudices and allows individuals through experarearning and engagement to reverse some
of these biases. Ward and McCormack (2000), alontes lines, discuss that apart from raising
the consciousness of participants engaged in seduatarning of CoPs, group learning positively
influences practice development through deeper iingoased practice and action learning

evident in roles of advocacy and championing fat Ipeactice.
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These finding indicate the effectiveness of théeative practice on transforming and raising the
consciousness of nurse practitioners who were pusiy disempowered to deal with a society
and patient profile that is sometimes better infednabout HIV/Aids than the nurse practitioners
themselves. It is clear that nurse practitioneisabee transformed from that oppressed state, as
expressed and discussed in the antecedents segtibe findings of this study, towards an
empowered state which was fostered through refleckearning practice and working and
learning collectively in the context of the CoPsamley, Titchen and Hardy’s (2009) findings of
work-based learning in the context of contemporaeglth also support the findings of this
study. The authors found that work-based learnnegites a transformed pedagogy of learning
among participants, as professional identitiesracenstructed by skills transfer and utilization
that occurs within the situated learning contextvofk-based learning. Work based learning is
similar to organizational or networked learning aammunities of practice, as they are all
underpinned by the socio-cultural learning theooE¥ygotsky (1978); Mezirow (1981); Dewey

(1933) and, more recently, Lave and Wenger (1991b).

It also became evident from the findings that thetipipants had consciously expanded their
nursing practice and embraced new roles of adwasdrresource person. Other nurses who were
non-members of the CoP were able to see the tnanstb nature of the participants in their
evidence informed way of nursing. The findings ieded that participants started being called on
as a resource person and advisor to the micro-camtynin their units and departments.
Shedding insight to this finding in the contextppbfessional development and transformative
collaborative learning, Harrington and Garrison92Pand Fullan (2001) state how engaging in
social discourse and situated learning in the madetting (as was the case of this study) leads

to a changed identity which infiltrates to the wisrk community. Fullan (2001), in particular,
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notes that the transformed action of practitiomergaged in reflective and inquiry based practice

often instigates a culture of inquiry in their opractice setting.

These empirical discussions, therefore, suppogsatlvisory and resource person roles that the
participants of this current study assumed as tha@nsformed way of nursing in the context of
HIV/Aids instigated a curiosity and desire in otmenrses, who were not members of the CoPs,
to also learn. Cope, Cuthbertson and Stoddart (2@0dd that nurses who had participated in a
situated learning project evolved into cognitivepgmticeship mentors who supported other
professionals in practice decisions. Discussingnges (1984) development from novice to
expert, Daley (1999) states that in the developaiestages of transitioning to an expert level,
individuals usually initially engage in formal |le@mg opportunities, but as they move towards
the competent to expert level, they demonstrate tearning to others, using opportunities to
show their competent-expert “way of doing” and Igeaction orientated in sharing experiences
in active dialogues or teaching sessions. Thesertasss are aligned to the action orientated
strategies of the participants of this study, whiemslated into an advisory role, or as noted by
Cope et al (2000), into a cognitive apprenticesmigntor to advise and serve as a resource

person for HIV/Aids best practice nursing.

Promoting best practice HIV/Aids nursing care waglent in this study’s finding and was

demonstrated in the active engagement of partitspan developing best practice guides to
better inform and assist other nurse-midwives afesu and relevant information, especially
with respect to the polices that underpin care.eHagain, this interactional strategy of
information sharing demonstrated by the participanitthis study signaled a transformed way of

nursing.
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In this study example is made of the informatiormphlet of a quick guide to the latest
Prevention to Mother to Child Transmission to HINGA (PMTCT) policy guidelines that was
developed by the urban CoP. Participants, drawiam ftheir previous experience of not only
finding it challenging to understand HIV/Aids reddtpractice policy guidelines, but also having
difficulty in applying them to their nursing praoti, took it upon themselves to create an
abridged, simplified version of the policy guid@mfor the benefit of their colleagues who had
not been part of the group. This blending of prasi@xperiences with new information, as
illustrated in the participants’ action orientate@dy of nursing, speaks of two processes. Firstly,
similarities can be drawn between the finding o$ ttudy and the findings of Jacobs, Fontana
and Kehoe (2005) who found that nurses who hadressgd from a fragmented, disempowered
and frustrated place in terms of how they were Wimdhas nurses and overextended in their roles
and duties, showed their emancipation in nursisgtpre by wishing to expand the vision of the
nursing unit by putting in place strategies thatewesed to emancipate the other nurses. Similar
to Jacobs and collegues (2005) observation, theermustudy shows the nurse practitioners
emancipating themselves from their previously disewered position of inadequate training
and expanding their visibility by producing a pieetpamphlet to transfer their knowledge and
skills and thereby empower other nurse-midwiveghiair institution. The second process is
aligned to Amin and Roberts (2008), who state gnatip based learning or situated learning in
workplaces play a significant role in the procedslearning and knowledge generation.
Moreover, Amin and Roberts (2008) and Bates (20@d speak of the social engagement and
social familiarity fostered in CoPs, which giveeriso a mode of innovation or knowledge

formation.
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It is noted in various other literature regardingRS that a CoP is more than a group of people
sharing a common interest, but is a group thatitisated in a learning identity through the
translation of tacit knowledge into explicit knowtge (Davis, 2006; Boud and Middleton, 2003;
Gherardi, Nicolini and Odella, 1998). Wenger (1998)hlights that not all groups working
together can be classified as CoPs, stating a GaP1A key characteristics, one of which
includes the flow of information and the propagatmf innovation in knowledge transfer and
creation. Mindful of the findings of this currerttidy, it is evident that the transformation phase
not only signified a transformed way of knowing amgrsing, but, based on the professional
development and cognitive indicators highlightedha findings, it also signaled that the group
was functioning as a CoP. Based on Wenger’'s (1688)acteristics of Bknowledge stewarding
CoP, which the author defines as a group of peopldrimring towards learning about the
shared domain through knowledge exchange and tearim this study, the activities of the
established CoPs included knowledge generation dasgkeminating knowledge and practice
information to their wider institutional communitfhus, based on Wenger's definition, the CoPs

can be classified as a learning group, stewartiesif practice knowledge.

Fully functioning CoPs Aligned to the transformed way of nursing evidenmthie latter phase of

the research, it became evident that both grougsidkaeloped into fully functioning CoPs and
that the original aim and focus of the groups hadnbtransformed. This is congruent with
Wenger, McDermott and Snyder (2002); Wenger (1988} Coakes and Clarke (2006) who
state that the throughout the lifespan of a CoP,l¢larning focus will evolve according to the

needs and the growth of its members.
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Both the urban and rural CoPs had realigned theis and focus areas in terms of continuing to
steward practice knowledge. The urban group westep further by innovatively diffusing
practice related information to the wider instibutias the members saw this as their renewed
focus, coupled with the aim of continuing to promaind support collaborative learning in the
context of HIV/Aids. Similar to the changes notedthis current study, Wenger (1996) and
Drath and Palus (1994) noted that professional waor# a professional identity is reshaped
continuously in light of the growth undertaken bsymembers of the CoP. Andrew and Ferguson
(2007), and Meyer and Land (2005) describes thagh, stating that a CoP provides a portal
for a deeper understanding of practice learningny discipline, and as deeper engagement in
the community occurs among its members, a newsstatthe community is formed. This leads

to a new desire for renewed efforts in terms ofdbi@munities’ aim, focus and learning vision.

More importantly, the refocusing of aims is alignedthe three cardinal aspects of CoPs, as
noted by Wenger (1998), those bemgtual engagement, joint enterprise and sharedrtepe.
According to the authomutual engagememtraws on the premise that practice which deals wit
the discourse and sharing of resources around anoomarea (as was in this study around
critical reflective development and HIV/Aids) canlp be done through mutual interconnected
engagement. The second aspedgooft enterpriseis aligned to the community’s core function
and that this aspect is constantly re-negotiatedhbyindividual members and creates mutual
accountability of the process of learning amongmtambers. Lastly, the third aspectshiared
repertoire refers to the routines, symbols and actions takehe quest of finding information

and learning around the practice of the CoP.
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Thus, aligned to Wenger’s discussion of these thmagral aspects, it is evident from this study
finding that theoint enterpriseof the CoPs of critically reflective HIV nurse ptaioners was
re-negotiated in terms of being a space or pradaifcéearning inquiry aligned to HIV/Aids
nursing, whereirmutual engagemermf the members were collaboratively refocusedréate a
platform that could provide support to other memshafrthe nursing community and help them
grow; and ashared repertoirevas formed among the participants through the gteming of
practice information; the shared repository of eefive clinical experiences which were
translated into generated knowledge and the exehahgesources which contributed to the

shared practice repertoire of HIV/Aids related mfation.

Another interesting finding which gave evidencet tih@ groups had transformed into CoPs was
the emergence of a core group of experts. Findgigsved that sub-groups of experts were
elected by the members of both CoPs, functioningetwe as the steering group for continued
group activities and to support sustainability bk tCoPs after the disengagement of the
researcher, who had served as a facilitator inptlogess of the establishment of the CoPs of
critically reflective nurse practitioners. In thdiook, Situated Learning: Legitimate Peripheral

Participation Lave and Wenger (1991b) speak of members havirigrdirit roles and different

levels of memberships in a CoP. To explain themcept of situated learning, Lave and Wenger
(1991b) state that members of a CoP share a corpractice or, as they describe it, a repository
of resources, which includes practice experienstsjes and ways of addressing problems.
They further explain that learning that occurs witthe CoP is termed situated learning and that
this occurs through the gradual integration of wdlial members into the CoP. Thus, there is
always a core group of a few experts in the CoPreavd members start out in the peripheral and

gradually move towards the centre as their skilld Earning evolve. Lave and Wenger further
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note that new members have very little personalmtment to the CoP and their participation
in group activities may be minimal. In this currestudy, the group engaged with situated

learning as described by Lave and Wenger (1991b).

Contrary to the above premise of core and periplyggoaps, all members of both groups in the
current study started at the same level of learming participation. Taking into account their
novice level of learning and sharing, one can dtaeéin this study all participants started at the
same non-reflective point. However, as the leartiagctory progressed, it became evident that
the reflective practice and mutual engagement ef ghrticipants developed, thus creating a
progressively more autonomous group until, evehtuall members progressed to a point of
being critically reflective and transformed. It is this phase of being transformed that a
significant finding of this study surfaces, assitat this stage that the core expert groups emerge
from the CoPs. The core group in this study is fufras a mechanism to support sustainability.
and was established through recognition of theanst leadership style and ability to direct the

group activities and their strong knowledge bagé eertain aspects of HIV/Aids nursing.

A renewed group identityAligned to the transformation of the CoPs which badome evident

at both sites, the study findings showed that otheses wished to become involved in the
learning process. New participants joined the @dfere they able to discuss and share the
challenges of HIV/Aids related nursing practicewtis at this stage that Lave and Wenger's
(1991b) description of situated learning and perrphparticipation came into being, with not

only the core expert group, but also the distincbetween “old timers” and “new comers”.

Discussed by Karalis (2010), this distinction oé ttvo levels in the CoP can be equated with

Mezirow’s (1978) discussion of evaluation of expades and the transformation of perceptions
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that occurs within critical reflective practitioseKaralis (2010) notes that aligned to Mezirow’s
instrumentaland communicativdearning which occurs as a result of transforneatearning,,

Lave and Wenger’'s (1991b) distinction of “old tirsieand the “new comers” is relevant as it
describes the level of learning and skills that i@ transferred from the expert to the novice. It
is this attribute that Lave and Wenger (1991b) paakated the longevity and sustainability of
CoPs as continuous entry and exit and movement fr@peripheral group to the core group

continues.

Therefore, in light of this discussion and the ifing$ which illuminated the transformation of the
original group of participants, a sub-group of expevas elected and new members joined the
group, thus not only ensuring the sustainabilitytbed CoP, but also ensuring that through the
process learning, members will progress from beiogice and non-reflective to becoming
proficient critical reflective HIV/Aids nursing pcéitioners (Wenger, 1998; Lave and Wenger,

1991b). 1998)

5.6. INTERVENING CONDITIONS

The findings of this study revealed that severallitative and inhibitory intervening conditions
emerged in the process of developing CoPs of aliyiceflective HIV/Aids nurse practitioners.
The facilitative intervening conditions included {he desire to change one’s practice; (ii) the
nature of the facilitator; (iii) support from thastitutional management; (iv) flexibility in
reflective practice; (v) diversity of professionailirses. The hindering intervening conditions

included (i) culture of hierarchy in nursing, (fig¢w culture of writing and reading.
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5.6.1 Facilitative Conditions

Desire to change one’s practic&vident from the findings, participants were eatgefind a
strategy to deal with the overwhelming challendes/texperienced in terms of coping with the
rapid nature of changes in the context of HIV/Aaigl to have a sharing platform in terms of
dealing with the complexities of HIV/Aids, whichddo the idea of establishing the CoPs. This
desire to learn new practice methods and ways &imy sustained the interest and participation
of participants in the formation of the CoPs aslveal in the learning trajectory of critical

reflective practice.

Noted by Bouner (2003); Esterhuizen and Freshwa@d8) and Rolfe (2006), the use of critical
reflective learning and practice to improve praztis considered useful in the rapidly changing
contexts of practice (such as the context of HI\d8)i Adding to this Vaast and Walsham (2009)
and Little (2002) assert that in a context of clenigpdividuals need to locate appropriate
practice learning and a new ontology of knowingd @hat fostering a new way of practice
through experiential and reflective learning inuported or networked practice environment is
evidenced as being most effective in addressin@titieentic needs. These indicators for the use
of both reflective learning practice and suppottining within a CoP affirms the facilitative
condition emerging from this current study. Furthere, Wenger (2000; 1998) indicates that a
strong attributor to the success of a CoP is tlodilprof its members and lists characteristics
such as a commonality or shared problems and exyes, a drive and desire to learn in a social
context of situated learning and like mindednesteims of practice experiences as are some of
the characteristics noted as contributing to thegdéwity of a CoP. This relates to this study
which revealed the eagerness of the participanterms of wanting to work together to find a

strategy that would help them to address theirtm@problems relating to HIV/Aids nursing.

299



Role of the facilitator.As all participants started from a novice and neffective state and
needed guidance on how to interpret experiencesagpptly reflective cognitive thinking to
practice situation, it was evident that the procegmlly needed to be supported by a facilitator.
Furthermore, as the idea of using the structurkchtgid learning space of a CoP to foster new
skills of critical reflection was novel, the reselaer assumed the role of facilitator in the initial
stages of the research not only to teach the didllzitical reflection, but also to foster group
cohesiveness in the formation of the CoP, Theifamk, having done a progressive nursing

education postgraduate module, was qualified irskiés of guiding the process.

Evident from the findings, the supportive role loé ffacilitator in guiding the process was noted
as positively contributing to the success in esthblg the CoPs. Owens and Stupans (2009)
support this finding noting that in experientiadasctaffolding of reflective learning and practice,
the role of a supervising mentor is important, esy in aligning and directing the students’
experiences and creating meaningful learning oppdrés for co-constructing knowledge. Van
Manen’s (1977) support this finding noting that @rperiential and scaffolding of reflective
learning and practice, the role of a supervisingtareis important, especially in aligning and
directing the students’ experiences and creatingnigful learning opportunities for co-

constructing knowledge.

Furthermore, the study findings revealed that tngpertive role of the facilitator also diffused
power imbalances that were experienced in thealrstages of CoPs’ processes of development.
Due to the professional hierarchy of the nurse tifagers and the fact that group work was a
new experience for the participants, the initialgets of development were characterized by what

Tuckman (1965) refers to a ‘storming’ phase. Powdralances were diffused by the facilitator
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and this facilitated in creating a phase of normmere group norms and relationships were

fostered by working through the barriers.

Verburg and Andriessen (2006) refers to a ‘stormpigase. Power imbalances were diffused by
the facilitator and this facilitated in creatingpdase of norming, where group norms and
relationships were fostered by working throughhhberiers, Verburg and Andriessen (2006) and
Wenger and Snyder (2000) contribute to this disseustating that even although CoPs progress
to be self-reliant spaces, sometimes support apdrgision are needed to develop and integrate
the CoP into the large institution. Wenger and ®&ny@000) also acknowledge the difficulties
that may transpire, especially among groups thae heever had the familiarity of previous
groups or collaborative networks. They note thdtldsm of power and personality clashes often
occur, which can affect the group dynamics ands,tsupport the use of a facilitator or someone

to guide the process of bringing the likemindedvittilials into the CoP space.

Furthermore, this study findings revealed thatrtile and the presence of the facilitator guided
participants in the social elements of group foraorest, such as how to establish group rules and
norms, the structure of meetings and how to engeuollaborative and equal participation
from all members of the team to foster ownershig aoherent group functioning which

underpinned the social dynamic of situated learaimgj critical reflective practice.

This is congruent with Billett (2000), who statésattguided learning in organizational learning
fosters the development of tactit knowledge andnitvg@ processes of shared learning. This
author also mentions techniques of mentoring assvedypromoting cognitive apprenticeship

among novice practitioners. Billett (2000) and Copathbertson and Stoddart (2000) state that

cognitive apprenticeship, which describes a prooddsarning new knowledge and cognitive
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skills, is fostered through a relationship of tharher being guided and directed in the process of
situated learning. This was evident in the cursgatly, as the facilitator guided the participants
in their process of becoming critically reflectipeactitioners and also had a hand in promoting

the group dynamics of the CoPs.

Cox and Ledgerwood (2003) states that modeling,cluog, reflection, articulation and
exploration work interdependently with each otleeptomote an effective strategy that supports
situated learning practices. Collins defines maaptind coaching as demonstrating a thinking or
new learning process, and assisting and suppodagmpitive activities respectively. This is
aligned to the current study where batiodelingand coachingwere evident. The facilitator
applied these strategies in the various exercisdgdasks she used to stimulate the participants’
acquisition of reflective practice skills, espelgiah the formation phase of the CoPs. This aspect
of modeling and coaching facilitated the learning anterest in the new learning activities of the

CoPs.

Lastly, noted in this study findings, facilitatiohy the researcher gave participants the
opportunity to acquire new skills which they had had prior to the research, such as critical
reflection and improved writing skills, in terms oéflective writing in the journals. The

facilitator's knowledge of HIV/Aids and experiencé the critical incident technique of data
collection that she had acquired working in simif&BDs in two previous studies, provided
grounding to elicit greater discourse. Furthermtne facilitator's postgraduate studies of
progressive nursing education had given her thiés gki facilitate participants in scaffolding in

learning new tasks. This increased self esteenadipants grew more familiar and competent

in the cognitive tasks related to critical reflectiand thus nurtured greater interest.
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There is a range of empirical evidence that sugpfauilitator’s role in guiding the learning of
the participants. Kolb (1984b) states that the ggpg&al learning loop is largely focused on
informal learning that learners may not be famibacompetent in and, thus, supports the role of
a supervisor/facilitator in supplementing and aexing informal learning from a structured
well planned aspect. Dennen (2008) also assertsnipertance of structured facilitation in
supporting the co-constructed nature of knowledgaegation and application in a situated
learning context of CoPs. Owen and Stupans (2088)eathat scaffolding guides learners in

performing tasks which are normally beyond theilitgb

Support from managementExpressed by Contu and Willmott (2003), there iseuntainty
regarding the role of organizations in actively @amaging the growth of learning communities
of practice. However, bringing in a new perspectiwethis observation, the findings of this
study noted that the support which had been gadrfesen the institutional management in terms
of providing participants time off from their wodchedules to attend the CoP/critical reflective
meetings and providing some of the resources mgeasf venues, was noted as facilitative in
cultivating and maintaining the participants’ irgst and participation in the CoPs. Furthermore,
the findings of this study noted that participagxpressed a commitment to actively participate
in the CoPs as they were appreciative of the Ingigport that had been provided by the
institutional management. They felt that the de@idapace they had been granted to function in

the activities of the CoPs had given them a sehsapoership of the CoP and learning process.

Argued by Thompson (2005), providing the structe@hponents such as the time and space for
the logistical operations of the CoP is often tlasyepart, while the organization’s ability to

persuade individuals to work and interact withieg# structures is often more difficult. The
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findings of this study shed new insight into botbn@ and Wilimott's (2003) and Thompson’s
(2005) observations. Findings revealed that asgiaahts had the desire to network and find a
working solution to the challenges of working iretdynamic context of HIV/Aids, having the
support of the management in the creation of gqglatto foster learning and a new way of
nursing contributed to their commitment to actastiof the CoPs. Thus, it was noted in this study
that ensuring the success of a CoP in terms ofeacommitment and willingness in the process
of shared learning towards the organization’s ne#us focus of the CoP should be closely
aligned to the needs of the organization and sue@dsy the institution’s management. This
study also noted that support provided to the @agnts by the institutions in terms of time and
space, was regarded by participants as a privilegeght of resource constraints and staff
shortages. This fed the participants’ responsybdind desire to participate in the CoPs to bring
about institutional change. This is aligned to toenponent of reciprocity, where participants,
being driven by an organizational obligation of Wwhedge enhancement, see this aspect as an
honour and are, therefore, driven to succeed imr fiesponsibility not only for their own
individual growth, but also for the benefit of tbheganization (Soo, 2006; Alavi and Leidner,

2001).

Flexibility in reflective practice.Evident from this study finding, flexibility in theature and
mode of reflection, facilitated the developmentted CoP of critically reflective HIV/Aids nurse
practitioners. It emerged that participants felrenoomfortable and familiar with reflective talk
or discourse episodes. The flexibility of eitherrbad or written reflections during critical
reflections activities in the CoPs fostered greatenfort which resulted in active participation in

the learning encounters.
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This flexibility in learning and reflection is ahgd to Wenger’'s (2000) three modes of belonging
to a social learning system. This author maintéinaé engagement, imagination and alignment
foster the dynamics of a CoP through talking anmbipcing shared artifacts, constructing new
images of self, reflecting on a situation to explorew possibilities and making use of local
activities that are aligned to the needs of CoP bwm Wenger (2000) further asserts that
through a dynamic and flexible engagement of thlessse components, deeper social learning is
nurtured in the CoP. Furthermore, Hew and Hara @2@8sert that conversation as opposed to
blogging, or in this case reflective writing, isted as an important conduit for knowledge

sharing among members of communities of practice.

