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Abstract 

Background  Communities of Practice (CoPs) have been implemented in healthcare settings to enhance knowledge 
translation and facilitate the implementation of new practices. However, their role in supporting healthcare profes‑
sionals transitioning to new environments remains under-researched. This study examines a CoP designed for genetic 
health professionals in Australia who were employed to support the integration of genomics in medical specialities. 
Informed by the i-PARIHS framework, we explore how the facilitation of a CoP external to the implementation setting 
can support health professionals implementing innovative practices.

Methods  Data was collected through qualitative interviews with 14 genetic counsellors participating in the CoP 
through different stages of their new roles, 35 discussion and reflection logs, and workshop and meeting notes. 
Thematic analyses were carried out to capture the patterns and process of facilitation performed by this CoP, resulting 
in five overarching themes.

Results  Participants highlighted the unique role of the CoP in forging peer connection and providing emotional 
support in new environments with a high degree of uncertainty and limited peer support. Through CoP ses‑
sions and associated professional development workshops, they benefited from ongoing knowledge acquisition 
about good practices and innovations. The CoP served as an effective space for identifying and solving problems 
collectively or escalating emergent issues. Additionally, the CoP helped participants build inter-personal skills 
to overcome relational challenges and improved communication with non-genetic colleagues about genomics. 
Critical reflection emerged as both a practice and an impact of the CoP, enabling participants to redefine their roles 
and adopt future-oriented thinking for the genetic counselling profession.

Conclusion  The collaborative environment fostered by the CoP offered significant benefits to genetic professionals, 
facilitating their transition to new practice settings and supporting essential knowledge and skill development crucial 
for their success in introducing genomics in speciality patient care.
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Introduction
Communities of Practice (CoPs) have gained popular-
ity in the health sector as a promising approach to drive 
knowledge translation, facilitate the implementation and 
scale-up of evidence-based practices, and advance sys-
tems change [1, 2]. A CoP is defined as a group of indi-
viduals with a shared concern or passion for what they 
do [3], who come together to improve their skills and 
expertise and enhance their practice through regular 
interactions and collaborative learning [3–5]. The con-
cept of CoPs can be traced back to the work of Wenger 
[3] based on situated learning theory and adult learning 
principles. Wenger identified three essential elements 
of a CoP that need to work well together to create an 
environment for learning and knowledge generation. 
These are: (i) the “domain” that creates common ground 
and common knowledge within the community; (ii) the 
“community” that facilitates learning through interaction 
and relationships; and (iii) the “practice” with knowledge 
and other resources to address problems [3]. A CoP may 
occur in an informal setting when there is not a deliber-
ate organised approach [3]; alternatively, a formal CoP 
may be established with intentionality and an organised 
structured [5, 6]. A CoP is often characterised by peer-to-
peer exchanges (rather than hierarchical relationships), 
an emergent structure, dynamic membership, reciprocal 
learning, regular interactions, and identity building [3, 5, 
7, 8].

To build an effective CoP, the role of an opinion leader 
or champion and a facilitator has been emphasised [3], as 
they can provide high-level support and enhance interac-
tion among the group members [8, 9]. Diverse member-
ship from participants with varying levels of expertise 
and seniority is shown to contribute to experience shar-
ing and team learning [8]. Evidence from successful CoPs 
has further suggested the use of information technology 
and different modes of operation, such as virtual meet-
ing platforms, online forums, blogs, social media, listserv, 
podcasts, and webinars, to promote continuous engage-
ment and facilitate knowledge co-creation both synchro-
nously and asynchronously [9–13].

CoPs have been implemented in healthcare to bring 
together geographically dispersed professionals to fos-
ter collaboration and provide support for career-related 
growth [10, 14, 15]. Participants acknowledge that 
CoPs promote self-reflection on their practice [8] and 
strengthen their professional identity or sense of belong-
ing to the clinical communities [14, 16]. They also note 
the role of CoPs in providing meaningful networking and 
mentoring that result in collaboration for funding and 
employment opportunities [10]. Competence and skill 
development, for instance, in relation to research skills 
and evidence-based practices, has also been noted as an 

important outcome associated with CoP participation 
[12, 17].

CoPs have been demonstrated as an effective mecha-
nism to facilitate the introduction of new practice and 
interventions in healthcare setting [18, 19] and there is 
growing interest in understanding how CoPs contribute 
to creating change and influencing healthcare outcomes 
for patients. CoPs can support change by providing an 
environment that promotes sharing both explicit and 
tacit knowledge [1, 5], and continuing learning [20], 
which enables the flow of knowledge at the point of care 
into larger systems [14]. Through CoPs, the need to sup-
port healthcare providers can be identified, leading to the 
implementation of knowledge-to-action initiatives which 
stimulate the adoption of change to enhance patient care 
[9]. Participating in CoPs helps healthcare providers 
understand the organisational context, which contrib-
utes to their capability in solving implementation-related 
problems and influencing management, administration, 
and other staff at their workplace to improve care [8]. 
The cost reduction of clinical practice associated with 
engaging in a CoP has also been identified as an impor-
tant driver to healthcare professionals’ participation [21]. 
Further, when operating at the point of care and service 
delivery, CoPs have the potential to detect risks early on 
and recommending mitigation measures prior to any 
negative consequences or adverse outcomes occurring 
[14].

Despite the burgeoning literature on CoPs in the 
health sector, little is known about how CoPs can sup-
port healthcare professionals transitioning to new envi-
ronments with a high degree of uncertainty and limited 
peer support. In addition, scant attention has been paid 
to understanding how CoPs stimulate practice changes 
[14, 15] and there are a lack of studies with rigorous 
methodologies and theoretical frameworks to guide 
establishment and operation of CoPs [13, 15]. To address 
these gaps, our study investigates a CoP for genetic 
health professionals working in new roles in which they 
were employed to support the delivery of genomic test-
ing and counselling outside of clinical genetics services. 
The establishment of the CoP was evidence-based and 
we deployed structured documentation of the CoP across 
the cycle of its formation and implementation. The paper 
explores how participating in this CoP supported its 
members in their new roles and practice.

Methods
Theoretical frameworks
The formation of our CoP was informed by social learn-
ing theory which considers human learning outside of 
the individual and posits that new behaviours, skills, 
and attitudes are learned through social interaction 
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(including observation and modelling) [22]. This par-
ticular study which focuses on the impacts of the CoP 
on participating genetic counsellors (GCs) was guided 
by the integrated Promoting Action on Research Imple-
mentation in Health Services (i-PARIHS) [23], a refined 
version of the PARIHS framework [24]. The i-PARIHS 
framework recognises the complexity characterising the 
process of implementing evidence-based practices and 
states that successful implementation requires strong 
alignment between four elements: innovation, recipients, 
the context in which the evidence is implemented, and 
appropriate facilitation of the implementation process. 
Facilitation—referring to how innovations are supported 
in clinical practice—is both a specific role and a process 
of enabling the implementation, which is a unique feature 
and the active ingredient in i-PARIHS. Three skill areas 
emphasised in the facilitator attributes include: project 
management and improvement; team and process; and 
influencing and negotiating [23]. In our study, we focus 
on this construct to understand how the facilitation of a 
CoP external to the implementation setting [25] can sup-
port health professionals performing their roles in new 
working environments (the new role was conceptualised 
as a new practice or an innovation). We also acknowledge 
the second dimension of facilitation characterising the 
new roles of GCs participating in this CoP: those profes-
sionals were facilitating the use of genomics through ded-
icated positions in non-genetic health disciplines.

The Australian context and the genetic counselling 
community of practice
In Australia, Genetic Counsellors are allied health profes-
sionals who have completed a two-year Master’s degree 
in genetic counselling as the entry-to-practice require-
ment. Associate Genetic Counsellor are Masters quali-
fied, early career GCs working towards certification to 
become a Certified Genetic Counsellor [26]. GCs in 
Australia are mainly employed by clinical genetics ser-
vices funded by the relevant Australian state or territory 
health system. However, new positions have emerged for 
GCs to work in non-genetic specialities, such as in new 
models of care in oncology and reproductive genetics 
[27], and private clinics [28]. While working outside of 
clinical genetics services presents numerous opportuni-
ties, genetic health professionals can face a range of chal-
lenges in new work environments [29].