Flexibility in the learning process was also evidienthe use of both English and isiZulu in the
reflective discussions. Given that most of paraais in this study were Zulu, flexibility in the
use of language allowed greater alignment of lacances and deeper more applicable meaning
to the reflective and experiential learning in theP. Noted in the discipline of socio-cultural
linguistics, Nilep (2006) defines this use of fi@bhd second language in cognitive learning
practices ascode switching’stating that language and learning is interrelaed that every
time learners interact in the second or first laaggy they are engaged in identity construction
and negotiation of learning. Tara Fenwick (2008passert that the embodiment of experiential
reflective learning is about the construction ofmgplic meaning attached to language and the

individual’'s identity.

It also became apparent that the use of familiannas and language/linguistic expressions by

the participants facilitated the group socializatimitial reservations due to rank and dominance
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that restricted open interaction among the pasditip were mediated through the familiarity of

language that was a common thread and fosteregetherness in the CoPs.

This is supported by Gendlin (2004), who states lraguage is implicit in human processes of
living. In Barker's (1947) analysis of social netilk® and the choice of language, this author
established that language code switching occurgradt among a group of similar individuals
who possess two or more separate linguistic vaggtis was the case in this study of isiZulu and
English. Furthermore, according to Bucholtz andaK2008); Montes- Alcala (2007) and Nilep
(2006) code switching fosters identity and grougenaction. This is achieved through the
familiarity of language with embedded nuances amémmng that lends to the group dynamics.
Bucholtz and Kira (2008) states that language aitdire is inter-related and through the process
of language code-switching the hidden meanings hef discussed phenomenon is better
understood. In this study, the flexibility of codedtching created a more interactive climate in
the shared reflective discourses and this alsotemtea space for power issues related to the
hierarchy of nursing to be expelled as the toge#ss of the group was created through the

sharing and learning from similar challenges anakeences.

Diversity of professional qualifications.The findings revealed that even although the
participants wereall professional nurses, they differed with respecthe training they had
received. Some participants had the minimum quealion of national diploma in nursing and
midwifery, while others had graduate and postgreelgaalifications.This added diversity and

richness to the learning experiences within thesCoP

Knight (2002), who conducted research on profesdidavelopment among teachers, noted that

professional development within the learning p@etgroup was enhanced by the diversity of the
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participants’ basic educational backgrounds. Knigbted that the diversity enhanced the
learning activities as members of the group coulgpsrt one another in terms of pre-existing
skill transfer. This is similar to the findings tifis current study which noted that some of the
participants were able to engage in self-direcemnling due to their previous educational
training and were thus able to help and supporérsthThis is also supported by Kayler and
Weller (2007) who state that creating an effecBupportive learning community is driven by

authentic situations and experiences and the appoyt for the learners in the learning

community with specialized skills and training tong diversity in the knowledge and shared

understandings.

5.6.2 Hindering Conditions

Culture of professional hierarchy in nursingDue to the mix of both senior and junior
professional nurses in the groups, issues of panvkalances hindered the initial dynamics of
the group interaction of the CoPs. Senior nursetpi@ers, who served in a management
positions, found it difficult to openly share inflextive discourse among their peers who were
junior professional nurses and, in the contexhefwork environment, served under them. Noted
in the findings, senior members felt uneasy abdw#risg their ignorance on some of the
HIV/Aids issues believing that that should be pereg as being knowledgeable. Because they
felt vulnerable, senior nurses became assertivedandnant in the groups which inhibited the
process of reflective practice and experientialrigg. Junior participants also responded to this

power imbalance by shying away from reflective sttam fear of peer judgment.

Mgark, Hoholm and Ellingsen (2010) explored levelt mrofessional expertise and the

relationship of power within communities of praetiand concluded that although issues of
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power within CoPs are often not reported amongdiseourse of organizational learning and
CoPs, it is a real dynamic that affects all groupcpsses that bring albeit similar like-minded
people together. Both Antonacopoulou (2006) and rSaad Scarbrough (2005) assert that
domination over the resources and learning progessganizational learning creates unequal
relations of power that disempowers both grouppasficipants, those that dominate and those
that are submissive, as collaborative learning ggses can only be achieved on an equilibrium
in open and honest sharing experiences of learspigpdes. Griffiths, Winstanley and Gabriel
(2005) speaks of a learning shock in terms of nétgyto learning, and note that learning in a
reflexive medium entails undoing earlier learnimgl &yenerates very powerful emotions as more
experienced professionals experience feelings ohgbdéombarded with unexpected and

conflicting expectations.

A culture of not writing. The findings of this study revealed that expressméng was not the
norm or something many of the participants werellfamwith, thus the new culture of reflective
writing initially restricted the learning dynamicittin the CoPs. Furthermore it was noted that
there was an embedded culture or norm of not dootingewholly in nursing records, due to

fear of legal implications fuelled by lack of cadince in HIV nursing practices.

Otienoh (2009) noted that journal writing as an rapph to reflective practice is often

challenged by the individual's level of comfort wiexpressing self in the tangible medium of
writing. Farrell (2008), Davidson (2005) and Tho2€04) noted that due to the elusive nature
of reflection, the interactive and emotive writitigat needs to be employed in reflective journal
writing often serves as a barrier to sustaining thurm of reflective practice among many

individuals, even in the secondary school teactiesg cited in their research. Thorpe (2004), in
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particular, suggests that reflective writing reqaila trusting relationship if individual thoughts,

feelings and experiences are to be honestly refilect

It was noted in the current study that nurses digal reluctance to writing, which was fuelled
by the poor documentation practices of nurses. filhgéng is supported by Ehlers (2006), who
comments that in the context of HIV/Aids, many liealare professionals experience insecurity
in their nursing practice due to limited knowledgausing uneasiness and doubt in their nursing
care actions. Ngidi (2010), assessing the effettsucses’ insecurities on their documentation
practices, reported that from a random sample off€M records in a district hospital in
KwaZulu-Natal, none of the sampled records hadraptete recording of all PMTCT activities.
This author further noted that nurses’ reluctamcdacumenting the core activities of PMTCT,
such as administering ARVs or assessing the cli€m4d levels, was attributed to confusion

among health care workers regarding correct PMT@¢€tes to follow.
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5.7. CONSEQUENCES OF THE ESTABLSIHED CoPs

5.7.1 Intended Outcomes
In this study, the intended outcomes were: (i) imfation seeking and utilization skills; and (b)

professional development.

Information seeking and utilization skills. This study revealed that participants developed an
almost innate culture of inquiry, drawing from tphenciples of being critically reflective and
engaging on evidence informed practice. Informatetmieval and application skills allowed for
a more informed practice in HIV/Aids related canel @nhanced the participants’ self confidence

to generate workable solutions to practice relatedlenges.

Matthew-Maich, Ploeg, Jack and Dobbins (2010) dta¢ evidence and information utilization
is characteristic of a transformed way of learniagd practice and further note that a
practitioner’s ability to inform clinical judgmentsased of self directed ways of gathering
relevant and appropriate information and applying@ffectively to the clinical problem is a

hallmark of transformative learning strategiesritical reflection and experiential learning.

This study also revealed that despite the resotwostrained context of the study settings in
terms of access to current and updated libratestransformed way of nursing brought about by
the learning trajectory of being critically refleat, allowed participants to use new information
seeking skills in sourcing information from altetima places such as the internet. Fetterman
(2001), in an evaluation of CoPs, notes that thepamered and transformed nature of the
participant within such learning spaces is indidatea drive to find solutions to situations that

would otherwise not have been addressed. This a@@bgribes the action strategies evident
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among the participants of this study in terms odfling an alternative to the outdated institutional

libraries.

Professional developmentarious outcomes became evident in the findingb vaspect to the
professional development of the participants. Aesult of the learning activities within the
CoPs, it became apparent that the nursing prawtit®o had developed leadership qualities,
expanded and transformed their professional nunsiteg and effected change in terms of their
HIV/Aids nursing practice. They also became invdlvim driving initiatives of diffusing
information they had learnt from the learning spatéhe CoPs. Tolson, McAloon, Hotchkiss
and Schofield (2005) and McCormack, Kitson, Harvetyal. (2002), exploring the practice of
CoPs among nurses, noted that practice developmachieved through the development of a
common desire to share skills and knowledge in fforteto transform care and influence

practice change.

Influencing change through inter-collaborative tielas was another indicator of professional
development that emerged from the study findingswds noted in the findings that being
transformed in a new way of nursing underpinnecttitycal reflection and evidence informed
practice, the participants felt it was their resgbility to disseminate practice information in an
attempt to improve the quality of HIV/Aids nursiegre and thus, deliberately, embarked on a

process of interdepartmental networking.

According to Tonuma and Winbolt (2000) and DeBou(g801), a learning culture of nursing
brought about by the creation of evidence basednileg organizations impacts on the
organization in terms of efforts to change old pcacto newer evidence based practices.

DeBourgh (2001), exploring how nurses champion eawi@ based practice, state that role
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modeling and active stewarding for improved nurgnactice outcomes are indicators of change
and professional advancement among nurses. Fumherisamont, Walker and Brunero (2009)
note that leadership attributes as noted in thrseati study, or participants being transformed
and creating an awareness of better or improvedkingmractices, can be defined as “shared
governance”, whereby a leadership role of a fewkexs translate into integration and
collaboration of the larger organization in termf decision making and awareness of
improvement activities that can be aligned to jalisaction or improving organizational

outcomes, as was the case in this current study.

5.7.2 Unintended Outcomes

Socially conscious and responsive nurse practitiore The transformed way of nursing
brought on by critical reflective practice and twpportive learning space of the CoPs created a
sense of social awareness within the participahtlesr role in terms of providing holistic care
to patients by being more sensitive to their nedldded by Kuokkanen and Leino-Kilpi (2000),
developing a positive professional identity whidberates self in being culturally and socially
aware of injustices is empowered through positieug esteem in CoPs. This is supported by
Akella (2008), who found that empowerment in orgational learning leads to greater
governance in the organization as workers (in¢hse the nurse-practitioners) are greatly aware
and sensitized to social issues affecting profesdioutcomes, thus aligning practice towards the

socially relevant needs of its users or, in thse¢cdhe patients.

Another dynamic which emerged in terms social amese was that participants became more
conscious of patients’ needs and rights, and thgeea their patient care towards policies and

directives so that equitable, fair and relevardtireent and care related to HIV/Aids nursing care
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could be achieved. Participants became involveshter-collaborative partnerships that would
improve the quality of care that was provided te fhatients. This aspect of examining and
changing the status quo of the institution such ithes aligned to revenant and current care is
noted in discourse relating to social justice ancsimg. Wade (2001) maintains that addressing
social justice in nursing allows practitioners tagage with prevailing social problems, all the
time seeking appropriate solutions aligned to engow the user of care. Taylor (2008)
addressing transformational learning and the dyosinaf critical reflection on evoking a
conscious individual that is transformed in selfgiice as well as a consciousness to social
justice, draws on the work of Roberts (2009) anttsthat once nurses recognize the dynamics
of oppression that underpin patient care, libegaintions such as engaging with other nurses to
develop consensus on priorities in nursing pradsca hallmark of transformed socially aware

nursing practice.

5.8. CONCLUSION

In this chapter the key findings relating to thegass of how the CoP among HIV/Aids nurse
practitioners was established. Evident from th&dssion was that the process is collaborative
and garners the active participation of all theseupractitioners in the group. Furthermore the
findings of the established CoP from this study barabeled as a best practice and knowledge
stewarding learning group in relation to Wengef898) classification of the various types of
CoPs. The process of critical reflection was a rma@m which supported experiential reflective
learning and inquiry among the nurse practitiorserd this led to a transformed way of nursing.

This was characterised by the utilization of evidemo inform practice, active engagement in
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knowledge generation and application and the higivder cognitive skills such as critical

clinical reasoning which was applied meaningfutiynursing practice.
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CHAPTER 6

A MIDDLE RANGE THEORY OF COMMUNITIES OF PRACTICEFO R
HIV/AIDS NURSE PRACTITIONERS

6.1. INTRODUCTION

The purpose of this study was to analyze the psooéstablishing Communities of Practice
(CoPs) and the process of critical reflective pcacamong HIV/Aids nurse practitioners in
KwaZulu-Natal. Aligned to Chinn and Jacobs (1978ovasserted that nursing theories aim to
predict, describe and explain the studied phenomanonursing, this study also aimed to
generate a middle range theory. Explained by Adld)¢2010), theories are theoretical works in
the structure of nursing knowledge, and are lesgradt than models, are more prescriptive and
are usually named for the outcome they propose.

Strauss and Corbin (1990) affirm that through tkmlaand selective coding process of data
analysis theoretically relevant concepts form thsid of the theory that emerges from the
grounded theory study. Further explained by StramssCorbin (1990) and Babchuk (1997) the
process of abstraction of the identified conceptd eategories into meaningful relationships
refines the phenomenon of interest, thus generatinwre concrete theory (i.e. a middle range
theory), rather than a loosely abstract theory gaad from the corpus of data for that particular
study. Fawcett (1999) also supports this, arguimgt the product of every nursing study
represents a middle-range theory. Thus, congrughttihe chosen research methodology of this
study, that being grounded theory, a middle rarfgeorly describing the establishment of
Communities of Practice of critically reflective MAids nurse practitioners will be presented in

this chapter. The theoretically relevant conceptsciv were identified in chapter four and
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discussed in terms of the literature presentedhepter five have been integrated and inter-
related to form the basis of the grounded theoscudised in this current chapter. The core
category or the storyline around which the resaftshe study centered was Communities of
Practice for HIV/Aids nurse practitionefBhe story line or core category, as described bpiGo
(1990) is congruent with Chinn and Kramer’s (2088%cription of the six components that are
necessary for developing a nursing theory. Theskide: (i) the goal(s) of the theory, which
specifies the context and situation within whick theory applies; (ii) the concepts, which are
described as terms, words or symbolic representatid reality. These concepts serve as the
building blocks for the emergent theory; (iii) afidgion of the concepts to clarify the meaning
of concepts within the theory; (iv) the relatiors)i which describe how concepts are linked to
structure the theory; (v) the structure of the tlgeavhich gives the overall form of the

conceptual and theoretical relationships; andgsgumptions of the theoretical concepts.

Fawcett (2005), states that each middle range yhkas its foundation in one paradigmatic
perspective, and that the function of the paradignto communicate what the researcher
believes to be true in relation to the phenomeniatefest and the discipline of nursing. In the
context of this study, constructivism education wdsemed to be the central truth in
understanding the multiple realities and perspestiof HIV/Aids related nursing experiences
and practices that were fostered through critiefiéctive practice within the shared space of the
CoPs. A constructivist education paradigm also gpidaed the nature in which meaning was
constructed from the CoP into functional knowledbat could be meaningfully applied to
HIV/Aids related nursing practice. Discussed in Eatv (2005), a middle range theory
classification can be described as a taxonomy, lwlian be descriptive, predictive, or

explanatory. Fawcett (2005) explains that desemptniddle range theories are generated from
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descriptive research, which may be qualitative oangitative in nature. Explanatory middle
range theories go beyond merely describing a phenom by showing interrelationships
between concepts and providing reasons why conagefdse to one another and predictive
middle range theories move beyond the descriptink explanatory theories by explaining the
precise relations between concepts and addressimgchanges in a phenomenon occur. Based
on the Straussian version of grounded theory wheds open, axial and selective coding, and
embedded within the paradigm model of Strauss aoi@ (1990), this study findings, is
congruent with an explanatory middle range theéigo aligned to Strauss and Corbin (1990),
state that the theory generated from grounded yheway be a grand theory or a substantive
theory. A grand theory evolves through exploring tbhenomenon in multiple and varied
contexts, while a substantive theory evolves fromadicular situational context. This middle
range theory was thus a substantive theory asoives from a situational context of HIV/Aids
nursing within the discipline of maternal and chilealth. Despite being conducted in two study
settings, urban and rural, the nature of data ciddle and analysis of the constant comparative
method ensured that the emergent concepts wereatethpcross both sites. This middle range
explanatory theory is an action oriented modelleges were depicted in the processes of the
developing CoPs and critical reflective practicéthe study participants during the six to seven
months of data collection. The middle range thearyhis study will also be illustrated as a
conceptual model. This is supported by Risjord (B0&ho states that theories and conceptual
models are related, and further noted by RiehlRog (1974: 26) who asserts tlmtmodel is a

schematic depiction of a theory”.
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6.2. GOALS OF THE COP THEORY

This CoP theory aims to provide a framework to gusshd explain the process of establishing
CoPs within nursing and midwifery disciplines irsoerce constrained settings. This theory has

multiple goals, which include:

(i) To provide a framework that can be used to dogirofessional development and guide

practitioners with an interest in evidence infornpedctice;

(i) To provide guidelines that can be used in éstablishment of a supported network learning
space through critical reflective skills. The udecadtical reflective skills can be used as a

mechanisim to support nursing challenges in a fund dynamically changing practice context

(i) To explain a process that can be used byedd#fit disciplines in developing their specific

CoPs, and

(iv) To provide a tool that cab be useful in assgstnurse practitioners to generate context-
driven and practice specific knowledge to achiesgetice goals and functions in a dynamic and

knowledge driven context such as HIV/Aids.

6.3. THE CONCEPTS AND DEFINITIONS OF THE COP THEORY

Chinn and Kramer (2008) explain that identifyinglatefining theoretically relevant concepts of
the theory form the basic fabric and structure dheory; and that identifying the relevant
concepts provides dimension and structure to therth These authors note that the words or
concepts in a theory can be utilized in a relayiadsociative definition or in a relatively specifi

definition. A relatively specific way of definingetms means that the concrete or specific
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meaning of the term is used. The authors noteithgenerating micro-theories the relatively
specific way of defining concepts are appropriateelatively associative way of defining terms
allows for the abstract meaning of the conceptaabed, and explained by Chinn and Kramer
(2008), is a most useful way of defining concepisd middle range theory. In this theory, the
concepts were defined in a relatively associatiammer, so as to bring an understanding of how

CoPs of HIV/Aids nurse practitioners are concepzedl in this study.

The core concept in this middle range theory is @omities of Practice (CoP) for HIV/Aids
nurse practitioners. Directly linked to the corencept are major concepts which included;
(i) Context; (i) Group Formation; (iii) CoP Esta&iiment Process; (iv) Fully Functional CoP;
(v)Outcomes; (vi) Sustainability and Continuitynked to these major concepts are subconcepts

which will be discussed indepth under each concepe. Figure 7.
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6.3.1 Conceptualization of the core concept

In this study, the core concept, Communities ot#ea (CoP) for HIV/Aids nurse practitioners,
is viewed as taking place within a set context engdrocess and product driven. The process
depicting both the formation of a CoP and depigitthe development of HIV/Aids nurse
practitioners in decoming critical reflective prgioners. The product aspect refers to the end
result of the social interaction and process ofstmeting and reconstructing HIV/Aids related
nursing practice. The CoPs for HIV/Aids nurse ptexters in the context of this model, is
defined in terms of what is viewed as a fully fuocal CoP, and is made formed of the
following subconcepts; (i) organic practice envimants; (i) space that promotes flexibility;
(i) providing learning on demand; (iv) a commonondain; (v) incorporating diversity; (vi) a
support network; (vii) promoting self determinismdaself reliance; (viii) a purpose driven
network; and (ix) a shared practice repository. SEhare subconcepts under the major concept

fully functional CoP, as reflected in Figure 7.

The CoP is an organic practice environmentln this theory, the CoP is defined as an organic
practice network that occurs naturally with thedgunce of the facilitator and is directed by the
goals and common area of interest(s) of the groembers. The face to face contact and regular
meetings of the group create a climate where mesnget to know each other and, through
sustained interaction, participants share ideastla@dlirection of the group’s activities occurs
naturally.. The conversational mode of reflectiviscdurse, which characterizes the group
discussions, also creates a conducive climatesBueis or topics related to the common area of
interest to occur or be identified spontaneouslizisTallows for the practice and learning
activities of the CoP to stay current and relevarthe group members’ needs. In the context of

this study, the common area of interest was nunmsiagagement of HIV/Aids in the discipline of
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maternal and child health, and the open dialogdiesitical reflective discourses allowed key
learning issues related to the common area ofasteo occur naturally. Activities to resolve
practice learning issues related to the managewpfedtV/Aids organically shaped the groups’
focus, such as interdepartmental collaborationcivwl@merged as a need to address delays in
HIV/Aids clinical practice related to the turnaraltime for CD4 cell count specimens from the
institutional laboratory. CoPs stay current andhexmaturally in response to the practice and

learning needs of the group.

CoP as a space that promotes flexibility in learnig. Flexibility in this theory indicates that
there is no one rigid way of learning and doingh@si, but variations have to be accommodated
for a functional and productive group.This is califor the success or effectiveness of a group
that is formed of people from diverse backgrounas with diverse preferences. The groups in
this study displayed flexibility in terms of theaise of language during group interaction and
critical reflective discourse, their preferenceseafiecting either verbally or in writing, as some
members were not familiar with documenting thefle@ions on paper. In this study, flexibility
of language was characterized by code switchingetwivas characterised by the use of both
English or isiZulu, which fosters a deeper and mopen form of sharing and engagement
through familiarity among the members of the CoRemms of the shared nuances and hidden
meaning of shared experiences embedded within &geguFlexibility with regards to the
language and mode of reflection also fosters ovimersf the learning process and activities

within the CoP.

A CoP is a space for learning on demandin this theory, learning on demand is seen as an

extension of the continual process of learning.rhieg on demand occurs when the individual
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members identify learning gaps in knowledge andlsskelated to the common interest area of
the CoP; which is identified through self assesdnieggered by reflection in and on action.
Learning on demand is about addressing specifimileg needs at a specific time in practice,
thus it is a mechanism that equips the individuambers with relevant and appropriate
knowledge and skills related to authentic real lgarning needs related to the common interest

of the CoP.

In the context of this study, the common inter@stavas HIV/Aids nursing management in the
discipline of maternal and child health. The CoRaispace that fosters learning on demand
through the exchange of authentic real life practipecific knowledge and skills and, engaging
with the shared practice repository of evidencenmied tools, reflective experiences and clinical
stories, individual members are able to co-constmeaning that is relevant to their learning and
practice needs. Thus, learning on demand in tleisrthis about tailored learning and the shared
repository of practice based information which sedi on a needs basis to suit the learning needs
of the individual members. In the context of thtady, learning on demand was facilitated
through the shared reflective discourse in the Cefere learning needs were resolved and
tailored to the practice of HIV/Aids nursing managst. Shared learning material such as
information booklets on ARVs or related HIV/Aidgios and shared reflective experiences were
applied to the specific needs of the individual mers. The CoP communal learning space is
thus used as a knowledge base and a point of nefert® assist the specific learning needs of
individual members at any given point in their ggsg of professional and personal development

in terms of HIV/Aids nursing management.
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A CoP is tied by a common domainA CoP is conceptualized as a common domain, wlsch i
characterized by the commonly shared issue(s) aratbrggoup members that tie and unify the
group as one. In this theory, the common domaneleted to the practice issues which identify
the group and in the context of this study, therathahallenges of HIV/Aids nursing care in a
dynamic public health context was viewed as the mom domain. This common domain is

related to the shared purpose and vision of thegrehich is discussed in sections below.

A Cop as a space that incorporates diversityAlthough a CoP is commonly characterized by a
homogenous group, there is room for diversity wittiie group. This was evident in this study
where a CoP was formed of a homogenous group éégsimnal nurses which were hetrogenous
in terms of their training and qualifications. lrou8h Africa,there are three categories of
registered nurses. One category is a two year fopaion after completing a bridging
programme, but there is no midwifery qualificatieamd nurses have to take an additional year in
midwifery. The second category are those that fyuab registered nurses and midwives after
completing four years of training, and the thirdtegmry are nurses who have additional
gualifications at post graduate level, such as ack@ midwifery. The professional nurses
serving in the maternal and child health units wiewe members of the CoPs in this study were
drawn from all three categories. This diversity tire educational background and training
enhanced the learning process as some nurse ioraets were more skilled with progressive
education methodologies, such as self directechilegiror computer literacy, and this supported
other members of the CoPs in terms of discoversnleg and self-directed learning aligned to

the experiential nature of critical reflection.
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A CoP as a support network:In this theory, the CoP is seen as a non-judgmerasiork
where honest uninhibited interaction occurs amdreg riurse practitioners. This environment
allows for group members to discuss practice isthuiesmay have been incorrectly performed or
may have yielded poor clinical outcomes. The suppistructure of the CoP is a space where
some members, guided by the shared practice reppsiind reflective practice for future
management, may advise others on how certain alimsues could be handled better,. In the
context of this study, the supportive space ofGb® fostered new experimental learning of new
ways of nursing practice in the context of HIV/Aiddew learning and techniques of nursing
practice were encouraged and the supportive sfattee dCoP also created a safe space where
previous stereotypes of emotionally charged issakded to HIV/Aids nursing could be freely
expressed. Members openly shared their own expaseof being HIV positive or having family
members living with HIV/Aids and openly discusséidmatizing behaviour which is directed at
people living with HIV/Aids, using the learning mgces of the CoP to better inform future

practice.

CoP is a space that promotes self determinism anelé reliance: The CoP in this theory is
seen as a tool which promotes self-determinismsatidreliance to individual members of the
group. The shared discourses and active socialgengant of learning from all members
networking collaboratively contribute to self-detenism and self-reliance and empower the
members of the group with skills to seek, acquind ase information. In the context of this
study, the nurse practitioners who participatethenCoPs became more skilled in using practice
based information, such as the latest and curréWAitls related policies on maternal and child

health, and became more capable in informing p&tien treatment and care strategies. The
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CoPs, thus, equipped the nurse practitioners vatifidence to take ownership of their role as

care providers in the sometimes fragmented comtiebdt\V//Aids nursing.

The CoP is a purpose driven network:n this theory, the CoP is viewed as a purposeedriv
network because group members come together vatimanon goal and vision to achieve a new
way of nursing in the context of HIV/Aids. This 8es as a binding agreement among the group
members. This common purpose sets boundaries anelssas a mechanism and a strategy to
direct the group activities which is aligned to tttanmon purpose of the group. In the context of
this study, the common purpose was to develop Hid8Aurse practitioners as critical reflective
practitioners to improve HIV/Aids nursing practicatcomes. The common purpose of the CoP,
which drives the purpose of the group, is embedddtn active participation and engagement

in activities to achieve the vision and common goal

A shared practice repository: A fully functional CoP is characterised lay shared practice
repository. In this theory, a shared practice rgposrefers to material which is shared in the
form of reflective experiences, shared clinicalrist® and practice related information, which
may include practice related literature such asrmftion brochures, research related readings
and policy guidelines of nursing practice protoctiormation and good practice outcomes that
may be yielded through trial and error and throegperiential learning also form part of the
shared practice repository. Practice related in&dion is brought into the CoP through shared
reflective discourse and active engagement in kadgé generation and is co-created through
the process of learning in the shared learningespathe CoP. In the context of this study, the
shared practice repository was in the form of auese file. This was a collection of relevant

and mutually agreed on HIV/Aids related informatievhich included informational pamphlets
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on the various ARV treatments, a collection of vatlg policy documents and nursing practice
protocols, and HIV/Aids related literature and riegd. The shared practice repository was also
the inherent information stored in the membershef group. This was accessed through peer
engagement and reflective dialogues which charnaetérthe learning process in the CoP.
Engaging with the shared practice repository festergoing evidence informed practice and
also sustains the engagement of the group memmbeéesnms of knowledge generation activities.
This form of shared practice repository, especiatiyterms of the hard copies of learning
material and resources is critical in under-resedirgettings where people have limited access to

resources including electronic resources.

In summary, a shared common domain and strivingatdssa common purpose, which in this
study was improving HIV/Aids nursing managementthe discipline of maternal and child
health, focused the groups’ activities and learnargl the strategy of critical reflection was used
as a mechanism to achieve the purpose of the CoBofA for HIV/Aids nurse practitioners,
therefore, is characterized as a space and a nisphdmat promotes the process and product
orientation of shared learning. The CoP is con@med as a flexible and organic practice
environment which promotes learning on demand tjmomutual engagement in a support
network. Diversity in the qualifications of the ser practitioners enhances the learning
experiences through mutual support and the shaingarious skills related to the common
purpose of the CoP. Learning in the shared commapwde of the CoP leads to the creation of a
shared practice repository and fosters ongoinghiegrand evidence informed practice among
the nurse practitioners. The CoP is also a spadehwpromotes self determinism and self

reliance among the nurse practitioners to utillee generated knowledge meaningfully into the
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nursing practice and better equips and empowerstinges to take ownership of HIV/Aids

nursing management.

6.3.2 Conceptualization of the major concepts relat to CoPs for HIV/Aids nurse

practitioners

In this section the major concepts and their relatdconcepts will be discussed.

6.3.2.1 Context According to this theory and the depicted modkisirated in Figure 7,
establishing a CoP is influenced by what is takptece within the practitioner’'s context. For
example, this study included a complex profile afignts suffering from HIV/Aids who were
consumer driven in the sense that they came taubhse practitioners with preconceived ideas of
the nature of treatment they required because hieailth seeking behaviour had been influenced
by the media. Furthermore, the changing naturehef rtursing practice in the context of
HIV/Aids as a result of the numerous changes tacpdrameworks and guidelines used to
manage HIV/Aids placed an added pressure on thsenpractitioners. In this study, nurse
practitioners faced challenges such as being instely prepared for the changing role due to
outdated and inadequate training; lack of supporhfthe institutional management to cope with
the demands of working in the dynamic context o¥#Aids; feeling disempowered to cope with
a more informed society in terms of the patientfi@pand experiencing a loss of professional
identity in light of the emotional and workplacestiess associated with nursing in the context of

HIV/Aids.

6.3.2.2 Group Formation Group formation emerged as one of the major qatscevith four
sub-concepts. According to this CoP theory, thet fphase in establishing a CoP is group

formation and this is characterized by: (i) condfian of a group identity; (ii) reaching
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consensus on a shared vision; (iii) tailoring tbgidtics; and (iv) identifying a position and a

strategy.

Construction of a group identityAccording to this theory, a common group identgyfarmed

at the beginning of the process of establishingpR.O'his is an important step as it may be the
first time when the collective group comes togetlisstablishing a group identity is what unifies
the group and becomes the central thread of the IEa@Bn also be regarded as the step which
identifies the commonality or the like-mindednessoag the group members and it assists in
delineating the scope or the boundaries of themrdne steps in establishing a group identity

involve:

a) Constructing a group identity begins by bringthg group together. This can be done by
having an informal meeting where all members wisinailar interest can come together. It can
also occur naturally, where members who are famWidh each other recognize the similar
challenges or practice issues that are common artih@my and thus decide to form a group on
their own. In the context of this study, the graugs deliberately brought together in the form of
a focus group discussion.The use of an externdit&or,;in this case the researcher; steered the
initial group activities such that the nurse pramtiers realized their shared interests and

common challenges which fed into the group identity

b) After the group is brought together, the airntoiglicit the main purpose that unifies the group.
In this study, through shared discussions of eepess, challenges and nursing practices related
to HIV/Aids, a number of ideas emerged as importasties, such as having more HIV/Aids

information or training sessions, finding mechargsto support the nurses in terms of the
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emotional burden of working in the context of HI\/@& and dealing with the complex and

dynamic nature of the policy documents and nurpwoigies.

c) After establishing the common interest areas giftoup works through delineating their scope
and establishing a boundary in terms of the grawpits activities. This may entail looking at
the issues which were identified through the shalisdussion around the common purpose of
the group and assessing which are the most meahsyd important for all members, which are
most aligned to the institution’s vision or whichncbest benefit the institution. This step can
also be regarded as establishing the focus of thapg In this study, the group members
identified that it was important to address thespupractitioners’ outdated knowledge and
inadequate training as it was noted that this éadeome of the other challenges experienced by

the nurses, such as feeling disempowered to délalthe complex patient profile.

Reaching consensus on a shared visidror the sustainability of the CoP, consensus on the
vision of the group is vital. In this theory, reawp consensus is an interplay of mutual
collaboration and power of all members. It is intpat that every member’s voice is factored
into the vision of the CoP and that each membenvuslved in the decision making process
towards the shared vision so that issues of poneéidaminance are not nurtured in the sustained
interaction of the group. Further to this, it ispaontant that each member is involved in
determining the vision so that it appeals to eveeyand continues to attract them to the group so
that they can grow and develop. In this study,rdsearcher, who served as the facilitator of the
process, created a space where each member afihe lgad an opportunity to voice an opinion

or comment on how they believed the common purposdéd be refined into the vision of the

group.
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Embedded in the process of establishing the shasexh, the facilitator has to steer the group in
visualizing the long term effectiveness of theiaigd vision and to factor in various strategies
that may be used to achieve the vision of the grbuthis study, it was mutually agreed that the
vision of the CoP would be aligned to the changmagure of policy documents and nursing
practice protocols which challenged the nurse pgiracérs and their outdated and inadequate
training. It was thus agreed that the vision of gneup was to work towards developing a new
way of nursing that would improve nursing practredated to HIV/Aids management in the
discipline of maternal and child health and whiaobuwd also assist in solving every day clinical
challenges in terms of HIV/Aids nursing. Thus, thsion of this CoP was to generate and

steward knowledge related to HIV/Aids nursing ie thscipline of maternal and child health.

Tailoring the logistics: Following the collaborative thread in terms of e#ithing a shared
vision, tailoring the logistics of the CoP shouldaabe a joint initiative among key stakeholders.
Involving the institutional management as well he group members in this early phase of
group formation is important as it creates a clanatt “join-in” into the idea and vision of the
group, and encourages institutional support, wiochtributes towards the sustainability of the
group. All the group members become involved imctiring the CoP in terms of the venue,
time and frequency of the group meetings. Thissltical or operational plan also creates a space
for other core issues to be interrogated, suchstabkshing group norms, group rules and
possible roles and responsibilities of the groupnimers. This is an important aspect as it creates
an opportunity for every member to be involved lanming the structure for the CoP and to take

ownership and responsibility of group activities.
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In this study, the logistical plan was jointly néigted with the nursing service managers and the
group members. This created a sense of ownership@onging to a space that was no longer
simply an idea, but was becoming more tangibleenms of a dedicated space that could be
labeled as the HIV/Aids nurse practitioners’ spdéaither to this, each member of the group
contributed to the establishment of group norms rahes and a confidentiality pledge was one
of the mechanisms used to create a trustworthyespduich fostered confidentiality and open

participation. Rules were also agreed upon in teoimgroup facilitation, scribing and time-

keeping during the operational planning of the gis@activities.

Identifying a position and a strategyln this theory, identifying a position and strateg the
process of focusing the group’s activities towaadsieving their unified goal. After establishing
the shared vision of the group, a clear positioth stnategy aligned to this vision is identified. In
this study, the shared vision of the group was Kedge stewarding of HIV/Aids related
information and the position was to create a new wfanursing to improve nursing care and
management in terms of HIV/Aids. Critical refleciypractice was identified as the strategy or
the mechanism that would drive the common posiaod ultimately lend in achieving the
common goal of the group. In this study, it wasomeuzed that the process of facilitating critical
reflection among the nurse practitioners requireth@litator or outsider to guide the nurse
practitioners in capacity building in the procesdarilitating their transition from novices to
critically reflective practitioners. The researclasumed the role of facilitator and guided the
nurses in moving from a novice state to a transéatistate in critical reflective practice. The use
of critical reflective practice as a strategy cailec with the envisioned focus of the CoP of
stewarding HIV/Aids knowledge, and the rationaledboosing critical reflective practice as the

main strategy in this CoP was related to its gbitt empower the nurse practitioners in
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discovering a transformed way of nursing and alddress the nature of nursing in a resource
constrained setting such as South Africa, wheresscto information and training is not always
readily available, health care facilities are ustiffed and nurse practitioners have to cope with

the diverse and dynamic changes of HIV/Aids nursiaigp.

6.3.2.3. CoP establishment proceséccording to this theory, the process of estabtigha CoP

for HIV/Aids nurse practitioners commences aftex group of nurses have come together and
identified a unified and common vision and estdiads a focused strategy during the phase of
group formation. The process of establishing a SaRade up of four steps, namely (i) mapping
knowledge and skills; (ii) learning to apply theemdified strategy; (iii) fostering a collaborative
engaging climate; and (iv) knowledge generation.tHis theory knowledge generation was
hinged on four pillars namely (a) learning resosycd) teaching engagement; (c) cognitive
engagement; (d) social and emotive engagement.eTapgerged as sub-concepts under the
major concept of CoP establishment process. Altheke steps lead to the development of
context driven and specific knowledge which isizgitl to achieve the focus of the group,
namely achieving a new way of nursing and knowledggvarding in the area of HIV/Aids

nursing in maternal and child health.

Mapping knowledge and skillsin this theory, knowledge and skills are mappedgdsess the
knowledge base of all members in terms of the shapoepose. Once the group has been formed
and mutually identified their purpose, the factlilaguides the members of the group to assess
the knowledge and skills they possess in termshefidentified strategy of critical reflective
practice. This is a way of establishing the strbagif expertise among the members in terms of

critical reflective practice and HIV/Aids nursingnéwledge as well as identifying their
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knowledge gaps. It is also a way of fostering kremgle transfer and open sharing by
establishing the baseline of all members. Furtbehis, mapping knowledge needs also creates
an opportunity for expertise on certain knowledgd practice areas to be acknowledged, which
adds to the sustained morale of the group in teimssing existing skills and strengths of the
group to build on and develop into critical refiget practice. It is also a means of
acknowledging the diversity among the group memirernerms of their varied qualifications
and clinical experience, which contributes to tkarhing environment. Lastly, it assists in
creating a shared practice repository where exigkills, knowledge and learnt lessons from the
knowledge base. In this study, mapping the knowdedeeds and skills allowed the members to
identify what they would need to progress in thecpss of critical reflection. It was established
that none of the members of the group had previowmsvledge or experience with critical
reflective practice and so the starting point flbrod them was to learn how to reflect from an

elementary level as all the members were novicés this concept.

Learning to apply the identified strategyin this theory, applying the strategy of critical

reflection involves mentoring, where the facilitatguides the process of reflective practice
among the members of the group. Building on thetag knowledge base of the members, the
concept of reflective practice is unpacked and ¢haied meanings from the members are
deconstructed and reconstructed to create a st@idcnutually acceptable idea of the concept
of reflective practice. In this study, the nursaqtitioners initially related the concept reflectio

with activities such as “day-dreaming” and “medrtgt. By means of facilitated discussions, the
concept reflection was then rediscovered to meaokihg back on experiences”. Further to this,
learning to apply the strategy of critical reflectiin the context of this theory involves learning

to express self through the medium of reflectivecdurse and reflective writing. This is an

334



essential component in the process of developimglre of critical reflective practice and
fostering reflection on action in terms of the sirstd critical reflective practice among the
practitioners. In this study, guided by the faatiitr, participants were introduced to the art of
reflection, the use of role play in the group nmgti and paper based reflective exercises. The
practitioners were shown how to deliberately draant a clinical experience, reflect on it,

recognize what the experience might encompasseand from it for future action.

During this step of learning to apply identifiedasegy to practice, other learning needs or
knowledge gaps of the members might also be ureghrth this study, this period of learning to
be reflective practitioners illuminated the knowdedgap of reflective writing and it became
apparent that members were not accustomed to @rewt documenting experiences, especially
the affective aspects of such experiences. As fineyd writing a barrier, the practitioners were
encouraged to use the reflective discourse sessiots/erbally relate to an experience as the
core aim in the strategy was to elicit the exper@snfrom the participants to encourage reflective
and inquiry based thinking on these experiencéssier a new way of learning and nursing. It is
important that the role of the facilitator is ortly guide the learning process of using critical
reflective skills in practice. The facilitator sHduink the members’ experiences with clinical
practice to cultivate an inquiry driven way of tkimg that links the information learnt from the
shared space of the CoP to the clinical conteXId®Aids nursing. In this study, the facilitator
guided this process by using probing questions apulying progressive education principles.
The facilitator allowed participants to seek thesvaers to some of the questions relating to
learning gaps they had identified during theireefive practices, which fostered ownership and

the development of self-directed and discoverynieay.
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Fostering a collaborative engaging climateln this model, fostering a collaborative and
engaging climate is seen as a source of group enberand refers to activities which elicit open
and transparent sharing of ideas. Facilitatingabafative engagement is a necessary attribute
which creates the climate for knowledge exchangd, aso feeds into the sustainability of the
group. This is achieved as members create a cah@gvking relationship wherein issues of
power, dominance and dealing with conflicting issaee dealt with in a constructive manner. In
this theory, various activities can enhance theugralynamics and foster collaborative
engagement, such as members creating their owrdagen the group meetings, identifying
learning issues or HIV/Aids related topics for dission and rotating certain roles, such scribe,
time-keeper, and person(s) responsible for respgntdi learning issues. In this study, the use of
open reflective dialogue sessions created a comelwtimate for the process of learning to be
critically reflective practitioners and becoming maqoroficient in HIV/Aids nursing practice.
Collaborative engagement was also achieved byevofuhe diverse characteristics of the group
members as there was not only a variety of pradessiqualifications, but also a mix of senior
and junior nurses. Although this created difficedtiin the beginning in terms of fear of peer
judgment and the power dominance which is relatethé¢ hierarchy of nursing positions, this
was overcome by deliberately engaging the opinems learning material of both junior and
senior nurse practitioners, which increased thamnfidence and allowed every member to see the

value of shared learning through mutual collaborati

Knowledge generation:in this theory, knowledge generation was identifiesl one of the
concepts that are central to the process of estkabyj a CoP. In this theory, knowledge
generation occurs through situated learning, whnglans that the knowledge that is acquired is

specific to the particular discipline. In this syuthe situated learning occurred within a common
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space of the maternal and child health departmedhtsaared learning was applied in the same
context. In this theory, knowledge generation iarelterized through (i) deconstructing and

reconstructing text; (i) mutual sense making; éngdopen sharing of knowledge

Deconstructing and reconstructing tekhe process of knowledge generation involves engag
with various forms of information which may be imetform of reflective experiences or text,
such as literature related to HIV/Aids. Before tim$ormation is utilized it is unpacked to
establish its relevance and to understand it bettexlation the context where it will be applied,
that is, the information is engaged with to makemibre meaningful for the practitioners.
Through a process of shared discussion among attbees of the group, the information is
broken down (deconstructed) into meaningful pafsrther to this, deconstructing and
reconstructing the text also applies to the languafythe information documents. Practice
related information can sometimes be technicallittewr, and the jargon of the text is also
deconstructed collectively so that relevant infaiiora can be extrapolated from the text and
used meaningfully in practice. In the context aétetudy, the PMTCT guideline for 2010 was
considered a core document which underpinned th&Aids nursing management and due to
the various changes made to the policy was a soofraeonfusion and uncertainty for the
practitioners in terms of practice. The informatibiat was presented in a technical way in the
policy document was deconstructed and broken daotm manageable parts so that members
could reconstruct it in a way that was meaningfulthem. It also gave participants more

confidence in addressing such documents whichraat in their nursing practice.