The CoP under study was established in May 2023 
with three main purposes: providing peer support, 
experience sharing, and learning for GCs working in 
‘mainstream roles’ – positions outside of clinical genet-
ics services. The GCs were employed by different hos-
pitals with funding provided by a Change program to 

work in multiple clinical change projects. These pro-
jects set up innovative models of care in various medi-
cal specialities, including neurology, neuropsychiatry, 
nephrology, haematology, transplant, cardiology, and 
paediatrics [30]. 

The Change program includes an overarching 
research study to understand what is required to sup-
port and sustain the use of genomics in an Australian, 
publicly funded health system. A sub-study exploring 
the changing roles of GCs in response to the growing 
demands for genomic healthcare was included. Initial 
interviews (T0 interviews) were conducted with all 
GCs in the clinical change projects, which informed 
the establishment of this CoP [30]. In return, dis-
cussion within the CoP served to guide T1 and T2 
interviews within the sub-study (Fig.  1 illustrates an 
overview of activities across different phases of the CoP 
development). 

With a focus on the new ‘mainstream roles,’ the CoP 
was separate from supervision—a professional activity 
required for all GCs in Australia throughout the dura-
tion of their careers [31]. Focusing on the counselling 
practice, supervision serves educational and support-
ive functions and is sometimes referred to as reflec-
tive practice supervision or professional supervision. 
Supervision is essential for genetic counselling practice, 
training, and certification to ensure the safety of GCs 
and their clients and mandated by the Human Genet-
ics Society of Australasia (HGSA) in the Competency 
Standards for Genetic Counsellors and Code of Ethics 
for Genetic Counsellors. The CoP offered through the 
Change program should be seen as a complementary 
activity rather than a substitute of ongoing supervision 
arrangements for its members. While participating in 
the CoP was voluntary, every GC was encouraged to 
join at the start of their new role and consider this as 
part of their funded position in the change project. A 
senior GC and educator was appointed to lead the CoP 
(the Convenor) and become a member of the research 
team (the Working Group), but was not employed in any 
of projects funded by the Change program. The CoP’s 
Terms of Reference were co-developed by its members, 
which provided the principles for an evolving structure 
and dynamic focus that aligned with the needs of the 
group and the requirements of their roles in the medi-
cal specialities (See Supplementary 1). The group set 
out to meet online for an hour fortnightly and held 
professional development workshops in person. Each 
participant attended an average of 11 sessions. The CoP 
sessions focused on four main areas: funded project 
operation; implementing a new model of care; clinical 
practice; and skill development (See Supplementary 2).
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Data collection
We collected data from multiple sources at various time-
points across the cycle of the CoP. Qualitative interviews 
were conducted to explore GCs’ experiences throughout 
their employment in the medical specialities, which com-
prises the main data analysed in this paper (the Inter-
view Guide is included in Supplementary 3). Interviews 
included questions about participants’ expectations for 
and activities in the CoP, and the perceived impacts of the 
CoP facilitation informed by i-PARIHS. Each interview 
lasted from 30 to 50 min and were transcribed verbatim.

In addition, we analysed the Convenor’s logs which 
were written immediately after each session (a CoP ses-
sion log),1 workshop notes, and minutes of the monthly 
Working Group meetings. Several questions2 recom-
mended for ‘periodic reflections’ in implementation [32] 
were used to guide the note-taking process to ensure 

documenting the nuanced discussion, the associated out-
comes, and the Working Group’s recurring reflection, 
learning and actions (see an example of the Research 
team’s learning and actions provided in Supplementary 
2). At the time of writing, 35 virtual one-hour sessions 
(the last session included in the analysis occurred on 23 
September 2024) and two in-person professional devel-
opment workshops (each run for four hours) had taken 
place. The two workshops run respectively in November 
2023 and July 2024: the first workshop focused on devel-
oping an ‘elevator pitch’ to articulate the role of GCs in 
clinical care while the second workshop used a co-design 
activity to create a roadmap for genetic counsellor-led 
clinical change. All notes from the CoP sessions, work-
shops, and minutes of the Working Group meetings were 
de-identified and collated.