Mutual sense-makingembedded within the process of deconstructingrandnstructing text is

collaborative engagement, as all members come hegéh peer supported learning to make
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sense and meaning of the shared information aresa$®w it can be applied to practice. In this
theory, mutual sense making not only fosters aabolative environment, but is also a
mechanism for knowledge generation. The “engaggiginent of mutual sense making in the
process of knowledge generation is also a fagugaftactor in demystifying the trust and power
dynamics among the group members. Mutual sensengakia process whereby members of the
group collectively factor new information into theexisting store of nursing knowledge to
discover a more effective, evidence informed waynofsing practice. In the context of this
study, though the shared learning practices ofecéfle discourse, personal reflection and
experiential learning new information was yieldeliethh was used to reconstruct a new meaning
to practice. The CoP space became a place whayamafion sources were debated through
active discussion and their relevance weighed th® nursing practice, which led to sense

making and the creation of new practices for fuaggon.

Open sharing of knowledgén this theory, open sharing of knowledge is #&ment which

contributes to knowledge generation and to creatirgulture of ongoing learning among the
nurse practitioners. Open sharing of knowledgdse a mechanism to boost the confidence of
the practitioners in terms of stepping out of th@ievious culture of working in isolation and
feeling disempowered in terms of practice relatedwedge and skills. The CoP creates a
communal learning space which encourages the aptweipation of all members. Having an
opportunity to present new information, experienee®l skills to other members fosters
sustained interest in continually participatinghie learning activities of the group as the value
of each members contribution is recognized as tring towards the common goal of the
CoP. In the context of this study, group norms ands of allowing each member to share an

experience, information or reflective story coniitdd towards the open sharing of information.
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Further to this, the role of the facilitator in atimg a climate where learning needs are self-
directed and explored by the individual membere alsntributes in terms of open sharing of
learnt information and increases the confidencéhefpractitioner in taking ownership of her

nursing practice. In this theory, open sharing abwledge also lends to the exchange of
methods that can be used to generate knowledgediVbese characteristics of the members of
the group means that different ways of seekingusidg information are shared in conjunction
with the sharing of the actual information in terofslearning resources brought to the group
meeting. This interaction is useful as it promarsxchange of learning skills among the group
members, whereby members who are familiar with vatiwe learning skills or methods openly

shares them in the learning environment of the GoRhis study, skills such as information

retrieval from the internet or from local resoursegh as the institutional library were openly
shared when members presented their disciplinefspedormation for group discussion or in

response to learning issues from previous groupting=e This led to an awareness of such
methods of knowledge acquisition among all membksnd thus facilitated the process of

creating a culture of learning within the CoP oWHAids nurses.

Pillars of knowledge generation: In this theory, the process of knowledge genemai®

embedded upon five pillars which hold the proceggther and contribute towards facilitating
effective and meaningful knowledge generation aftest and discipline specific knowledge.
These pillars include: (i) the external facilitgtdr) the learning resources; (iii) teaching

engagement; (iv) cognitive engagement; and (v)ad@rid emotive engagement.

The external facilitatoin this theory, the external facilitator is a @#i component in

facilitating knowledge generation.This person, vidoften external to the members of the CoP,
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in terms of work, profession and membership; sea®sa resource-person and a guide. The
external facilitator is critical in garnering theember’s abilities to seek and utilize appropriate
learning resources; appropriate to their knowledgeds and gaps. Furthermore; the role of the
external facilitator is invaluable in terms of &sig members of the CoP to learn the skill of
using reflective information and translating refiee discourse into meaningful learning
episodes. The external facilitator is also resgamador assisting members of the CoP to seek and
store information and such contribute towards th&tasbility of a knowledge generation and

sharing network of the CoP.

In this study, the external facilitator who was tkeearcher; facilitated knowledge generation by
steering the HIV/Aids nurse practitioners in utilig appropriate learning resources such as
HIV/Aids policies and protocols; into into informan that informes practice. Furthermore, the
external facilitator was instrumental in coachihg HIV/Aids nurse practitioners into moving

from surface to deep learning by using reflectine axperiential episodes of clinical practice

into knowledge that can be used to inform and im@naractice.

Learning resourcestn this theory, knowledge generation is hinged oceas to teaching and
learning resources. This is regarded as an impoiaant since effective and diverse knowledge
generation is linked with the use of blended meshaidearning and the use of various resources
which may be accessed from different sources. iEhiegarded necessary as the challenge of
working in a changing health care context requipesctitioners to be relevant with their
knowledge, which may include cognitive knowleddells and attitudes of the practitioners. The
use of varied learning resources equips the pi@ogit with making sense of a phenomenon from

multiple perspectives. Facilitating the use of @driearning resources creates an opportunity for

340



members of the group to access new ways of leamaimgh they may not have been previously

accustomed to.

In this study, the nurse practitioners adopted\a oelture of using learning resources such as
computers and libraries. Although they had alwaad access to these resources they had never
used them due to lack of confidence in using therterpreting the information and being
unaccustomed to an inquiry focused way of nursifigough the process of sharing expertise,
nurse practitioners developed a new culture of btenreflective experiential learning with the
use of knowledge accessed from various resourcels as policy documents and research
articles. Knowledge was also accessed by consubixpuerts in the clinical field, such as
consulting a pharmacist on the side effects ofagerARVs. All of this contributed towards
ongoing knowledge generation which is current, vahe and promotes evidence informed

practice.

Teaching engagemenin this theory, teaching engagement is characirmethe facilitator’s
role in allowing the members of the group to retuland to take ownership of their own
learning. The facilitator, through problem posingdadirecting the members towards learning
issues, guides them to learn skills and ways ofiloiy resources. This teaching presence
assists members of the group to access their oharent knowledge stores or transform tacit
knowledge into knowledge that can be used in practr discover new knowledge which may
be generated from experiences, reflections and fpeer assisted learning in order to solve
context specific problems. Teaching engagemenhistheory also refers to teaching episodes
that may be necessary to jumpstart the learninggss of a certain skill or new learning

methodology. In this study, teaching episodes wesed to create uniformity in understanding
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the concept of reflection, which was necessaryhso the skill of critical reflection could be
demonstrated through reflecting in and on theirsimgy practice so that meaningful learning

experiences could be generated through reflectiaetipe.

Cognitive engagemenin this theory, cognitive engagement refers to ghecess in which the
members of the group perceive or encode new infoomahat may come from various forms
(e.g. experiences, physical resources, such asndous, or new skills that are being
demonstrated or observed in the clinical spaceis ifiormation is then processed through the
activity of sense-making, which can be done indieaitlyy through critical reflective practice or in
the supported learning space of the CoP, and s dpplied to appropriate nursing action that
may change or transform HIV/Aids related nursingecaActivities related to cognitive
engagement can include members’ investments tdetiraing process and the effort they put
into the preparation for the group meetings in seohbringing in new resources to contribute to
peer supported learning and to the shared practgesitory. It can also be characterized by
members’ levels of engagement with the learninggstaglated to the common purpose and
strategy of the CoP. In this study, cognitive emgagnt was characterized by the nurse
practitioners’ desire to learn and discover mor@uabHIV/Aids nursing topics and was
demonstrated by their enthusiasm in seeking oavaait information to contribute to the shared
learning resources, such as the resource filea#t also characterized by the nurse practitioners’
level of engagement with critical reflection asteategy to transform nursing practice. It was
noted in this study that participants made usegi brder cognitive thinking, such as the use of
clinical reasoning and critical thinking, to impethe health outcomes of patients by changing
the course of their treatment. Cognitive engagenretttis study was also demonstrated by the

nurse practitioners transferring their new founewledge to other nurses through the use of
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mentorship, where those participating in the CoRsewable to mentor other nurses in their

clinical settings (i.e. their clinical wards or ts)i

Social and emotive engagemelmt:this theory, social and emotive engagementsraeerelated
and contribute to the “know how to be” aspect obwiedge generation. This is defined as the
attitudes participants have in relation to learpithgg phenomenon and the social interaction of
open learning that are necessary to support catisteuand meaningful knowledge generation.
Social and emotive engagement, therefore, referseaoh member’s intrinsic drive and
motivation towards the CoP and its shared purptisalso refers to the level of trust and

commitment that exists among the members to dngeagenda of the CoP.

In this study, trust and commitment were demonstiaby the nature of experiences that
participants shared and their confidence in tngogething that was new to them. Participating
openly in the reflective process, they exposedrttigie selves” by being honest about their
feelings regarding the stigma and prejudice att@¢bdHIV/Aids or their personal experiences of

being affected by HIV/Aids, all of which contribute¢owards the sense of belonging in the
group. Thus, knowledge generation was nurturedutfitroopen channels of communication

without the fear of judgment. It was also demorstiaby the attitude changes that occurred
through the process of critical reflection, wheramew paradigm or world view related to

HIV/Aids care was constructed through the intemcind social engagement in the CoP. This
also contributed towards knowledge generation mhawed perspective contributed in creating

new ways of patient care and nursing practicerimseof HIV/Aids nursing.

Context specific knowledgeThrough the process of knowledge generation, ecantind

discipline specific knowledge is created. In tliedry, the context specific knowledge is created
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through the shared and open climate of learningnpted through the process of knowledge
generation. It is within this context that learningthe CoP is said to be “situated” learning in a
shared network. In the context of this theory, @ngg with reflective practice fosters inquiry
based practice, which motivates the nurse pracét®to adopt a new approach to nursing. In
this study, the situated context was HIV/Aids nmgsmanagement in the discipline of maternal
and child health. Information that can be meanitgfapplied to practice to improve nursing
outcomes and to further the agenda and visioneofOP is created. In this study, various forms
of context specific knowledge were created, suchinésr-collaborative engagement, best
practice guides and information sheets, that wesed uto increase an awareness of better

evidence informed ways of nursing.

Knowledge utilization.In this theory, knowledge utilization refers toetlprocess of how

knowledge generated through the process of shaaadihg in the CoP facilitated by critical

reflective practice is used in the nursing contextllV/Aids and the discipline of maternal and
child health. It can refer to individual membergdizing the generated knowledge in their own
practice, as was demonstrated in this study wharalividual nurses, who had developed a
deeper awareness of informed practices, made uskffefent approaches to nursing care to
yield different outcomes, such as including aspetthe PMTCT policy in the health education
given to patients so as to encourage a more infbrméant feeding choice. Knowledge

utilization can also be demonstrated in the charaétides of the nurse practitioners which
resulted in changes in their nursing practice.hiis study, changes in the nurse practitioners’
attitudes towards people living with HIV/Aids led mew ways of nursing that were refocused to
provide holistic care to the patients. In this ttyeknowledge utilization can also refer to the

way in which institutional changes are initiatedotigh the renewed way of nursing cultivated
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among the nurse practitioners. In this study, thiss demonstrated through the inter-
collaborative engagement which led to changes mctme, such as addressing delays in

turnaround time for blood specimens.

Foundational attributes of establishing a CoRastly, in this theory, the process of establishing
a CoP for HIV/Aids nurse practitioners is undergdnby eight facilitative elements. These
include: (i) leadership; (ii) co-learning; (iii) ared power; (iv) respect; (v) desire to change; (vi

safe and common learning space; (vii) fluidity o€isl space; and (viii) dynamism

Leadership In this theory, leadership refers to the rolehd facilitator. It is assumed that the
creation of a CoP among nurse practitioners reguhre deliberate socialization of like-minded
nurses who share a common interest. This may retfuer facilitation of an outsider who is able
to direct the group in taking ownership of the f@ag process and help them recognize that
everyday problems can be solved and new ways dftipeacan be generated through the
formation of a CoP. The facilitator’s role also@xds to maintaining group dynamics that foster
a collaborative engaging climate. This is espegiatiportant in the group formation stage where
power issues might interfere with group participatibby all members. The facilitator is thus
responsible for creating an encompassing envirohmbare the views, ideas and experiences of
all members are voiced so that commitment and gomingsion are fostered. The facilitator is
also seen as a steward of leadership and shoutdgbeca core group of experts from the group
of practitioners to form organically which will eme the growth and sustainability of the CoP.
The facilitator is thus responsible for encouragsetf-development so that group members will
not depend on the facilitator to lead and direet ghoup sessions. In this study, the researcher,

who initially assumed the role of facilitator, p&y a role in directing and guiding the nurse
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practitioners in the process of critical reflectiomhe researcher challenged the nurse
practitioners cognitive engagement to foster theuoel of reflective practice by problem posing
in order for them to seek out solutions to soméhefgaps in knowledge or learning needs they
had identified. The facilitator also encouraged arenautonomous relationship among all
members of the group by allowing the group membeidecide on who would take the rotating
roles of time keeper and scribe. This not onlydoed the members’ development in managing
group dynamics, which was necessary for the sustdity of the CoP, but created a climate

where natural leaders would emerge from the grduquises.

Co-learning In this theory, co-learning refers to learning &l and is an important attribute
which links collaborative engagement and the coeabf a shared culture of learning. Co-
learning is fostered through the active participatf all members and occurs through deliberate
socialization and involvement of members of theugran activities that may take them out of
their comfort zone. This is an important strategyuse in a context where members have
differing qualifications and professional ranks thms theory, co-learningromotes a deeper and
more committed level of engagement whereby memdetise group regulate the climate of the
learning experience through bringing innovative aaded learning experiences into the mutual
space of the CoP. This engagement is a self reégglabechanism which keeps the group
interested and motivated to learn within the CoB among peers in the group. Although co-
learning in the social space and among peers asosbme negative aspects, these can be
avoided through shared responsibilities and patbities. In this study, members of the group
who worked in the same unit or who were of the s@médessional rank tended to aggregate
together during the formation period of the CoPisThad a negative impact on co-learning and

knowledge generation as the mixing and sharingstvainich are cardinal to the success of a CoP

346



were not occurring. This was overcome through peerpaired learning process engagement in
which pairs from different wards or positions waikkegether on learning tasks, which promoted

co-learning and teamwork.

Shared Powerlnter-related to the issue of co-learning, shao@der refers to fostering a state of
equilibrium within the group dynamics where strggagsonalities are contained from dominating
the activities of the group, but where free spitigetion is welcomed so that the opinions, ideas
and expressions of all members are representeldeirgiioup. In this study, the use of group
norms and rules that were established during thedton of the group were reiterated at each
meeting. Furthermore, certain group customs oalstwhich nurture inclusiveness became part
of the routine and group sessions were not closéitiavery person’s voice was heard through a
shared piece, which could be a thought, expressixperience, reflective iteration or knowledge
exchange. Power sharing is also promoted througtedhtasks, such as every member having a
chance to chair the CoP meeting or to take on asgansibility of the group. Such strategies
encourage shared power, especially among a gropgaofitioners who may not have previously

worked with each other.

Respect In this theory of a CoP for HIV nurse practitioperespect is regarded as an essential
attribute in creating an open and nurturing medtongultivate new ways of being and nursing
through critical reflective practice. Respect is #ubtle undertone which relates to co-learning
and is a driver for promoting a collaborative erigggclimate that is marked by active
participation in knowledge generation and utiliaatithrough the shared strategy (which in the
case of this study was critical reflection). A ting climate, hinged on respect by all members of

the CoP, is the cornerstone for knowledge generadiod knowledge utilization. In such an
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environment, participants feel comfortable in ogesharing of all types of experiences,
especially those that may have not gone well ansl thus important for such sharing so that
mistakes, incorrect practices or more effective svay nursing can be established. Respect
creates a climate where support and advice carrdvendirom the peer support network of the

practitioners and also enables experimental legragthere is no fear of peer judgment.

Desire to changeThe common purpose/goal of the grouguslled by the group’s motivation

attain the desired goal. In this study, the maial geas to transform the way of nursing and to
create a space where new knowledge could be gedeeatd used to solve problems and
challenges related to HIV/Aids nursing. Steering #uccess of this vision is the members’
desire, either personally or collectively, to brisgme aspect of change to the phenomenon and
the context within which it occurs. Establishingdasustaining the drive and desire to change
motivates participants in terms of achieving thanemon goal and thus keep the members
engaged in the process of knowledge generationrttsavdne agreed goals. In this study, the
driver or the reason related to the reason for ghamried and this was due to the organic nature
of the CoPs. It is thus also important that throtegtilitation and group sharing that the reasons
which keep individuals driven at different stageshe life-cycle of the group are noted or made
explicit. This is important so that individual dimg forces or reasons are built into the group
purpose or focus so that motivation is sustainettha individual is still considered part of the
group in terms of her evolving needs and drivelss Tvas demonstrated in this study during the
transformed state of critical reflection in the Cbfe-cycle. As participants transformed in
consciousness and behaviour in critical reflecpvactice, the focus of the CoP shifted from
initially being focused on knowledge acquisitiogaeding HIV/Aids knowledge and skills, and

development in critical reflective practice; to mgifocused on creating change through
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knowledge stewarding and promoting best practigatives This need naturally evolved into a
need and desire for diffusing evidence informedifca to the wider institutional community so
as to effect change. It is thus important to recogthese changes as the driver of the “desire to
change” so that it can be nurtured and refined anfocused goal that is achievable and that

activities can be aligned towards attaining thd.goa

Safe and common learning spadetertwined with the aspects of respect and cmieg, the

communal learning space should be a safe and conspewe. In this theory, safe refers to the
undertones of trust, respect, confidentially, resaility and honesty which should be promoted
in the nature of sharing and in the group dynamitss is considered important as it allows new
learning to occur at personal and professionallsewgthout any inhibitions. This is necessary
for greater alignment towards learning new skilisl @ompetencies which can be experimented
with and demonstrated among peers in the safe @magnt of the CoP. Further to this, a
common space in this theory refers to the familjfawhich is promoted through sharing of
experiences, problems, insight and information tisatied by a common thread that is the
discipline of HIV/Aids in terms of maternal and lkchhealth issues, as was the case in this study.
By virtue of the fact that nurse practitioners camgether with a common agenda or focus, there
is an element of familiarity and while other chaesistics of the individual members may lend
to the diversity of the group, the underlying fomighe group ties the members together. Over
time, through shared experiences and working tosvardnified goal, diversity and differences
in perspectives, education, experiences, to nafe®,ablend into the innovative tapestry of ideas
and sharing which can optimally occur and lendh® organic and innovative flavour of the

group. It is thus important to nurture diversitg, iabuilds onto the common drive of the group
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and to maintain it, as it acts as a mechanism @fgnting the group and its learning activities

from stagnating, especially after the initial coompurpose has been achieved.

Fluidity of social spaceln this theory, fluidity of social space is alignxthe organic trait of a

CoP, and is inter-related to the characteristia @oP promoting learning on demand. Fluidity
refers to the migration of some members of the grouterms of engagement in the learning
process and the individual needs. Some membersateitgpwards being part of the core expert
group, as was demonstrated in this study, whengbageoup from within the urban group of
HIV/Aids nurse practitioners naturally evolved irttee leaders of the group in terms of arranging
and steering the facilitation of the group meetiagd activities and in terms of being identified
as experts from peers and serving as the core gibinde some members transitioned into
leaders and began steering the CoP to ensuresitsirsability and longevity, others remained at
the periphery as their aim was to acquire knowledgés is the natural progression of CoPs, and
this space must nurture the fluid boundaries ofgfoeip where new comers may join and others
leave, and others leave and come back when thareeed for learning on demand. To maintain
an effective and sustainable foundation of a Co&et must be fluid boundaries which allow the
group to grow and be tailored to the needs of thE.n this study, a fluid context was noted as
new members joined the group and the older mendtarsed to assume the role of facilitator in
mentoring the newcomers to the inquiry focused whwpursing through critical reflection. In
this study, a core expert group formed in one & two CoPs. This core group promoted
sustainability in terms of continuing with the kfecle of the CoP, while newer members and
some older members remained at the periphery @daptand out to suit their learning needs.
Even although the rural CoP did not form a coreaugrdheir group was sustained in terms of the

group focus evolving and, through the skills anel shpport of the existing group, the CoP is still
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fluid through the re-establishment of new ideas @@ purpose that keeps the group motivated

to continue.

Dynamism In this theory, dynamism is related to the chaggiantext. This context may refer to
the boundaries of the group, it may refer to thanges in the membership of the group and it
may refer to the changes in the drivers of the GoRhis theory, dynamism recognizes that the
needs and aims of the institution may feed intoptingose of the CoP, especially in cases where
the focus of the CoP is to generate new ideas deggahe institutional knowledge system. In
such a CoP, dynamism and diversity among the mesmbkthe group, in terms of ideas,
perspective, backgrounds lends to the varied coateX drivers of the CoP. This is an important
attribute to have in a CoP, as elements of dynanaischdiversity create a climate where new
assumptions will always evolve and new skills aedrhing take place through the blend of
diverse ideas, worldviews, experience and praatm®ing together towards a common goal.
This sustains the group and keeps it evolving antvigg as opposed to remaining at the same
level and becoming stagnant. It is also importanbéar in mind issues of power and conflict
when fostering dynamism. In this study, issues @igr stemmed from the hierarchy of nurse
practitioners who formed the group. Not being atmued to working across the hierarchy of

the nursing ranks of senior and junior professionakes,

6.3.2.4. Outcomes of the CoP:

In this theory, the outcomes are related to thegs® of establishing a CoP of HIV/Aids nurse
practitioners and the products which manifest assalt of the established or fully functional
CoP. The outcomes in this theory can refer to aatieh, a learnt skill or to a change in

perception or attitude demonstrated or noted byritieidual members of the CoP or the CoP as
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a collective. In this study, the outcomes which egyed for the CoP as a collective included the
group being actively involved in knowledge stewardswhich was defined in this theory as the
role of the CoP being responsible for the manageémieaurrent and relevant HIV/Aids related
nursing knowledge. This was demonstrated by theeaoble the CoP took as a collective unit to
effect institutional change. This was demonstratedhe transformed perspectives, renewed
accountability and renewed value for knowledge ldiggd by participants. It was also
demonstrated in the form of in-service workshopoinated by members of the CoP to pass
on current and relevant information to transforra ghactice of other nurses who were not part
of the CoP. Another outcome evident in this studgswthe CoP becoming a best practice
community. In relation to knowledge acquisitione tinansformation of the CoP was evident in a
new focus and position of being a best practice mamty. The CoP was recognized as a
practice repository of current information and agel where members could coalesce to generate
practice information that would be best applicabl¢he nursing context and assist in improving
nursing outcomes. An example of this is demondrdtg the urban group creating a quick
resource guide with the relevant information exttaped from the latest PMTCT guideline to
assist nurses to improve practice through curnedtesidence informed knowledge.

Apart from the collective outcomes noted in thesfarmed attributes of the CoP, the process of
engaging in a CoP from the formation of the groum anoving through the stages of
development in critical reflective skills also fest individual outcomes. In this study outcomes
of an established CoP were made up of the follovsungrconcepts: (i) individual performance;

(i) an integrated approach to client managemend;(ai) renewed professional values.
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Improved performancdn this theory, improved performance refers toraprovement in skills

and competencies in nursing practice related talit@pline of HIV/Aids that are demonstrated
by the nurse practitioners. Improved performancaelmarelated to the activities of learning and
engagement that create improvement in the cognitereotive and behavioral aspects of
learning. This improved performance in these areaslated to the engagement in knowledge
generation which occurs in the communal learniraggemf the CoP. In the context of this study,
improved performance was demonstrated through gmication of reflective practice and
experiential learning into practice. Examples af tincluded the use of clinical and logical
reasoning in making nursing practice decisions, thiednurse practitioners ability to reflect in
and on practice, thus having insight to changeréututcomes based on previous experience,

observation and peer learning in the CoP.

Integrated approach to client managemeit: this theory an integrated approach to client

management refers to the nurse practitioner’'stglidi blend diverse practice related knowledge
gained from the shared and peer supported leamitigge CoP. Through the diverse backgrounds
of the members in terms of working in the differantts of maternal and child health department
diverse practice information leads to an integrasggroach to nursing, wherein individual

members can factor in a more holistic approachutsing care, thus ensuring continuity of care.
An integrated approach to nursing is also charae@rby the nurse practitioners’ engagement
on the psycho-social aspects of nursing, thus ptioign@a more therapeutic and collaborative
relationship with the patient, which promotes hetiealth outcomes. In this study, this was

demonstrated in the holistic aspects that fed health education, such as nurses making an
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effort to counsel mothers to disclose their HIVtg$ain response to them leaving the NVP syrup

at the hospital in fear of stigma and discriminatio

Renewed professional valuédenewed professional values, in the context o tieory, refers

to the personal value system of nursing which veastalized among the nurses in terms of a
transformed way of nursing which was evoked bykhewledge generation in the CoP and the
development of critical reflective practice skills.this study, evidence of this was demonstrated
by the advocacy role which nurses assumed. Thisdegasonstrated by advocating for better
service delivery in cases where patient treatmead delayed due to logistical problems in the
institution, and advocating for improved ways ofsing care by actively creating an awareness
of the learnt information in the micro-communitigfstheir individual units or wards. A renewal

of professional values can refer to the mentoring advisory role that members of the CoP
assumed in their respective workplace units. Baingscious of creating a culture of best
practice, individual members mentored and advisedranurse practitioners on how to improve

nursing practice by diffusing and sharing inforroatlearnt in the CoP.

6.3.2.5. Continuity and sustainability of the CoP
Ensuring the lifespan of a CoP among HIV/Aids nupsactitioners requires (i) strategically
sustained knowledge; (ii) open boundaries andgiipport from management. These emerged as

sub-concepts under the major concept of contiranty sustainability.

Strategically sustained knowledgm this theory, strategically sustaining knowledggports

the continuity of the CoP. Mechanisms such as pgalesources to create a best practice and

learning hub is a strategy that encourages theimait involvement and engagement of
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members of the CoP of being involved in the leagrpnocess related to the core focus of that
CoP (i.e. the domain that binds them together).s@only updating the shared repository of
learning and practice related information promategoing learning among the members of the
group and contributes towards the members’ engageimeactivities of the CoP, thus promoting
continuity and sustainability. In this study, thesource file was a strategic tool, which was a
driver for continual engagement in the activitiedstile CoP. Members of the group were
responsible to update the file with relevant anatext specific information related to the
learning needs of the group. Moreover, in this gtutie mentorship and advisory role that
members transitioned into in the micro-context béit wards or units also fuelled their
engagement in sustaining the pool of resourcescihat! be accessed within the CoP. Another
strategy to sustain knowledge is through involvein@nmembers in the group activities. The
practice of engaging members of the group to takthe role of facilitator for the group meeting
is also a strategy which promotes the members é&pgoe for their turn and to take the
responsibility of coming with information that cése used to enhance group discussion. Also,
the principle of promoting members to regulate rttvn learning in terms of self directing
learning and seeking out information related tareey issues is another mechanism which

sustained knowledge generation and the contindiiactive participation by the members.

Open boundariesin this theory, open boundaries are likened torevdlving door”, which

allows members of the community to come into theerieng space and get what is required in
terms of learning needs and then use this in fh@ictice space. This fluid nature of learning,
makes the learning episodes authentic and reldoahie practice needs at the given time. This

sustains the interest of the members of the CaResihe knowledge which is generated is
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tailored to the specific needs, thus informatiomas just acquired and stored, it becomes real
and relevant as it is used in a current contex@pate. Another factor relating to the “revolving
door” analogy is that similar to a revolving dooeiiy continuously in motion, the social
learning in the CoP is also continuous.

Support from managementn this theory, management support refers tatheagement giving

nurses the time and space to participate in the &@udP showing an interest in the CoP’s
activities. The support of the management susiaiesest in the CoP by motivating members to
continue with the group’s activities, especiallylight of management valuing the outcomes in
terms of improving institutional outcomes. Furtherthis, for nurses to have the dedicated time
and space to patrticipate in a CoP is regardedpavidege, especially in a resource constrained
setting where shortage of staff is rife. In thigael, the members are motivated by the trust and
value placed in them by the management to use tffeaS a vehicle to transform practice. In this
study, the management recognizing and valuingrthiatives of the groups, publically endorsed
some of their endeavors such as the educationahaesrheld among the staff at the maternal
and child health units and the informational parephivhich fueled the commitment and

continuity of the members.

6.4. RELATIONSHIPS AND STRUCTURAL REPRESENTATION OF THE

MODEL

Described by Strauss and Corbin (1990) and Chimhkaamer (2008), theories and conceptual
models are a set of relational rules which contanous concepts that are related to the core
category to describe or explain the phenomenomtefest and show inter-relationships among

the concepts. Chinn and Kramer (2008), also nadé rislational statements can be referred to
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propositional statements since they suggest a fgpea@lationship between two or more
concepts. In this study, the core concept of eistaibly a CoP of HIV/Aids nurse practitioners is
process and outcomes driven and was characterizédub major concepts with their related
concepts. Inherent in the definitions of these ept& were the inter-relatedness and
relationships among the concepts.

Chinn and Kramer (2008) and Risjord (2010) encoair@gearchers to provide a structural form
of the middle-range theory so that the concepts imteraction thereof can be presented
diagrammatically and thus clarify the relationshipé the concepts through a symbolic
representation. Due to the relatedness of the pps@md sub-concepts which emerged from this
study, and owing to the processual and outcomasséat nature of the core-category, the
structure of this model and all the central andtezl conceptual relationships are included within
a single structure and presented simultaneousky E&gire 7).

This model which illustrates the theory shows testiablishing a CoP for HIV/Aids nurse is
process and outcomes focused, and occurs withiongéext. In this model, the context is
represented by two lines. The two broken lines whiepresents the context may refer to a
particular discipline, in this study, the conteaterred to the nursing discipline of maternal and
child health. Further to this, the lines are brokerthat the elements within the context are
influenced by factors from within the actual contexd outside of the context, such as within
the context of this study, factors such as theepatprofile, the nurse practitioners training and
education related to HIV/Aids influenced the need éstablishing the CoP. While factors
outside the context such as the changing naturetdnal health policies and national health
imperatives that occurs outside the context ofilnsing discipline, also contributes to the need

for a CoP and the process of establishing a CoP.brbken lines representing the context thus
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denotes that the CoP is organic and evolves ambmes to changes within it's context. Within
the context, the five linear arrows, starting frgroup formation and ending with sustainability
and continuity, denote that the process is lirmgm has a starting point and is inter-related with
subsequent steps. The first arrow (group formatismot closed ended, representing that the
groups of practitioners have a starting point; emcmnality or likeness that unites them in their
given context and creates the platform for thentdme together and begin the process of
forming a group. The first arm of the continuousqgass reflected below the first arrow denotes
the elements involved in group formation and htre,steps are followed by arrows showing the
flow of activities. The second step is reflectedtze process involved in establishing a CoP, and
is represented in this model as the activities ghatembedded between the two arms of “group
formation” and characteristics of the fully formedfunctional CoP. The process is represented
as four progressive steps of (i) mapping knowledigelearning to apply identified strategy; (iii)
fostering collaborative engaging climate; and kmpwledge generation. The progressive steps
mean that one activity leads to the next. The matkd reflects that knowledge generation is
underpinned by four pillars, namely the (i) leamiresources; (ii) teaching engagement; (iii)
cognitive engagement; and (iv) social and emotivegagement. The process of CoP
establishment also reflects that knowledge germrdéiads to context specific knowledge which
is utilized. The third arm (a fully functional CoBg¢curs as a product of the first two steps, and is
represented by nine segments, each of which rapisetee characteristics and conceptualization
of a fully functional CoP. These three steps amrasented in a circular image, showing the
inter-relatedness of the process. The last twowarnmdicate the outcomes which occur as a
result of the process of establishing a CoP andstheess of sustainability and continuity of the

CoP. The arrows are moving, reflecting that thdyfédnctional CoP will continue in its own
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context, that it is organic and can possibly evahte mini CoP’s being established in the micro-
context of the institution. Lastly, the model haghé components on which the CoP process is

hinged, these represent the eight qualities abattrs that enable an effective CoP process.

6.5. BASIC ASSUMPTIONS OF THE THEORY

Chinn and Kramer (2008) note that a theory is based number of assumptions, and defines
these as statements or basic truths that undésigheoretic reasoning of the theory. In this
theory the assumptions were derived from the psadsestablishing the CoP through the

process of critical reflection among for HIV/Aidanse practitioners.

Socially responsive practitioners:It is assumedfrom this theory thatan established CoP
promotes health care practitioners to be socialgvant. The CoP is a space where socially
relevant information is exchanged through the pgeaaf peer supported learning and through
reflective discourse. Communal learning on sociadlievant and current issues allows nurse
practitioners to socially responsive to the psyclead needs of the community that are served. It
is also assumed from this theory that learningss@al instrument which addresses the needs of
its society. Within the context of situated leagend critical reflection, nurse practitioners are
conscientized to the needs of patients living witlv/Aids. Deliberate socialization of nurse
practitioners in a communal space which fostersilaue of being socially responsible such as
advocating informing of infant feeding choices thakes into account the patients social
environment that can maintain the choice and neater a threat in terms of mixed feeding
choices. Diverse perspectives on HIV/Aids relassidies also fosters a paradigm shift in terms

of being socially responsive to issues such asmstigation towards people living with
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HIV/Aids, advocating for improved quality of carendh treatment in terms of HIV/Aids
management. The CoP for HIV/Aids nurse practitisnafso fosters critical thinking and
collectively constructing innovative solutions tdaess social issues in the context of HIV/Aids

management, such as addressing ways of discldsatraffects the adherence to ARVSs.

Knowledge generation in a CoP is continuous, procesand outcomes focusedt is assumed

in this theory that knowledge generation within@PGds continuous and is process and outcomes
focused. Positioned within critical reflection, kmedge generation is processual. Nurse
practitioners move from a novice state of learrtmgeflect and use of critical reflective inquiry
and are transformed into deeper engagement withitegg using cognitive reasoning and higher
order thinking, such as problem solving, problemipg, critical thinking, self-directed learning
and use of evidence informed practice as an outcofrtbe learning process within critical
reflection. Collaborative learning within the Colvelops a culture of inquiry where critical
reflective skills and experience based learningused to meet the changing learning needs of
the nursing environment. Furthermore, the skillveligment inherent in critical reflective
practice enables the nursing practitioners to rancairrent in the discipline of HIV/Aids, as
opposed to having training on a particular topiatezl to HIV/Aids nursing which can become
outdated and obsolete critical reflective pracacel shared learning of current nursing related

problems in the social context of CoP allows fonayism in learning tailored to practice needs.

CoPs produce politically relevant learning and pratice: From this CoP theory it is assumed
that social learning in the shared learning netwofkthe CoP promotes the attainment of

politically relevant health imperatives. Guided Hye national policy documents and the
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management of HIV/Aids and the National guidelif@sthe management of HIV/Aids among
adults in South Africa, underpin nursing practinethe context of HIV/Aids. Shared learning,
deconstructing and reconstructing of meta-narratias these policy documents facilitates in
learning and shared practices exchanged in thegd@Ponment to be politically relevant and
aligned to the national health care systems healthtreatment priorities. Thus practice learning
knowledge generated within the CoPs produces npraetitioners who are relevant to the

priorities of the health care system and socialtsalth needs of the South African community.

6.6. USABILITY OF THE MODEL

Chenitz and Swanson (1986) explain that a grounigeory should provide new insight into the
phenomenon and suggest new directions for futugeiiy. This theory explaining the process of
establishing a CoP for HIV/Aids nurses is importastit maps out the process of how other
nurse practitioners and researchers interestedsiimg uwcreating communities of learners and
communities of inquiry focused nurse practitioness utilize this theory. Furthermore, this
theory also illuminates the use of critical reflentin terms of professional development as a
new way of thinking as nursing was conscientized taansformed through experiential learning
through critical reflective practice. This is anpantant trait of this theory, especially for other
potential users of this theory in a resource camstd setting similar to South Africa, where
access to ongoing relevant training on a specificipline is not always feasible and available
(as was the case of HIV/Aids in this study). The akcritical reflective practice as a strategy in
a CoP of practitioners who may be challenged ilyraathic context is a useful tool as it creates
inquiry focused and self-directed practitioners ware able to regulate their own learning and

thus improve professional development in that gigscipline.
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6.7. QUALITY AND EVALUATION OF THE GROUNDED THEORY

Explained by Elliot and Lazenbatt (2005), evalugtihe quality of a grounded theory study is a
key issue in light of best practice decisions ansueng the credibility of the research findings,
namely the emergent theory vyielded through grounttezbry methodology. Chentiz and
Swanson (1986) support this, stating that evalgaie emergent theory is the most important
step in the evaluation and critique of groundedotheesearch. Strauss and Corbin (1990),
suggest four criteria to assess the quality andagaicability of the theory to the study’s
phenomenon which include: (i) fittingness; (ii) @nstandability; (iii) generality; and (iv)
control. Guided by the aspects of trustworthinessia@ted in chapter 3 and the guidelines of

Chiovitti and Piran (2003), these four criteriarevassessed in the following manner.

6.7.1. Fittingness:Explained by Strauss and Corbin (1990) and Chiositid Piran (2003)
fittingness refers the transferability of the the@nd its generalisabilty to a similar context.
Strauss and Corbin (1990) assert that if the the@y carefully induced from diverse data then it
should fit that substantive area related to theysfphenomenon. Fittingness in this study was
met in the following manner:

Delineating the parameters of the research in term®f the sample, setting and level of
theory generated:In this study, the demographic characteristics of the sathpérticipants are
provided in chapter four by means of table 4.1therrto this, providing a thick description of
the study setting in terms of the discipline dbéing maternal and child health focused met the
criteria of fittingness, as essential informatioaswprovided regarding the context from which
the theory was developed. The level of theory gaedr from this study was an explanatory

substantive theory. Strauss and Corbin (1990) satietwo types of theories can be developed.
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Substantive theory evolves from data generated fa@pecific context as opposed grand theory
which evolves from data being generated from aetamf settings. In this study, the researcher
made the nature and reason of the theory explictheabeginning of chapter six. Reporting on

the scope of the theory, as noted by Chiovitti Birdn (2003), contributes towards ensuring the

criteria of fittingness.

Describing the literature pertaining to each categry of the emerged theory:By highlighting
similarities and differences of the emergent categoand subcategories of the theory to other
empirical evidence presented in chapter five, thdifigs of this study and the theory can be
compared to other settings through engaging wttrdture. It must be noted, however, that
drawing similarities and differences from previaigdies does not guarantee the transferability
of findings, thus the judgment of transferabilityvays rests with the reader in light of their

potential context (Chiovitti and Piran, 2003).

6.7.2. Understandability: Noted by Strauss and Corbin (1990), in light of da¢a representing
reality, the theory and the data findings shouldubéerstandable and comprehensible to the
persons who were studied and those working in igld. fUnderstandability is related to the
credibility of the findings (Chiovitti and Piran,0@3). Understandability was met in the
following manner:

Participants guided the inquiry process and use dhe participant’s actual words: In vivo
codes, which reflected the participant’s actualdgpmvere used during the open coding stage of
data analysis, and this led to the labeling of aertsub-categories, such as “feeling
disempowered to nurse” or “a learning culture”, ethiformed the paradigm model of axial

coding. Further to this, participants guided thguiny process in terms of directing the nature of

363



the focus group discussions in terms of their legrmeeds and reflective experiences. This
promoted the researcher to guide the inquiry pbased on the participants’ inclinations of the
CoP and critical reflective practice process, taasuring the inquiry process was guided by the

participants.

Theoretical constructions revealed the participantsmeaning of the phenomenon:During

the theoretical construction of the data, the aata checked against the participants’ meanings.
This was done consistently with data collectiontwo forms. Firstly, through the constant
comparative method and secondly, the meaning ugéserated from the focus group
discussions, which were validated at the subsedioents group discussions. Further to this, a
consultative meeting was held about six month dferfully functional CoPs were established.
Here the initial theoreticatonstructions were discussed with the participaotsassess its
credibility in relation to the participants meaninfhe meeting also served to assess the

sustainability of the CoPs.

Articulating the personal views of the participants regarding the phenomenon: Tlke
participants’ personal views and experiences reggrdtheir sustained and collective
participation in this research study were assefisexligh individual in depth interviews done
during the initial data collection session and agawards the end of the fully functioning CoP
(about six month after the start of data collegtiorhis allowed participants to openly share
views and experiences of the study and influenbedstudy in terms of assessing indicators of
sustainability and personal outcomes, which infagehthese theoretical constructions in the

theory.
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6.7.3. Generality: Generality is related to the auditability of theidbt, which expresses the
ability of the theory to be used in another relatedtext (Chiovitti and Piran, 2003). This is
supported by Strauss and Corbin (1990: 23) whe stedt if the data upon which the theory
was based is comprehensible and the interpretaticer® conceptual and broad, then the theory
should be abstract and allow for variations thatkeat applicable to use in a variety of contexts
related to the phenomenonih this study, generality was achieved in théof@ing manner.
Delineating and specifying the criteria built intothe data analysis In this study the paradigm
model of axial coding served as the central featymen which the open codes were built and
from where the selective coding and the explicagtatyline was generated. This paradigm
model of Strauss and Corbin (1990) allowed theedtifit level of codes to be engaged with in
terms of relationships and dimensions. The paradigdel also guided the researcher’s thinking
in terms of asking questions about the data aligoetthe elements of the paradigm model and
this guided the construction of the model depictimg theory of the CoPs for HIV/Aids nurse

practitioners.

Specify the sampling: As indicated in chapter three, the rationale anethwd of using
theoretical sampling in this study was noted. &t tthapter, it was discussed that the number of
sessions held with CoPs at the urban and rurahgetserved as the unit of theoretical sampling
as opposed to the number of participants. The refsahis was related to the phenomenon of
interest, which was to assess the participantstldgwment in establishing a CoP, thus saturation
of the concepts regarding the activities embeddeshch stage of this process in establishing the
CoP served as the unit of theoretical samplingthis regard and in conjunction with the
researcher checking with the research supervisoo, i& an expert in terms of grounded theory

and progressive education principles, the auditglof the theoretical constructs were ensured
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and indicators of the stages of development oicafitreflection and establishment of the CoP

were delineated.

6.7.4. Control Noted by Strauss and Corbin (1990), a theory Ishprovide control in terms of
the actions towards the phenomenon. Strauss arbirClurther note that this is necessary as
proposed relationships among concepts can bedagst to guide hypotheses and action related
to actual data. In grounded theory the use of ttwnditional matrix” allows researchers to
specify the conditions which control the relatioipshof certain concepts in the theory (Strauss
and Corbin, 1990). In this study, the use of thentitional matrix” allowed the researcher to
examine the interactive nature of the conceptde@lto the process of establishing a CoP for
HIV/Aids nurse practitioners. The use of the codidl matrix allowed the researcher to
establish that a concept which may be abstracflyesented as the core concept of CoP for
HIV/Aids nurse practitioners is embedded in a detanditions, in this study these included
activities such as planning, and implementation tfteg CoP, consequences represented as
outcomes conditions. The conditional matrix alssisied in establishing conditions, such as how
the learning process of critical reflection andrskigoractice learning is related to the group or to
the individual and the how the outcomes of the GeRslated to the larger institutional level. In
this way, this theory adheres to the criteria oftoal, in that it shows inter-related conditiongian
relationships at an individual, group and instdnoal level, aligned to what Strauss and Corbin

(1990) refer to as three matrix levels.