Data analysis
Given a lack of definition of the sub-elements under the 
i-PARIHS Facilitation construct, we used thematic anal-
ysis [33] to capture the patterns and process of facilita-
tion beyond describing the activities performed by this 
CoP. Anonymised transcripts and interview notes were 
imported into NVIVO 14 software [34] and analysed 
through six phases (familiarisation through writing 

Fig. 1  The main phases of establishing and operating the CoP

1  The detailed content of all CoP sessions was kept confidential from the 
rest of the research team as outlined in the Terms of Reference (see Sup-
plementary 1).
2  These questions include: 1) Have there been any surprises lately, or unex-
pected events? 2) Have barriers/concerns arisen recently? 3) What solutions 
have been trialled? 4) What are the main suggestions going forward? 5) 
What are the next steps going forward? and 6) What are the key learnings?
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interview notes and transcribing; coding with respect to 
how the facilitation of the CoP supported its participants 
in doing their new roles; constructing initial themes; 
reviewing themes against i-PARIHS; defining themes; 
and writing up). TD, MM, and BM co-coded five tran-
scripts, discussed and resolved coding discrepancies, and 
agreed on a codebook. Once the codebook was finalised, 
TD applied it to analyse the remaining interviews, as well 
as the workshop notes, session logs, and crosschecked 
with the minutes of the Working Group meetings while 
remaining open to emerging themes/sub-themes. 
Throughout this process, the Working Group held regu-
lar meetings to review the emerging themes and consider 
how the facilitation skills proposed in i-PARIHS [23, 35] 
were reflected in the data.

Participants
In total, 14 GCs (out of 15 CoP members) participated 
in our T0 interviews, including twelve women and two 
men, and 11 of those participants were again interviewed 
at T1. The recruited sample possessed a diverse range of 
working experience (Table  1). Among them, 13 partici-
pants continued to work at one or more of four clinical 
genetics services in an Australian metropolitan city while 
being employed for a 12- or 18- month period in a part-
time role in the medical specialities which they were 
interviewed about. One participant worked exclusively in 
the change project.

Results
From analysing the data, we developed five overarching 
themes that captured the impacts of the CoP and are pre-
sented below. We illustrate the data from the interviews 
with the Participant code while data from the work-
shops are reported collectively as a group. Data from 
other sources are specified as “CoP session” or “Work-
ing Group meeting.” Where a name of a speciality area, 
a person, or an organisation was mentioned in a quote, 
we replace it with a general term (left in italicised text in 
selected quotes) to protect the anonymity of participants 
or the clinic they were employed by.

Connecting and empowering
The most prominent and recurring theme emerging in 
many interviews was the meaningful connection with 
peers working in mainstream roles through the CoP, 
which offered GCs a great source of emotional support. 
Participants acknowledged the unique role of the CoP in 
forging peer connection among these genetic profession-
als, helping them overcome the feeling of isolation:

[K]nowing that I have that forum and knowing that 
even though I’m technically on my own for this pro-
ject, I’m not on my own more broadly because there’s 
a team of people as well. So I think I’ve gained from 
having that structure. (#11)

This aspect was perceived as particularly important for 
those employed as the only genetic professional in a med-
ical speciality clinic:

There are two things: to remain feeling connected to 
people doing similar work because I do a little bit 
on my own, out in the speciality space. (….) [I]n the 
beginning, that was a little bit harder. (#07)

Through the CoP, participants acknowledged the dis-
tinct nature of their new roles and started to identify 
themselves with peers in this group, thereby developing a 
sense of unity with other GCs based on the shared traits 
of working in medical specialities:

[T]he other genetic counsellors... they don’t specifi-
cally understand what you are talking about. I have 
regular group [genetic counselling] supervision but 
everyone in my group works clinically in genetics, 
not in mainstreaming. So the challenges that they’re 
having and we’re having [are] a little bit different. It’s 
great to have a group with everyone who’s involved 
in mainstreaming. (#03)

The meaningful relationships developed through the 
CoP enabled participants to draw strength and support 
from their peers, which was critical for them to persevere 

Table 1  Participant characteristics

Number of 
participants (total 
n = 14)

Certification

  Certified 7

  Associate 7

Years of experience working as a GC (by the first interview)

  Less than 5 years 6

  5 to 9 years 4

  10 years and above 4

Primary affiliation

  Public genetics department 13

  Private service 1

Mainstream work setting

  Cardiology 1

  Haematology 1

  Nephrology (adult and paediatric) 6

  Neurology/neuro-psychiatry 3

  Paediatrics 1

  Transplant 2
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through difficult workplace situations. In addition, they 
perceived the CoP as an effective channel for mutual 
learning and experience sharing.

Facilitating co‑learning and sharing knowledge 
of innovations
The structured learning environment characterising this 
CoP was well-received among its members who believed 
they benefited from ongoing knowledge acquisition 
about good practices and innovations. Most notably, 
staying abreast of good practices implemented by other 
GCs was among the major benefits participants per-
ceived to have gained from this environment:

I felt I could learn a lot from hearing their experi-
ences and ideas that I could take to Hospital 1... [E]
veryone just brings their own opinion. I feel where 
everyone can have different opinions on how their 
cases [were] or they approached cases or things when 
we were setting up a new project. (#08)

The CoP also encouraged GCs’ openness to new ideas 
and willingness to implement innovations in their prac-
tice. A participant described how they put new learnings 
into practical use within their own project thanks to the 
knowledge gained from the CoP:

I asked the project team to put together a Teams 
[Microsoft Teams] channel, all the speciality genetic 
counsellors to be included in so that we could share 
resources and chat with each other … so that was 
something that I thought I discussed at the CoP 
would be really helpful.” (#06)

For others, knowledge co-creation was achieved 
by sharing and discussing interesting cases or use-
ful resources among this group. For instance, partici-
pants recognised the relevance of the explicit knowledge 
sourced from the scholarly literature disseminated within 
the CoP:

[T]his particular one [a paper presented] was what 
sorts of things should managers be aware of to sup-
port genetic counsellors working in these types of 
position… these are some of the things that I think 
will be helpful for me. (#07)

The members did not merely perceive themselves as 
passive learner in this environment, they also recognised 
their ability to contribute knowledge to creating a mutual 
sharing space:

I was conscious that I had been working in special-
ity genetics for a long time. (…) Some of the genetic 
counsellors who work at the other sites perhaps 
didn’t have as much speciality genetics experience 

or hadn’t been working as long as a genetic counsel-
lor and so just being able to contribute some of that 
experience as well. (#06)

In summary, participants valued the CoP as a unique 
environment that fostered ongoing learning of good 
practices and encouraging implementation of innova-
tions in the context of GCs’ mainstream roles. Further, 
the CoP provided an effective space for identifying and 
solving problems collectively, as we present in the next 
theme.

Offering a collective problem‑solving space
The CoP enabled practice improvement efforts through 
offering a forum for problem identification and solving. 
In the CoP sessions, participating GCs often shared the 
challenges encountered at different stages of their new 
roles. As a group, they worked collectively to generate a 
solution. For instance, in the first few months of the CoP 
when most of its members started to be introduced to the 
medical speciality team, the Convenor noted in their dis-
cussion logs:

We brainstormed and discussed about ways to 
increase visibility in clinic environments where there 
is nowhere to sit so the GC feels like they are ‘loi-
tering’ and ‘wasting time.’ We talked about going to 
the clinic for 30 minutes each time – being present, 
checking in, handing the physicians a card with their 
number, and attending the weekly multidisciplinary 
team meetings that all physicians attend. (CoP ses-
sion - 4 July 2023)

Further, in our interviews participants often described 
how they harnessed the wealth of knowledge held by this 
group by applying the lessons learnt across different pro-
jects and identified areas to avoid duplicating efforts:

[T]he early days we were talking about setting up 
processes. I think it stopped this double handling 
things…. I talked about things that I’d done (at 
mainstream site) and set up and so we didn’t have to 
do them twice. (#08)

When an implementation issue arose and could not be 
resolved within the CoP, the participants recognised the 
role of the Convenor in escalating clinical and practical 
issues to the organisational leadership for follow-up and 
further action:

That [CoP] was a really nice resource to be able to 
access, and it felt really safe place … and the support 
from the Convenor with liaising with the Change 
program for the issues that we were having, so [the 
Convenor] not just removing herself and saying: “I’m 
not going to get involved,” [but] actively helping us 
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workshop some of these issues. (#06)

As evidenced in the aforementioned quote, when 
emergent issues were escalated to the management team 
through the Working Group, they prompted the leader-
ship of the Change program to respond in a timely way to 
the challenges that may hinder the GCs’ progress. In this 
way, the CoP enabled leadership decision-making and 
eliminated the risk of inaction.