6.8 SUMMARY OF THEORY

This theory focused on the process of learningiwighCoP of HIV/Aids nurse practitioners and

to understand the process involved in establislan@€oP. It has highlighted the various
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mechanics and attributes required at the variagestof establishing the CoP, namely the group
formation, the process of establishing a CoP, whghhinged largely to the knowledge
construction processes which occurs within the grérther to this, it has also illuminated the
characteristics of an established CoP, what facoesessential in supporting a CoP and the
process of formation and establishment. This thedsp explained the elements necessary to
sustain and promote the continuity of the CoP aisdudsed its outcomes. In summary, this
theory provides insight into the process of essainig a CoP, which demonstrated that
flexibility in language and in the medium of reflen enhances the level of engagement among
the participants and supports development of alfiticeflective skills. The study also
demonstrated that diversity in terms of a homogenget heterogeneous group, which in this
study included diversity in the educational backgd of the participants and of the level of
nursing position or hierarchy of ranking; lendghe diversity of experiences and resources that
is exchanged in the CoP. Evoking a renewed culbfifrearning was presented in this theory
which aims to support future practitioners in terofisestablishing a CoP among a diverse and

flexible group of practitioners in a given discipgi

6.9. RECOMMENDATIONS

6.9.1. Practice:

This study revealed that the use of CoPs in tha@adise of nursing has positive outcomes on the
professional practice development. It is thus reo@mded that practice learning communities be
used as part of workplace learning models to erindine learning experience of professional

nurses in terms of on the job learning.

367



The results of this study also showed that the obleritical reflection in terms of transforming
nursing practice was evident; it is thus recommdnti&at the use of critical reflection be
encouraged among nurses from different discipliokesursing to foster critical thinking and

evidence informed practice.

Critical reflection can also be used as a standeagtrategy to foster critical engagement among
nurse practitioners in wholly addressing the nesabgaps of their practice and mechansisms to
self-direct learning needs. Moreover, critical eeflon, especially the use of reflective journals
can be used as a mechanism to support nurse aetg working in a highly stressed unit such
as that of HIV/AIDS, where emotional and moral dat is often experienced as a result of the
nature of nursing care provided. The use of clitiedlection, more especially reflective
journaling can serve as support mechanism for sypsactitioners to delineate emotions from
the practice environment. Lastly, the use of CaRbaitical reflection can be used as supportive
mechanism, which through further development arskaesch can be refined into a guiding
framework or policy that can be used to establisid anaintain quality assurance and
performance in terms of the profieciency of prantic nurse practitioners continued and

sustained training and development.

6.9.2. Education:

This study demonstrated the effectiveness of CoRsiltivating ongoing learning, especially in
a resource constrained settings where access tngngaining in a specific discipline may not
always be possible. It is thus recommended thasimgr curriculums, especially at an
undergraduate level or a basic level of trainingeha module or a short-course that deals with
the mechanics of how to establish a CoP. Thisrangty recommended in light of the health
care context of South Africa relying heavily on ttegegory of professional nurses to initiate and
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monitor HIV/Aids related care and treatment. Nugsistudents equipped with the skills to
establish CoPs in their practice setting will seiv&nhance practice, especially when graduates
are placed in low resource settings such as runalgoy health care clinics. Having the skills to
cultivate their own CoPs is necessary so thatntlmadone without the assistance of an external
facilitator, who may not be available in all resoeisettings.

Implementing a curriculum underpinned by criticeflection and CoPs at a postgraduate level
can be useful in facilitating graduate nurses @cpcing in an advanced practice nurse role, as
critical thinking; self-directed learning and shdyreollaborative learning is promoted. This can
influence a sustained nature of continuing prackea@ning, especially in low-resource areas
where access to formal post-basic training maybeadessible, in light of resources, time or staff
shortages.

6.9.3. Research

This study was novel in South Africa in terms oframstrating the process of establishing CoPs
among HIV/Aids nurse practitioners, and in its wdecritical reflection as a strategy that was
used to foster the mechanics of coalescing andlediang the CoPs. The results of the study
also presented various interrelationships and ousorelated to the fully functioning CoP. It is
recommended that these inter-relationships and use of critical reflective practice be
researched through the quantitative approach @areb to ascertain the significance of these
inter-relationships among CoPs and measure thetetaess of CoPs on practice development.
In response to the purpose of this study, a neawyheas developed which has been represented
as a tentative model. It thus needs to be testeabsess its validity. The use of CoPs in the
nursing discipline can guide all disciplines in ldegwith changes in the context of that specific

nursing discipline. Testing this theory and modél e able to translate this theory into being
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recognized in various settings and disciplines afsimg.Furthermore, future research is
recommended in evaluating the effectiveness of ube of CoPs in improving health care
putcomes. It is encouraged that an assessmerdtieinp experiences from nurses engaged in
critical reflection and CoPs are evaluated to fulhderstand the holistic outcome of the use of

CoPs and critical reflection in enhancing clinipehctice and patient care.

6.10 LIMITATIONS

Explained by Burns and Grove (2010), limitationsof study refer to the restrictions that might
decrease the generalizability of the study findinse authors comment that these limitations
might be theoretical of methodological. In thisdstuthe limitations will be discussed in light of
() the data collection and (ii) the language

Limitations related to the data collection The nature of the study required sustained
interaction with the study participants, which regd permission and support from the
institutional management. It was necessary to magotvith the management to allow a longer
period of time for the research as management #t k@search settings were accustomed to
research being a “once off occurrence”. A fair anmtaf time was spent in negotiations with the
management to allow the nurse practitioners tinidroi their working duties so that all nurses
could be available at the same time for the CoPtingge This was overcome by extending the
data collection time period with the researchan&itution so that time could be spent to garner
the management support as this would affect thectfeness of the study. This needs to be
factored in for other potential researchers wantingstablish a CoP.

Language: As most members of the group spoke isiZulu assh kanguage, flexibility in the

group was promoted through the use of code-swigcmrnthe reflective discourse in the CoPs.
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This was a facilitative element in the processatéblishing the CoPs and facilitative in terms of
the group dynamics. It also proved to be a linotatihowever, as the researcher was not able to
understand the nuances of the group when the tigBedialogues switched to isiZulu as the
researcher does not understand isiZulu. This wascome by asking the participants to translate
the information into English. Although this was fudein establishing the content of the
reflective dialogue, it limited the researcher iallyf understanding the meaning of the

information.

6.11. CONCLUSION

In summary, this chapter presented a middle rahgery which explained the process of
establishing a CoP among nurse practitioners iivengdiscipline of HIV/Aids. Guided through
the mechanisim of critical reflection, the constsycconcepts, relationships of the theory
explains the dynamic nature of an established C@lthermore it describes the inter-
relationship of the participants in creating megninnderstanding and transforming practice;
evident in the outcomes of the CoP. Lastly, theth@resented an understanding of how a CoP
is sustained and impacts on promoting evidencedoaisetice.

This chapter highlighted the limitations of thedstun terms of the methodology and language,
moreover, key recommendations in terms of nursmagtpce and future research have been
illuminated. The theory was also evualted in teahthe methodlogy of grounded theory guided
by Strauss and Corbin’s evaluation of a middle eathgory. This facilitates in increasing the

credibility of the theory and increasing its traersiility to other settings.
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APPENDICES

Appendix 1: Sample of focus group discussion

Date: 31° March 2010

Time: 14HO00

Venue Hospital A

Duration of Session: 1hours, 35 minutes
Group Members: 10 nurses

Setting the sceneGreetings and welcome to the session. Startddawitebriefing and engaging
on all members well being. Moral was low the hadgitad an institutional visit from the
provincial MEC for health.

Session began with a discussion on the differessdications of the ARVSs, information given
as handouts and generated a lot of discussioneopditticipants experiences especially in terms
of the identifying them when laboring mothers comith their medication in different packets or
containers other than the original container, dutear of being identified as taking ARVs in
their home.

R: Welcome once again, and thank you for makingithe to join us in our discussion about
our practice. Is there anything from the previoiseassion, anyone wants to talk about.

P: Okay... so now with this journal. We must only wrdown things that happen while we are
in the ward/s. Okay let me tell you what | mean.t nke give you an example. You know that
lady in labour ward. She came in from home andvedeeonly 2cm dilated. When | asked her
where her tablets are. You know how we ask the NViRas asking for her AZT (you know
how we ask them to show it ushest of the group agreeshe then told me that she started
taking it 3 hourly(everyone murmurs in disbelieve and shd¢ken asked her who told her to
do that, she then told me No, | heard them atlihee¢rest of the group disagreeing saying
“CHA” ).l then told her tell me the truth, she then sthdaying that when she used to go to the
clinic she used to hear the nurses talking anchgayhen the pains come you must start taking
the tablet three hourly. | then had to say to hat what you heard is only when you are close to
having the baby and when the pain is str@iYg bona” she was referring to active labounpw
you are still early she was only 2cm dilated. So wa write that down?
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R: Yes, you are right, you can start by writing orcts experiences, and for you to also try and
go deeper remember how we had that exercises wandi@per where we were going through
those questions about how to reflect?

P: ohlja....yes | remember that...oh, yabona’ | am magddang if such things are also
experiences? (laughing)....you know just to be sure.

P: (Laughs) if I can say...that is a experience thmet can writie down...because truly it is what
make our work difficult, so maybe when we writelitwn we can come here and share...

P: we can even get some answers from others...

R: Yes, everything we all shared is correct, thepalican be used to write such experiences
down, but remember that we want to see how weezm lfrom it, so ask yourself questions,
like what does that experience or that incidentengdu feel and how did you learn from it.

P: If | can share something.....

R: Yes, please do.

P: okay it is something we saw in the wards so ljashsharing it with everyone. There was a
lady, gravida 5, previous ceaser times three. Was on PMTCT. She came into our labour
ward, | believe the ward was very busy, so thd sthb was attending to her. You know when
you become very busy, you become very stressethe®e was that verbal abuse from the
medical staff who was attending to that lady. Thesa asked her why she got pregnant for the
fifth time. Was she looking for marriage? Is the/toend aware that you are positive? and on
treatment, ant then look at you how thin you anel #en the nurse called the lady who was
sweeping the floor and then discussed this witlcteaning lady. And this made the patient very
angry. But | think this only happened after someeti because she delivered last year in
December and when she came now in March she satidhie was advised from her attorney.
And that she wants an apology from the doctor. &veh for me when | was listening to this,
because the patient even said that the nurse elgmup her upper limb to show the cleaning
lady and it just fell, because of her being so.tliou know when you look at her, you can see
that she was sick, and she said that the abusé&oevadabour ward until she delivered, so this
made her very much angry. She even went to sonmosugroup for positive people and she
said that she does not want money she just wardpangy from the medical staff who was
attending to her.

Rest of the groupntany voices speaking at the same YirGda, Mmh,
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P3: Hai, you know these people like doing these thitmgget attention

P1 You know this patient, she just went straightite PRO, so we were the last to find out
about it, | think she just wanted the PRO to knbww the treatment that she was getting and
she was not happy about it and in the end thegigel her and apology, though the nurses were
not called in for the apology.

R: How did that incident make you feel?

Silence

P: You know | was a little angry when | heard abibubecause we just came out of the
institutional meeting and now to hear this, it weaally disturbing.....like for me | was just
thinking about this women and the other patientsiad her, and to be called all these names,
you see it was very bad for her to hear all thesegs.

Pause

P: You know, like we have been hearing in the meglast week as well by the managers, we
also need to change our attitude and how we tesgtlp, you know this disease it is affecting all
of us, even me, | have this in my home, my sorhdsethis disease.. silence) You know

some of you are my sisters and you know about Whave been going through at home.
(Pause. And then we come to work and we have to faewdéryday at work as well. So you see
we must try not to judge these women and why tlegpkcoming to the clinic pregnant, some of
them they don’t have a choice or they may be inalen

Agreement

P: You know we all sometimes get angry with theskepés, because some of them are so sick
and then they just keep coming to us pregnantygeican see even the previous baby died with
this HIV, but when you try to make them understahdy just say no, they know they are not
sick with HIV. So... you see many of them are reallgenial, even when you show them their
signs, they just say it is because someone bewitittean, or the boyfriend put a spell on them
because he does not want babies, that is why #wopis baby has died.

Agreement

P: But you know sometimes these women, they justt wakeep the boyfriend so they know
they are (HIV) positive, but they don't tell theydoend, that is why they keep coming back
pregnant. | think it is very must have been veffidailt for this nurse who has to apologize,

because this women (the patient) may want to tvegpather person, because you will find that as
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soon as the nurse or doctor apologizes, she weifl Hay aha you see they are admitting to
something and this women might be adding some robWe spices... you see she came after a
long time to complain and we don’t know what redappened in the ward when she was there.
Because in most cases you find that they makewipoge of stories so that they can get our
sympathy, you see when they come to hospital thiek they will get treated differently. Coz
they feel that they are sick and they think thely gat a special treatment and to their surprise
there is no room for that, because we don’t dohedre we work, because things are very busy
and we got no time for that or to worry about whaick with what....

Silence.....

R: So if we take this experience now, what do yonkikve can learn from it.

P: No, | can say that sometimes when we tell thenerohow to do certain things, and then we
find that they have not done it, or they don’t tékeir medication. It is very difficult for us to

now say to them, that their baby is now positiveawuse they never follow what you told them,
because they just say to us that we did not tethtthat and we can’t prove it so you just end up
saying nothing.

(pause

P:Like for me, | know that when | counsel the motbarhow to take her medication and the
next visit | find that she has not taken them beearou find that they don’t take them but they
lie to you and then you still find that the CD4 obis below 50 yet she is supposed to be in
HAART for 3 months and yet you should see an impment in her CD4, so | just ask her if she
has disclosed to a family member, then she willy&sy and you find that she may have told a
friend but no one at home knows so she does nethakpills because she is afraid.

Agreement

So for me, | just say to her that it is importamkéeep taking her pills, yet | know that she will

not do it and yet she and the baby needs it.

P: Okay...yes | too can see that we must see how wengg/be change our attitude because at
the end of the day we all have to try and helpoiddgies who are just suffering.

P: You know this denial is very bad, because realyoan’t change their thinking and we can’t
change their minds and really it is a barrier ®irthtreatment.

P: Hai!, but you know really we too as nurses wegometimes get very angry with our patients,

we too must give them time...because you know thmtsa small thing, even for them it is very
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big to hear this news, so we must be sensitivdiatah to them.lpng sigh) | think we need to
have some group meetings so that we can sharexpéiences with the other staff, so that we
can learn how we need to treat our patients andwewan change our attitudes, because really
we all in this group can become positive tomorrewnight even have our own family who is
positive, so really we need to learn how not tguolgmental, and even with our stress we need
to learn ways of how we can handle our job streghat we don't let it affect the way we talk to
our patients and that we don’t place our attituddele wrong way or our anger to the
patients....you know even these patients they dichgbto be positive, we know that many of us
women we can'’t talk about condoms in the houseyvso these women they are finding it
difficult to talk about what is happening to thelBven with us as nurses, we are going through
many things, some of us we have this thing in @muske, so we leave it at home and when we
come to work we find it here at work, so thereust jno escape from i{fagreement from other
group membels...And what is even worse is that some of us B#ile our own judgments

about HIV and we also let our stress from work atet we are going through at home to affect
how we treat these patients, so we all need tbtst@ahange our attitudes. We need to remember
that these patients are relying on us for theattment so we need to think about what we say to
them. Sometimes it may even happen because | koomd when | first started in the labour
ward and then | was told | must work in this PMT@®gram, | did not know what to do or what
the drugs names are, and we could not ask, so thleguatients come | used to just shout at
them, why, because | did not want them to know ¢vain me | am not aware about these things
for the PMTCT. So you see we all just need to stsking questions where we don’t know and
then for us to take responsibility. You see thia pelicy for PMTCT we are all just following
what we supposed to do.

Agreement.

P: Maybe | can come in here, even though | camat@mand only got the gist of things, we must
remember that these patients undergo the samesgrasehe person who is dying, you know
those stages we used to learn about, about eh..erAdgnial, you undergo bargaining and
acceptance..... As nurses we need to support onbeangou know support is very important.
So we need to continually brief one another, soeead to know how we can support our
patients and how we can change our attitude, yowlour attitudes are very important because

our patients can sense our attitudes. You knowcgoube talking and be frustrated by all these
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work stress, and your patient will be coming wilhhar stress because of her status. So you see
we need to learn to show them support, becauseowé lchow if they just found out about their
status or they are angry because of their statusieéneed to compromise in a way....

R: Agreement (response)

P: You know what | can see from what we are nowislgahat this reflection will help us to

think more about our patients feelings and thingudlwhat they are going through emotionally
as well and not only to worry about their medicatio.you know this introspection is very
important. If | can share something that has hapgeo me.

You know last week | was working in the TOP cliaied this lady came and she asked for a
TOP, and she was not young, | mean she was a ghavamen, so | thought to myself why she
is coming for the abortion. So when | checked infhe, then | saw that this was not the first
time she had the TOP, so | asked her and thesastiéo me she already has three children and
the last born was very sick and died, so now tteband he refuses to get tested and even she is
now denying that she is positive so she just cana TOP, so in me | was also very angry. You
know to be keep coming here when she must use amdoth. So then she started to tell me
how her husband says he got tested you know i ti@gate clinics and he is negative so if she
is positive then where did she get it...now you kribis window period some people they don’t
understand about it so when he got tested he thivass the true result...now this lady she is
afraid. You see now it becomes very difficult tovise them, because even herself she believes
that he is negative, but to me she is coming fert@P because she knows that she has the
disease.

Silence.

R: So you mentioned that you reflected on thishe&s¢ something that you think you should
have done differently ...or something you think yearht from it for future situations that are
similar.

P: Hai, no for me...it was very difficult to educates women, you know something like this is
not the first time we are experiencing thidagsg. You know many of these women they know
their status but you find that because the husbatite boyfriend is not ready to test then they
also start believing they are not positive, so theg up denying, now with this women she is
now even coming for ama TOP because she does mbtevéace the truth...Hai...it just

becomes very difficult to handle.
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R: So what do you think we can do...in a similar ditua

P: No like for this situation, | just advised herdome with her partner for counseling and testing
and | said to her that she is only causing morentfar herself if she keeps coming for this TOP,
you know it is not the answer...and you know thetgations becomes very difficult to handle
because of the confidentiality. You know you carfoote them, you know these people they
just tell you they have their rights and it makiegeiry difficult to advise them to get tested and
make better choices for themselves, and then yaltfiem after a few months the same person
comes to the clinic maybe her CD4 is under 50 ley tind then there is so little you can do and
then she just dies soon after she delivers...yout segery complicated to handle.

R: Agreement... | can see how challenging it can bectorhandle such cases when the patient
is not ready to accept her status and treatmenghgehas the baby to think about.
Agreement.

P: If | can just also add how I think that dealinglwHIV is very complicated to handle, and this
becomes very stressful for us as nurses, becauskngav sometimes you have so many patients
to see in one day and then you find If you donkt teem these questions, then they too won't
tell you what is happening at home, so you endpgmding a lot of time talking with them, but
even after that, when they go home, they don’t iaielieve you about the disease and what
makes it worse is that the partners end up blatmieg and refuse to accept their own status. So
you see, we now have to spend a lot of time wigimtland yet we have so many patients and
sometimes you are on your own, so you end up dmking them too much because for me |
know that even if | tell them today about it, they still come back to the clinic pregnant again
and you find that the previous baby died or is sick

Agreement

P: | too agree with what my other colleague wasrsgybecause sometimes we know what is
happening with them at home, but you know thateh&tong line waiting for you outside, so

you don’t end up talking to them; you just havéryoand finish all the patients.

R: How do you think we can change this?

Silence

P: For me, | don’t know really what can be done,duse sometimes we get new staff, but then
you find that those nurses they just can’t copthey just request to be moved because they are

tired of seeing the same thing, so it is you whasaup staying there and you have to make sure
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that everything runs well, because even if theeenarses working with you, you don’t know if
they will be there tomorrow when you come on dttsi, it can be so frustrating at times.
Agreement

R: That is a good suggestion, how do the othersdieelit this, is it something we can all try in
the areas where we work.

P: I work in the labour ward, and | know that wetjase the patients for a short while, but |
think for us the nurses we need to have sometbhiecpuse sometimes you find you did not even
chart the HAART and you find that even the AZT @& being recorded properly, so we too need
to see how we can change this. You know how buisyitit that labour ward, you find that the
women only come onto the bed when they are readglieer that is how busy we are, so we
need to still see to all these other things and/gatfind that there is another women ready to
deliver. Sometimes you feel that it is too much.

P: I would like to share my experience of what hapgkto us where | am working. We had a
patient who is Ca Cervix from 2006 and she is &lBo positive and | think now she became
paralyzed as well. So she got worked up for hettnent and | think she only went there once,
and then the husband took her to the traditionaldns. The he brought her back this year, in
January so she needed to be reworked up with blooder treatment. The husband went for
classes on that side for the initiation of HAAR®,v8hen he got back he expected the wife to
have started with the treatment, so when he cameetbe was furious, you see he was shouting
because he came to me and he was shouting sagingishwife is so sick and they need to get
some transport to bring her here and since Jarslarylid not start the treatment. So | spoke to
the DR about that and the doctor said that befoeecan start with the ARVs they can see that
the wife is pre-renal failure so they have to corthat, but what we discovered when the doctor
phoned the doctor on that side, we discoveredsidatthe doctors have no records for the wife,
on that side they are using another name, | thirgkdilo and he did not tell anyone about
that...and after we discovered that she is Jilo, sked the husband about that then he admitted
that he is using Regina here and on that sidedheusing Jilo, but now the wife is not doing
well so he had no choice but to come back hereyoB8see we have these cases where such
things make it difficult to initiate HAART and thgatients don’t understand and they go
everywhere, and then we get told that we are ta&inipng to start them on treatment. You

know HIV is a very complicated thing, and becaulsthe stigma and treatment, people are
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getting very desperate and you see we too sometire@on’t know everything about this so
when the patients ask us and we tell them yougeillama side effects and not telling them what
to really expect the patient looses hope in uhieg o here and there looking for help and now
you can see like for this man, it is too late far \Wife.

Agreement.

So for me as well learning about how to advisepatients about accepting and disclosing, it is
something | can hear from everyone in the groumortant....

R: is there anything else anyone wants to shareottay? Or maybe find out more?

P: No, | am happy if we can learn more about thisglof counseling, because really that is
where we sometimes need some kind of training.

R: Yes, | can prepare something, but someone aedge imong us must also come with
something, so that everyone has some kind of homkefeo our next meeting?

(Laughing

P: Yes, I like that it will makes us go to find sething to read....

Agreement from the group members.

Group Meeting ended and refreshments served
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Appendix 2: Sample of in-depth individual interview

Setting the Scenelndividual interview with participant four. Sheroa in from her day off and
was very eager to get started and share some efperiences of being in the group.

27" June 2010, 14H00-14H42

Venue: Hospital B, Hospital Training Facility

Beginning of Interview.

Researcher Thank You for taking time especially since yomeain on your day off to share
your experiences with me. | really am thankful heait and appreciate your commitment.
Participant 4: Ahh, (laughs) it's a pleasure.

Researcher Okay, so as you can see today’s meeting is $jiglfferent. | thought that today |
can meet with everyone individually to discussitiogvn feelings and experiences of being part
of the group and of reflection in their practice.

Participant 4: Oh | see....no it is a pleasure....

Researcher Yes, so please feel free to share anything yaut vea remember as always | am not
going to use this information individually but rathsue them collectively to see if our efforts in
the group are meaningful for everyone in their pcacand their experiences of it. So please be
free and comfortable. | have a few questions thatl luse to guide our conversation, but you
can ask me questions along the way and you cae shagthing in your own way.

Participant 4: Oh...Okay.

Researcher Do you have any questions for me at this stage.

Participant 4: No.

Researcher Okay, well let's begin. So | wanted to get a gefitem you, and please feel free to
share anything you may have or questions you veaask...err....what has been you experience
of being in this group, for the past four to fivemnths...

Participant 4: okay for me, | can say that being here, and lagrabout this reflection...ja it
makes me think at the end of the day about whavéldone, and if there has been anything that
| have done in my day and at my work that is nght;ithen reflection helps me to think about
these things and to make them right the next tBoethe following day when | get to work, |
must make sure that | rectify the mistake thatvehmade the previous day or the previous time
or if it is not rectifiable, then | must make stinat | make an improvement the next time.
Researcher Mmm, is there an example of this that you changmd practice because of your
own reflection of because of something that younieiom the group?

Participant 4: Okay, yes it was because of reflection, there evessperson that was admitted in
my ward, who had reacted to ARV treatment, so stiethese sores in her mouth, it was very
septic, so the doctors ordered mouth wash for #tiemt but we er’ could not do it like
properly....like....err" because the pharmacy did neégs the mouth wash solution, so with
that patient | used to always use the soda bicrisbecarbonate of soda) and to gargle with
normal saline. And er” each time | cleaned thdgrds mouth it bled, so | used to become very
concerned about it, because now in our group ymeneber we were talking about how the CD4
can drop, so | just thought hey if this patientliseding like this every time she gargles then it
means that her cd4 is going down. So that thing Weprying me, so | thought | must start
calling the medical wards and | asked them if thaye any solutions like the Glyco-Thymoline
solution. So then eventually | got it from one waadd then it was like a miracle what happened
after that, because the patient used it for abwaittlays and then the sores were gone. Mmh, so
you see it is because of this reflection, becaast @éme | used to give the soda bic and saline to
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gargle, this thing used to keep coming back tommay mind and | used to think what would |
do differently so that this patient does not blaéidr she gargles. (pause.) so you see it is only
because of reflection that | thought no, if thenphacy does not have this solution that the
doctors have ordered then let me try and see Wkgtdre using in the medical ward, because
they must be also seeing these side effects of AR¥Ynot because | am in the ANC ward that |
must only worry about the baby and not the mother if.& was not for ama-reflection then |
was just going to leave it and then the doctorsgiam her another treatment but maybe by then
the sores would have been worse.....

Researcher mmh, wow, that is a great example.

Participant 4: ja...so for me that is how this reflection is halpime, because it helps me to
keep thinking about what | am doing, even whilenl @doing something with this patient then |
find that | am thinking about what | did the lasté with a similar patient. Ja....l can say that |
have learnt a lot... so really it has helped me tiaktabout how | doing things with the patients.
Researcher how about our reflective group, what has beerr goperience of being part of the
groups?

Participant 4: For me it has been very helpful, see for me lkworthe antenatal ward, so for
me before | never used to know exactly what happetise patient after she delivers like in the
postnatal ward, maybe like some of the problemstht at the postnatal ward may encounter
and maybe the patient was seen by me before gétiemg, so you see since we had this
reflection groups, it has helped to see what Id@to change maybe my mistakes or to make
sure certain things are done to this patient bd&aeing my department so that there is no
problems after she delivers. Like for instanceskdivered when the patients go to the postnatal
ward they are not willing to take the medicatiopm@priately and they do not tell the sisters in
the postnatal ward if they are on ARVs and thisaissing problems for the nurses to monitor
their medication, as we have been listening toafrike ladies share about that in our reflective
groups, so that thing helped me, so that now | nsake that in the antenatal ward | emphasize
in the health education sessions that we have dhking their medication even if they are on
ARVs to tell the sisters about it and to make shey know about this resistance to medication if
they just stop taking these medication, so thatleret have these problems post delivery. So
this group that we are part of...it is very helpfuicome here....it has helped me to see that |
must make sure that the treatment for this HIV.s.soamething we must be monitoring in the
wards...and to not just leave it to the patient...bseaulike the care it continues post delivery.
And really it has helped me to see how | must ngake that | don’t just do things here in the
antenatal period and not worry about what happ#asthaat...

Researcher Yes, so you are thinking about what will happeisa@e your care for that
patient...Yes, can you perhaps describe how it hgetig/ou to change your practice?
Participant 4: well for me | can see that....uh (pause), you keemay we work, we are
sometimes very short staffed in the ward and younotdo everything for the patient and we
need to work hand in hand with this HIV and witlkesk pregnant women, so now that | have
started coming to the group | can see that ther¢hamgs that are crucial for me to do when the
mother is with me and then | must do these thingdence, like when | came to this group | did
not know much about this ARVs and how we needdo alonitor how it is given to them, so
when | first came here, there was this one ladynfour group who spoke about how one patient
was taking the AZT 3 hourly even after she delidereow when | heard that | thought that
maybe it is my responsibility when the women aréhmantenatal ward to discuss with them that
they should only be taking this ARV 3 hourly whikeey are in labour and they should stop after
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they have delivered, so there is no misunderstgndith the patients. So this group has helped
me to see that it is very important that while pla¢ient is with me, that | should be giving her
education about this ARVs and how they should BelusMmmbh, so in this group | have noticed
that everybody comes and shares her ideas andsiwddias gone through in the ward for that
week and it has really helped me to learn from &mak to see things that we have done wrong or
we have missed and to change it so that it doeke®gt happening in the wrong way. You know
sometimes | might be the one who sees the pahahtiANC and you find that maybe she
defaults and she does not come back or maybe lieesowill not see her for some reasons, but
now that | have come to this group and | have keétmhat happens in the different areas like
post delivery or in the labour ward, then it hakpld me to identify different problems, or to
advise this patient so that she does not defautt do the wrong thing with this PMTCT.
Researcher Thank you, so | can say that you can notice witfaurself that you are beginning
to change because of the reflection, how aboutiiaienges that we spoke about in the
group...err...like about dealing with HI/Aids care ..avhis being in the group effected this....
Participant 4: (long sigh)... Hey, you know the policies are sagsfrating. | am very stressed
because,, like there was this policy about theinfrtruvada, and according to the policy it says
that we should administer it post delivery and thengot the information from word of mouth
that we should be giving it during labour. Okayssmne of us we were giving it during delivery,
and then we had this person come here from | dowtv | think from the district and they were
saying to us, no we must follow the guidelines givé it post delivery, so you see this is just
frustrating us. Then you remember you gave uskaatadl we were sharing in our group about
this truvada and one of the lady’s also showedheasriemo that came from the DOH that says
we must be giving the truvada during labour, sahadl different information is so confusing, so
in that case, it was very nice, because we all spdiout it and we all followed the memo, so if
we were not in this group, then some of would bi@glthings differently and we will not be
covered should anything happened, because it niteanwe are doing things as we please.
Mmmbh and for me this reflection has really helpedne | should say it has helped me to inquire
a lot, because like this issue of truvada...l everri@d myself | was able to get the leaflet of the
truvada and | found out that this truvada is naidyfor nursing mothers because it can be carried
to the baby...and | was able to come to the groupshiade what | learnt about this truvada and
from your presentation you did with us on truvadeak able to see okay it is fine when it is only
given once off dose during laboour, and it is ahipugh this reflection group that | learnt about
this research that people do with these drugs ameilan when you gave us some information
about ARVs and those journals (referring to arifleyes so | can say that it is only because of
this reflection that | was able to say to myselklaylet me learn more about this truvada or let
me learn more about something, so that | can betiwis information when one of my patients
need it then | will not do the wrong thing...eh...scstteflection it has also helped to get more
information and to be more engaged with my patientsgder to render quality care, so this has
helped me a lot because | don’t leave things hapgimymore waiting for someone to rectify the
mistake, but | take initiative.

Researcher Yes...l remember we were discussing about how nchapges there are in the
HIV/Aids treatment and policies....

Participant 4: Yes....but now | can say that because we are togkileer..errr...how | can put
it...it like it makes the problems lighter...

Researcher:Maybe you want to tell me a little more, maybe aameple from how you have
changed your practice....
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Participant 4: now | understand that for everything | do, | mistbk about it, if | did it
intentionally, if 1 did it right, and if | did nadlo it right, what led to that, you now I reflect bn
and think about it and now | find that | reflect emerything even in my everyday life not only
on what | do at work. | think it has even improvag relationship with other people, because
everything | do and say now | am very cautiousddto know if | am doing things right, and |
am more aware of the things that | do and say aonttaybe when | come back from that thing |
just think and say to myself oh, did | say thattight way, did it upset that person and then if |
find that maybe what | did was wrong, then | rememibfor the next time so that | can rectify
my mistake. So i-reflection has also thought me kin@ed not do things in the ward just for the
sake of doing them but | must think about why I&mmng it and whether it is right for this
patient. | have to think back at the end of thg, dhow my day was, what I did, what happened
and by just recalling these things, it has helpedarbe thankful and say oh | have done these
things today and | have worked (laughs) you kndwave done 1,2,3 and | have achieved
something, and if | find that | have not done dniaged something then | find | ask myself what
can do differently the next day so that | can aghig...sometimes | find that because of
working alone or by being so busy I find that | Baushed things and not done things properly
maybe | did not complete things and then | remirygdelf that while | am with this patient | must
try and complete everything because if | say toatiysh..l will complete the chart when | am
finished then | don’t do it and then that is incdete information....so it will affect her
treatment when she goes to the other wards betaeisther sisters don’t have that information.
Silence

Researcher is there anything else you want to share, perahpst the negatives or positive of
the group.

Participant 4: Err, Ja, | can say that another positive thing leen the support that we get in
this group. You know sometimes when we come toghosip we might be having a bad day or a
bad week and when we come here we can just gebsuppm each other, you know sometimes
it gets too much in the ward...there is so many afpaiients having HIV or are affected and
even us as nurses there are things that are beyorabntrol that challenge us and it is nice that
we can come to this reflective group and get sudpam one another.

Researcher mmh, so you also see this group serving as asstigpoup for the nurses?
Participant 4: Yes very much so, because we all need to hapa@svhere we can come
together and just talk about our feeling and forlfeund that | started feeling lighter after | cam
to the reflective groups beciase | could see tlaan ihot the only one feeling alone when we
can’t handle all the situations of our patient@n® of our patients they have so mabny social
problems or they don’t want to accept their statmugven when you see this patient you can see
her cd4 is very low just from her signs and u salgdr that maybe she can start attending the
classes for ART then she refuses it is very disingsfor me because we as nurses want to try
and save them, yet they don’t want to be saved.

(Silence)

Participant 4: you know after | joined this group, | startedmy new ward in April, and you
know when you are new and meet new people with tven way of doing things....(laughs), so
now that | am part of this group | can see thatstyle of work has changed...| can say that
because now | think more about why | am doing sbimgtl don't just do it because the other
nurses say to me that that is how they do it is Ward...hey you know when you are new
somewhere, like when | was in my old place wherst fvent there | found that | was just
following the other nurses style of doing thingsdgse that is what you are expected to do, so
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now with reflection I think about why | am doingmething and | try and change things that |
know will be better for the patient if | do it déffently.....and | find that some of my colleagues
they ask me, hey what keeps u going/ where do gbthg strength from? Because now
everytime | want to go the extra mile with whatelyam doing and | want to do things right
....and then | do share with them what we are leamrthis reflective groups and how | now go
the extra mile because | conscious of what | amglér the patients and | want to see them
getting the right things no just doing it to finisty work and not thinking if it was the right way
or not...so ya for me reflection is really part of kreow and | don’t stop doing it, because it
even helps your conscious to be clear knowinglthat doing the best | can do and that | am
learning from my mistakes so that | don’t repeatthYou know it is not only about the work
but about each individual and how they can chahgmselves....

Researcher Mmh....thank you it is very interesting to see hgou are experiencing and using
reflection, is there anything you want to say aiad

Participant 4: Eh...No, it think | said everything, but just tesaladd that | am really enjoying
the group at first we did not know what we will d@ng on the Wednesdays and | used to think
about all the work we have in the ward but nowokidorward to the group meetings and | get
disappointment if we have to cancel...because fotmseas like a stress relieving technique and
| look forward to sharing my experiences, becawseknow if you have to bottle everything up,
it is not good and | also find that | have leammtsuch and have grown and when you hear
someone else’s problem that you can say oh wheoduster that same problem whether it is in
you life or work situation you can learn from wisatmeone shared, especially HIV is here for
stay and we are all going to have to deal withrmogt of the time | have found that it is because
of emotions. So for me | would like for us to conte with this group.

Researcher And now...

Participant 4: Laughs...hai | don’t know...

Participant 4: Hai.... | think that | am growing, you know novedn say that | am asking more
guestions, | even ask the doctors sometimes whyatechanging their treatment, so | can see
that | am inquiring more...even with the truvada ep#anf it was not for reflection it was not
going to bother me....l was just going to do thingd please, so because of reflection | was able
to say to myself let me ask the pharmacist folela#let for truvada and | was able to learn more
about it. And it has also thought me a lot aboatdther members in our group.

Researcher mmh, in what way?

Participant 4: | never knew everyone from our group before jogniso when | used to see
them, | used to just walk past them, you know wiam are working in different wards you

don’t know everybody, so you just have this impi@s®f them when you just meet them in the
passage, but now with us coming together and ngegtithis reflection group, | can see what we
can get some support from each other, even for linysed that now | know the others and now
| can understand why certain people behave in augly, it is because of the stress that they are
going in their wards or maybe even in their fansili8o with this reflection group, we are health
c care professionals are getting support we arerks that are faced daily with these patients
who are HIV positive and we too become affectedhls;, so | think really the group is helping
us to get support. and to keep us going and tougvwaore strength to get going for the next day,
because sometimes | feel like | have failed, butmwve come to the group and discuss our
issues you feel like okay | can do it and the supkeeps me going. And it has shown me that it
does not matter where we are we are all in the g@mge and we need to support each other
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Researcher mmh, is there anything else that stands out dorabout our group and what is has
meant for you that you want to share before we end?

Participant 4: Er yes, you know like with this HIV drugs, befdreame to this group | want not
very familiar with this HIV drugs and | did not kmoanything about this side effects of this d4t,
so | was able to learn about that in this groupf #me patient came to me before | could join this
group | was going to be blank, so now it is wagydasme when one of my patients said to me
you know sister | don’t want to take this drugddrang to ART) because of this d4t and what |
am hearing from the others (other patients) abdusatdrug, so now because of what | have learnt
from this group about the drugs | was able to celtie patient and tell the patient why it is that
only some people are experiencing this side eff@atshow the doctors will change her
medication but that she must stay with what theatsdave prescribed because not all patients
develop side effects and that she must not woroypalwhat others are going through because we
are all different. So for me if it was not for tlgsoup | should have not said all of the to the
patient, in fact | was not going to worry about Wwisshappening to her ART because before |
should say to myself that we need to only concémta the baby and her pregnancy and she
must go after to the Nkosi clinic but now | am ddeht to help my patients....

Researcher Wow... thank you very much for sharing your expecies, because for me | can
see the change and it is so nice to hear your xuer and how you can see the change in your
practice and life because of reflection. Thank yery much...

Participant 4: Hai....it was nothing really to come and share..allemust say that | enjoy
coming to our group....it is so nice how we learneher

Researcher Thank you...is there anything you want to add befee end.

Participant 4: No....

Researcher once again thank you and | have something vealldnefreshment) just to say
thank you for your time and | really appreciate yhiaring your experiences and thoughts with
me.

The session ended.
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Appendix 4: Sample of researcher field-notes

Date: 17" March, 2010

Hospital A

Today's session was made up of only six of theteiggmbers of the group; two were not able to
come due to being put on night duty and the othesenbeing on leave. Today, we used the
paper exercises to try and understand the prod¢esfiection. Two of the members were very
closed, | could see that there was not much irtemaing from them to engage with the
exercise. Sitting with hands folded and after thereises were done and each member had a
chance to share, the two nurses asked to takexéneige home so they could do there and then
bring it to the next session.

My feeling is that it must be a little difficult fahem to be working with nurses from other
departments, also one of the two who were not egeyactive at the session, is a unit manager.
So there must be some issues there.

Apart from that the rest of the group gave me #w@difg like they enjoyed it, one even used her
personal experience of having a big fallout with $ister and using reflection to think back on
why something so small could have triggered subly aift between them. Others especially the
nurse from the VCT clinic were open to share exgrexes that is happening in their practice. She
spoke openly about how having a daughter who éeaager makes her job more heavy, as she
always thinks of her when she has to counsel yaupagents about their HIV positive result.

Group still learning to work with one another, ahdre is still a long delay like today | had to
wait for at least 40 minutes from our schedulecetoh 13HOO to get started, not sure if it is the
work environment that is busy, but when | inquhreyt tell me they were ready and the managers
of the wards knew they would be excused from theds/éor the group meeting. Once they get
started like today, then the sharing is generggm

Next week’s meeting | must try use the unit managethe facilitator so that she becomes
involved in the group, and use the nurse from titeraatal ward, who is a junior nurse as the
scribe.
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Appendix 5: NVivo output of initial coding

Coding Summary Report

Project: CR and CoPs among Nurses

Generated: 12/20/2011 1:06 PM

Coding By

Name Initials

NAIDOO JR

Total Users 1
Internals\FGD Session 1_ PMMH Document

Node Coding

Free Nodes\affirmation

Reference 1

Meeting One

References Coverage
1 100%

Coverage 100.00% Character Range 0 -9713

Setting the Scene:

An overview of the project was presented to the participants. The proposal was presented in the form of a PPT,
Venue: PMMH, Nurses tea lounge in the matrons suite

Date and Time: 3rd March at 14H0O

Meeting Participants:
The group was made up of eight registered midwives, all of whom where clinical unit managers at the Maternity
Services Units of the hospital.

The group meeting took place at the nurse’s tea lounge which is away from the clinical units where the participants
work. This was deliberately arranged to allow the nurses the freedom to express themselves without any inhibition of
being seen by other members of their unit or patients and to maintain confidentiality.

The study was introduced to the group via a brief PPT. The emphasis of the presentation was to present the study aim,
objectives, specific goals and significance of the study. The presentation also explored the participant’s expectations and
what is expected from their involvement in the study. The presentation also had an exercise and information on
reflection, critical reflection and practical examples of how to keep a reflective journal.

Beginning of taped session:

Participants: Okay... so now with this journal. We must only write down things that happen while we are in the ward/s.
Okay let me tell you what I mean... let me give you an example. You know that lady in labour ward. She came in from
home and she was only 2cm dilated. When I asked her where her tablets are. You know how we ask the NVPs. I was
asking for her AZT (you know how we ask them to show it us), (rest of the group agrees) she then told me that she
started taking it 3 hourly (everyone murmurs in disbelieve and shock) I then asked her who told her to do that, she
then told me No, I heard them at the clinic (rest of the group disagreeing saying “CHA”).I then told her tell me the
truth, she then started saying that when she used to go to the clinic she used to hear the nurses talking and saying
when the pains come you must start taking the tablet three hourly. I then had to say to her that what you heard is only
when you are close to having the baby and when the pain is strong (“Ya bona” she was referring to active labour) now
you are still early she was only 2cm dilated. So can we write that down?

Interviewer: what does the rest of the group think about that example?

Participants: yes we all see the same thing. You know even me at first I used to tell them as soon as they start getting
pain they must start taking the tablet, and only when that doctor came to us I learnt how to tell them.

Another Participant: But we all just tell them what to do but we all don’t know why we tell them to take it 3 hourly.
(Other’s affirm this by vocalizing sound of agreement)

Trhtarriawar:

Coding Summary Report

ANlav thic hac haan o Arask ckark and Anca aaain thanlbe fAar franhs charina vnnir avnarianc~a Vac A

Page 1 of 15
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Appendix 6: Theoretical Memo

Memo Name:Metamorphosing

As | go deeper in reading and re-reading the trgsts¢c| can now start to see the picture of whaa8s
and Corbin are talking about in their descriptidnttee paradigm model and also about how in axial
coding, the fractured data is put back togetherraadning (from the researcher and the fragmentdd pa
“open codes”) is attached to give the data moréhdepam starting to see this.

Overall with my data analysis thus far, what isdewit is that in my study...the following occurred:
Through the engagement and the togetherness thaCdl? created, the shared experiences and the
clinical incidents shared by the nurses, there ara®bvious move from just doing and engaging at a
deeper level. And the process of CR which at thgiripéng was a very real challenge for both mysslf a
facilitator/researcher and the nurses...especiatigesthe idea of writing and keeping a record ofrthe
actions, practice thoughts etc was so foreign &naghge. Initially the nurses were only aware ofrtba/n
truths that were given to them through tradition,tlmat they acquired through trial and error...they
regarded this knowledge as their only truth andetbatheir everyday encounter or activities on this
information, they did not attach any meaning tarthetions. However with the use of CR and being pa
of the CoP, there was a deliberate consciousnesg Abw they use everyday information, one example
that stands out for me was the individual transafpr handi. She described how CR and the communal
sharing of experiences enabled her to re-evaluate dhe was assessing compliance of the NVP syrup
that she administered to the mothers for their bem infants as part of the PMTCT programme. She
notes how previously she knew that once the codeshge of NVP was issued there should not be any
remainder at the next visit, but after engaginghwiflection and think back on her actions and the
thought and reasoning behind her actions. She bigsta go deeper and think more comprehensively
about the clinical incident that she was faced witeryday in her practice as a postnatal nurse waise
able to even go further in her reflection and mitntewards being critical in the sense that she alae

to engage with her clients at their next visit diad knowledge that the dose was dependent onfto@sn
weight therefore each child would receive a différdosage, she was then using this knowledge tieat s
attained from the peer supported learning and tiirdogical reasoning of using the information and
applying it to her clinical practice was able witttansformed eyes” to construct meaning to this

information and thus change her practice in terfiigealth education she was giving her patient
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Appendix 7A: Initial Ethics Approval

UNIVERSITY OF
KWAZULU-NATAL

RESEARCH GFFICE (GOVAN MBEKI CENTRE)
WESTVILLE CAMPUS

LEBFHONE NO.: 031 ~ 2603587

EMAIL: ximbap@ukzn.ac.za

30 OCTOBER 2009

MRS. JR NAIDOO (9711384)
MNURSING

Dear Mrs. Naidoo
PROVISICKAL APPROVAL

ETHICAL CLEARANCE: “A GROUNDED THEORY ANALYSIS OF THE USE OF CRI¥ICAL REFLECTION WITHIN
COMMUNITIES OF PRACTICE AMONG HIVIAIDS NURSE PRACTITIONERS iN KWAZULU-NATAL”

| wish {o confirm that ethical clearance has been granted for the above project, subject to Gatekeeper permission being obtained:

This approval is granted provisicenally and the fnal clearance for this project will be given once the above condition has
keen met. Your Ethical Clearance Number is HSS/0713/09

Kindly submit your response as soon as possible

Yours faithfully

"PROF. S COLLINGS (CHAIR
HUMANITIES & SOCIAL SCIENCES ETHICS COMM:TTEE

ce. Supervisor {Prof. NG hMishali}
cg. s, C Dhanraj

Faonrndinegy Tuerapusest = Edigowoodt s Heward Collags dhadiosd School s Plotermyibebung oo Weatvilis
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Appendix 7B: Ethics Approval- Amendment to Title

UNIVERSITY OF
KWAZULU-NATAL

P

9 INYUVESI
YAKWAZULU-NATALI Research Office, Govan Mbeki Centre
s - westville Campus
Private Bag x54001
DURBAMN, 4000
Tel Na: +27 31 260 3587
Fax No:+27 31 260 4609

Ximbap®ukzn.ac.za
24 August 2011

Mrs. IR Naidoo (971138457}

School of Nursing

Dear Mrs. Naidoo

PROTOCOL REFERENCE NUMBER: HS55/0719/09D

NEW PROJECT TITLE: “A grounded theory tnguiry: Establishing Communities of Practice among HIV/Ailds
nurse practitioners through the use of Critical reflection at selected hospitals in KwaZulu-Natal”.

APPROVAL AN | TITLE
1 wish to confirm that ethical clearance has been granted full approval for the above mentioned project:

Any alterationfs to the approved research protocol i.e. Questionnalre/Interview Schedule, Informed
Consent Form, Title of the Project, Location of the Study, Research Approach/Methods must be
reviewead and approved through an amendment /modification prior to its implementation. In case you
have further queries, please quote the above reference number. PLEASE NOTE: Research data should be
securely stored in the school/department for a perlod of 5 years

Best wishes for the successful completion of your research protocol.

Yours faithfully

-

PROFESSOR STEVEN COLLINGS CHAIR)
HUMANITIES & SOCIAL SCIENCES RESEARCH ETHICS COMMITTEE

cc. Supervisor — Prof. N.G. Mishali
cc. Mr. S Reddy

l 1810 - 2010

100 YEARS OF ACADEMIC EXCELLENCE
Founding Campuses: =m Edgswood mm Howard College Medical School mm Pietermaritziburg . Westville
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Appendix 8 :Gate Keepers Permission

KwaZulu-Natal Department of Health Approval

HEALTH | Bl

RwazuheMatal

Health Researct & Roowledge Manasgement wb C’.‘!F‘:p{ineﬂﬁ
10 103 Natalia Building, 330 Lang

Plstermarizburg
SO0

Tel: 033 - 3u53740
I'esx 1033 - 304 ayaz
nnealth.gaoy
heallh oo 7

Reference @ HHKM$28/06
Enguiries @ Mrs da Kivonato
Teigphone 1033 - 5953169

14 January 2010

Drear Adrs J Naidoo

Sublect: Approval of g Resogrch Proaposal

¥

s

The rezearch proposal tled “A grounded theory anatysis of the uss of eritica! reflection within
comvnunities of practice among HIYAIDS nurse praciitionare  in KwaZule-Natal® was

raviewsd by the FiwsZuiu-Nat

of Henlih,

The proposal is nereby approwed o r LiEd Grookes and Prince Mehiyeni

ch i be undsraken

Memorial tospimis

foliowing:
Wity $he

bators corniman

Provide an imoiny progics
complets.

sreport and final repor (elegtronic and b

5.?\:?&*{ TE Eﬁ’wﬂ‘& A0

pieass cortact Mrs 3 yody (P8 28850185

E)r 5.5 S, Bythalazu

@,Lﬁ” z"*"*l_,( A

Chalrparson, Heaith Hesearch Commities
FwaFulhu-Natad Department of Haalth

uMayango Wezampilo | Departemeant van (3

Frgiting Desease, Fighiing Povarty, Giving Hope
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Gatekeeper permission: Hospital A (Rural)

CHE-LEC-2Z00%

o

1

s
[+3)

1% FEOM K GOUNDER TS 0

GJ Crookes Meapital, 1 Hogpital Road, Scottburgh, 4180
Frivate Bag X 5501, Scottburgh, 418G

Tel.: 038 878 7000, Fax: 039 978 1285

Emall 'sibengile. nyawo@kznheslth gov.Za

wwaw, kznheaith.gov.za

HEALTH

KwaZulu-Natal

Raferences: GJC 9/2/3
Engquiries: Mrs. SP Nyawo
Telephone: (D39) 978 70381

04 December 2008

Attention: Joanne R Naidog

C/o Echaal of MNursing

UNIVERSITY OF KZN

Rurban

PER FAX: 031 260 1543

RE: PERMISSION TCO CONDUCT RESEARCH - A GROUNDED RESEARCH THEQRY
CF THE USE OF CRITICAL REFLECTION WITHIN COMMUNITIES OF PRACTICE
AMONG HIVAIDS NURSE PRACTITIONERS IN KZN

| have pleasure in informing you that permission has been granted to yau by GJ Crookes
Hogpital to conduet research on the abave mentionad research,

Flease note tha following:

1. Please snsure that you adhere to all the policies, procedurss, protocols and
guidelines of the Department of MHeaith with regards to this research,

2. This research will only commence once this office has received confirmation from
the Provincial Health Research Committee in the KZN Deapartment of Haalth.

3. Please ensure this office is informead before YOU commence your researsh,
4. Gt Crockes Hospital will not provide any resources Tor this research.

5. You will be expected to provide feedback on your findings to GJ Grookes Hospital,

Thanking you.

Yaurs Sincerely

P e

HOSRTA ANAGER: MRS SP NYAWD
G.J CROCKES HOSPITAL

uMnyango Wezempilo  Departement van Gesondheid

Fighting Disease, Fighting Poverly, Giving Hape

TOTAL

01543 F.00L- Q01

Fogol
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TSeda. HErn ¥y

Gatekeeper permission: Hospi

tal-B (Urban)

el TRUD WRAIVENS

PRIMCE MSHIYEN AEEHGRIAL LT AL,
Private Bag A97, MOBENI ADBG
Mangosuthy Highway
R : CFFICE OF THE MEDIDAL MANAGER
v DR ISMALL JRJEHAY
HMEALTH Pl 05 LATEA04T, Fan: GIRAIH037
. ; B mnail ismed @bhay@ snhealth go
KwaZulu-Natai ' g Kznhaaiih. 4o
Frafarepcs: O 312008
Engulrias: U357, 848 Jajbhay

Telaphans: B3 SO¥ B304

Troten: A0 1201
TC: MS J R NaIDOO 51 PEOTDAA

RE: LETTER OF SUPPORT TO CONDUCT RESEARGH AT R

| have pleasure in INforming you that PN hes cohsidersd vour aophal
research on & GROUNDED THEORY &NALYEIS OF THE LI CEHTHL AL

REFLECTHON WITHIN COMMUNITIES OF PRACTICE AMACNG HIVIADES MURSE
PRACTITIONERS IN KZN in our |nstitution. Wie Sereiy SURRoT YOUD ressad
DO FER guidslines.

vt i concuct

i sl 0

Plaase note the following,

1. Please ensure that you adhers to atl the:
guigalines of the Department of Heaith with

e, [HI00 JIHE, pr(}%t’)au‘:ﬁ andl
regarsts 19 thie research

2 This research wili anly cornmeance Gnite 4
the Provinckal Health Research Commiites

sof confiy
jamens of Haalt

Afioe has receivad
R RAR S i e

2. Pease encure this office is formac betors Yol COMImSineg yaur

graArgh.
& The insttution will not provide any rescursen Tar s [esasTon

5 Yo will be expactad to provide feedbaai v your Houd to e nsbiegicr

Should the following requirements e fulfilled, & Fearm

s Approval ketter will follow

o Full research profoce, bcluding gueshionpuired  snd cooseit forma
apolicabie,
s« Ethical approvat from a recognized Eiios Cormmites i Hotyh Africs,

Thanking you.

SBinceraly

T
N

| J“ P (e

Eﬁ . WBL BWALA T

H ¥l MANAGER
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Appendix 9: Information Sheet and Informed Consent

£

HH UNIVERSITY OF

7% KWAZULU-NATAL
N

Information Sheet

February, 2010

Title: A Grounded Theory analysis of the use of ctical reflection within communities of
practice among HIV/AIDS nurse practitioners in KwaZulu-Natal

Dear Participant,

Thank You for the opportunity to share my reseadelas with you. | am Joanne, a student at the
University of KwaZulu-Natal (PhD) and am interestedexploring the experiences of nurses in
managing and treating HIV/AIDS. Through my explaratof your experiences, | would like to
know more about your current practices, areasybatwould like to know more about in your
management of HIV/AIDS and to share with you wagshow you can reflect on your practice
and ways that can assist in enhancing your cukieoivledge so as to assist in improving your
confidence in your practice and quality of care.aBsist in our learning process all participants
who agree to be part of this study will come togetto form a group, in which we will have
discussions about our practice and learn new wayghange or improve current practices. You
will also be required to keep a diary. If you agtegarticipate, you will be part of this group,
when all the members of the group has been formedW meet to establish how frequently we
will meet (it may be weekly). The meeting will talace in the hospital premises but not
directly near your work environment. All informatichared in the group discussion will be kept
confidential (i.e. only in the group). All informah will be recorded and used only for the
purposes of the study. You will not be requiredise you actual names, you can choose another

name for the purposes of this study that will baryaseudonym.
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Your participation or lack of participation will hgeopardize your current work activities in any.
You may ask for further clarification during anyng of the process of this research, and can
withdraw from the study at any point without anyaky.

Please note that due to the nature of the study,ishmost of our interaction together will be in
the form of group discussion, there is a threatdofidentiality. To safeguard from any of us
violating other participants trust and discussinigimation outside of the group discussion, the
following rules have been established:

1. We appeal to you not to talk or discuss any of wean or other private experience that
you feel is too personal or revealing.

2. As a member of the group, you have an obligatiorydor fellow group members to
respect the privacy of the other members of thegtny not disclosing or discussing any
personal information they share in the discussion.

3. As a member of the group, you have an obligatioyotar fellow group members to keep
their identify confidential, this means not disangsthe identity of any member of the
group.

Should you wish further information please feekfte contact me.

Joanne R Naidoo Prof N Mtshali
Researcher Supervisors Detsil
Tel: 031 260 22 13 or 083 670 42 62 Tel: 031 260 24 99/ 2498
Kistenjr@ukzn.ac.za mtshalin3@ukzn.ac.za
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€ s
Informed Consent Form
Title of research: A Grounded Theory analysis of tle use of critical reflection within
communities of practice among HIV/AIDS nurse practiioners in KwaZulu-Natal
Purpose of the study:The purpose of this study is to explore the predéat is involved in
establishing communities of practice among nursactgioners working in the context of
HIV/Aids, through the use of critical reflectiono@munities of practice are another term that
can be used to describe our group of nurses whavarieing in the discipline of maternal and
child health. And through our engagement within @@s | would like to explore what are the
stages of development in terms of critical reflectand establishing the CoP.
Please circle the appropriate answer based onntneductory session and the information you
received on the study, and if you are satisfiedhlie information you have and are willing to

participate in the study, please complete the aursip.

1.You have read the information letter and undedsthe contents therein YES/NO

2. Have you had the opportunity to ask questioganging this study YES/NO

3. Have you received the answers you requireddttebclarification YES/NO

4. Do you understand what your involvement in gtisly YRS

5. Do you understand that you may withdraw fromghely at any given time

without any reason
YES/NO

6. Do you voluntarily consent to participate instBtudy YES/NO
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Informed Consent Slip
- (name of participant) hereby confirm that |

understand the contents of the information shedtthe nature of the research study, and |
consent to participating in the research project.

| understand that | am free to withdraw from thejgct at any time, should | so desire.

Signature of Participant: Date:

Details of Researcher:

Joanne R Naidoo
0836704262 or 0312602213
kistenjr@ukzn.ac.za
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Appendix 10: Advocacy Letter from CoP of Nurses

with the nlursing
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Appendix 11: Information Pamphlets

YOUR ROLE [N THE PMTCT ‘
PROGGRAM

e ol=an the PMTCL progrsm 1s 16 nel alse otfer comprehen-

it und health educaticn. Thi

% benetit the patient

The: TMTCT proguan is an imporiant aspect in our nuising care
chby seduc- and in our poal of reducing the rale off TITV /Alds.

in sdhering W hor owr: ARTs and slsm tor the haby &

ing the aurmber ¢l nee antections of HTY

s babiss, and halp

We hope this information sheel
need ar

s been uscful for you, iff yon
addiricnal mxformation, please feel free to contact any
oof o group members, We can be found from the Mamon’s
office,

livee 2 hoshty cnd posinwe Jifc.

e zepect of counsaiing 1s safe infant teeding chone

&
@
&
i
i

es. This in- “SISONKE” & F E W & ® F
L HTV positive and on lifelong

.s'\.fccd, sheuld e supporied and “WORI{ING TOGETHER WE CAN
MAKE A DIFFERENCE”

panothes whe

ART <t aot and choose te bra

sl vised te do this exclusively [or 6 months and grac

duce approprmie complementary foods aliae 6 months and o

o

« breostfeeding up o 1 vear Mothees whe

< BTV post

tive and ne: e Bfelosp ART and cheose to stop broastfeeding an

anztime, should be advised t2 do so gradu

v and conilnue to give

the Dany the YT syrup o oue for one woeek after

breastfusding has stopped.

Mizmed feeding dunng the 1at six monsh shonid be stongly dis- e 5
Rt

sl ¥ e higher sk o chddhood infections.

Meothers wiws chaooss w use fomula feediog as

oniion ased

Jludciiniidmin

supparr at gach chrie eisit, and supported in terms of adwvice fo:

THIS INFORMATION IS
BASED ON THE MATIONAL
DEPARTMENT OF HEALTH,

SQUTH AFRICA GUIDELINES
FOR PMTCT, 2010

cosy irnplication and dealing with

ugrna and disclosir about

tia feedirg  The modher shou!d ! od and demen-
strateed on how te propaze the fommala snd hew 1o cure for the

boltles in epms of stenlizesion to avoid child dlnesses, Mothers

shanld be counseled on “he cost amplications fer Gernula and how

DEVELOPED BY THE PMMH
MIDWIFERY NURSING CORE
TEAM, JULY 2010

w0 el with possihle st e or questions recsivard (o families or
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PROVIDING PMTCT

| B CARE

e

| PROVIDING PMTCT
CARE

I PROVIDING PMTCT

CARE _ i

s T wife,

e L e pro-

@At

PMICTE s 1h
Morher :
K7

come [rom our Natis

5 Transmis
w2002, Guidslnas on the clincal management o PRM1CT
E ieh, 8A
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wes to the

o5 are mads

poidels

tinding abont rnore effective ways ol proventiog LIV roansmission,

Thas informatisn 1s based on the latest guideiines, thet is the PMTOT

guidcline of 2010,

The PAMLCT propram is mads up oF activities that we as murses am

responsible 1o rrplement. The PMTCT program stacts from the

pLegﬂaﬂt w

patier) sl vt 2o e sntenarsl clinis, contin-

delive oy wanis ard ends waith the mother and balby's
last Lh:cL —upat the posmatal department.

What are the steps in the PMTCT program?

The PMTCL process or prograrn: - on: the

PMTCT process.

Tree st step in s

ing.

a PMICT prosess is provp and individusl counsel

LAl pregnant molhers presenting to the antenatal clinic, mist be
tested for HIW, For those atients who aee FIV positive 5 CT34 blood

speCimEn T

< when. litom 14 wocks of pregnancy, one prophi-
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the antenatal clinie, Adwise the mother that this AZT will be repeated
r. The dase of AZT i 30mg talen rance
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(T1h less than #g/dl). Clinical screening, and WHO staging [k
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W
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3 & hun the
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e, that is a 200myg; wblel given once. Druring
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cviey thees hours till dehrery oD baby,

4. lmumedalely ziter delivery give one dose of Tenovir and sne

dose of FTC, Warner: who are on lifelong ARTs do not require

additional treatment, they must continue s nosmzl

What happens after delivery?

During; postnatal cace, the a5y is issued ARV |'\r-:>phvlams o

if the

Nericapine’ sy st stark w T2 hours of
s AL

mother is formuka feeding, issue BVE symup fr p to six
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1l (10mgd ance daily, iFthe bitheweight s more than 2.5kg,
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1£15me]) once datly for six weeks. Atthe baby's six

weik postaatal visiz, sdmin

sler wornunizanon as per the BFT
:k the PCR level, 5

2 Bacrrim and de s rapied FITV test at 1!5 months

{Lzpanded Program of Imnreaizati

itis negarve, stog

1f the PCR 15 positive, refer the baby for ARTs and con
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Ti the tnother s hreastfeeding, wsue NV (sycap as [ollows:
From birth to six weeks: issue NVP syrop from b
weeks as felk

11 thie birdiweighn is leas than2.5 kg administer

1ml{10mgy onee daly, if the hirhwaight s roore than 2.5k,
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(o ‘Sml’limg) Snce ricil\, [iir six weeks. Lrom & wecks

From 6 months to 9__[9011&:15. 1ssu1e .’mﬂ (30"_1_,; 1o be taken once

daily

Al tlis malsys six wecks visiy, do the PCR lew

continde =

test & wr <lice };remtfeeding stops and repeat o rapid TV
o

test ot 18 months, T the POR level s positive, wolur for ARTYs

ard de awiral anfinm FLV s

As

should aleays Gl

rrse working in e postaatal woards and o

+ safe feeding cho

What abour the mother ?

el

ARTs, support and monior adhcn nece and meke suze she is

s s wenks postnatsl i the tother is on lfeleng

referred to a FHE (or engomg ARTs, discuss 5

v planning

options and encourags safi e

r= feedicg,

T e

1t ar strpw

Tl the rnother s ot on Lifelonpg ARTs, assess -

il4s rrote than 350 cells ‘mym and WHO stag:
dorcd,
Family plarning service, if the €104

css clinle and
ol il less dhan 350 cells/
mm and the WHE HIV staging is at stage 3 o 4, refes uggently
for lifulong ARTs.

ad TH sereening s elear, refer to tha s

What happens to abandoned babies ?

I{ the abandoned baby s judged to be within the first 72
hours ol lite, adminisier iml (10mg) of NVF immedi-
ately and then for six weeks. And to fallow the routine
as described above lor the six week postnaial visit. PCR
fevel checked at 6 weeks.

What happens to un-booked mothers ?
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stk went HIV testing amd ¢

seling rnmediately and peofeca-
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Appendix 12: Editors Letter

Editing Declaration PO Box 331
Hillerest
3650
EwaZula-Natal
2011-12-16

TO WHOM IT MAY CONCERM

Thesis Title: A GROUNDED THEORY INQUIEY: ESTABLISHING COMMUNITIES OF
PRACTICE AMONG HIV/AIDS NURSE PRACTICTIONERS THROUGH THE USE OF
CRITICAT REFIECTION AT SELECTED HOSPITALS IN KWAZULU-NATAL

Author: Joanne Naidoo

Thas is to certify that I have edited the abowe thesis from an English langnage perspective
only, and have made recommendations to the author regarding spelling, grammar,
punciuation, structure and general presentation.

A marked-up version of the thesis has been sent to the author and is available as proof of
-

I have had no mput with regard to the techmical content of the document and have no control
over the final version of the thesis as it is the prerogative of the student to either accept or
reject any recommendations I have made.

Therefore, I accept no responsibility for the final assessment of the document

ddd

Margaret Addis
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Appendix: 13 Pictures of the CoP meeting venue
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