Improving interpersonal skills to strengthen 
inter‑professional collaboration
As GCs’ new roles in medical specialities substantially 
involved collaborating with non-genetic professionals, 
this CoP paid greater attention to the aspect of forging 
inter-professional collaboration. This focus was consist-
ent with earlier interviews with this group of GC par-
ticipants who noted the tension (potentially) arising in 
this collaboration due to the differences in the clinical 
approaches between genetic and non-genetic disciplines 
(Authors, 2024). Hesitance among some non-genetic 
colleagues about integrating genomics in their clinical 
practice was also anticipated at the early stage of imple-
mentation and frequently appeared in the CoP sessions:

The more recent GC came today, she said she is “not 
making any friends [experiencing a lack of engage-
ment] among the specialists.” There was a comment 
about fluctuating confidence in what the GC can 
expect specialists to upskill in and what not. (CoP 
session - 5 May 2024)

In view of this, throughout our interviews, participants 
often described specific examples of how they could learn 
collaborative skills and lessons to develop better engag-
ing approaches to increase their colleagues’ awareness of 
genetic counselling support and influence the practice of 
using genomics in the speciality clinics:

[T]hey [other CoP members] have been sitting in 
clinics, but people [physicians] weren’t coming to 
them directly, so they set up their own registrar 
training sessions. And [I] thought it was great. So 
I picked up on [it] myself at Hospital 1. Other GCs 
[in the CoP] are more clinically experienced than 
I am... I’ve learned a lot from hearing how they’ve 
approached it and their ideas. (#08)

Participants also believed that the CoP discussions 
enabled them to better manage their expectations and 
become more mindful of practice boundaries when 
working in multidisciplinary teams. For example, in one 
case, a GC had previously thought that they should not 
overstep the boundaries because the patients were “their 
[physicians’] patients.” Later, they shifted to accept the 

need to influence changing the practice of non-genetic 
colleagues. Participant #03 noted:

I find the Convenor really helpful, just advice and 
having a forum to raise, for example, when I felt like 
I should play more of a passive role, then it could be 
one that I could be active. (#03)

In addition, some participants reported developing 
the confidence critical for them to advocate for them-
selves while working with more senior colleagues who 
might hold a different clinical approach. This was most 
resounding among early-career members, as a GC who 
was a recent graduate said in one interview:

[T]hat session and that conversation with the team 
helped me feel a bit more confident to come back to 
Physician and explain what my concerns were and 
how I couldn’t mitigate those. So I think [it was] 
helping me feel confident that I can speak up and 
be an advocate when I feel like there’s something to 
bring up. (#11)

Shifting the perspectives of an evolving role 
through critical reflection
Through diverse activities and interaction with peers and 
the Convenor, participants regarded the CoP as an effec-
tive forum for critical reflection, which helped them view 
the mainstream role from different angles and offered 
future-oriented thinking for the genetic counselling 
profession. Many participants reported that being more 
reflective of their current work made them better under-
stand the implementation context, as Participant #05 
said:

[I]t is an extra chance to touch base and hear how 
things are going at other sites. And is it similar to 
what we’re doing? Is it different to what we’re doing? 
And is that a problem? (#05)

Hearing diverse experiences and views made partici-
pating GCs feel validated in their own perspectives and 
approaches. For instance, one GC recalled a CoP session 
when they discussed a complex situation of disagreement 
with the physicians about offering genomic testing to a 
young patient:

I brought that [case] a couple of times and often 
asked for help with that and it was helpful for people 
to reinforce that my concerns were valid about mak-
ing sure this young person is making an informed 
decision that is not going to be too harmful to 
[them]. (#11)

Finding emotional validation was especially benefi-
cial when a GC started a new role with a high degree of 
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uncertainty about how their role would be perceived and 
integrate into the medical speciality. For them, knowing 
about their peers’ experiences helped normalise chal-
lenges and frustrations they could encounter in their role. 
This helped them overcome the discomfort and persist 
throughout challenging times:

There’s been times where I’ve felt a bit uncomfortable 
… where perhaps maybe a clinician, maybe I don’t 
feel as if they’re taking on board my genetics contri-
bution as much as someone else, having that vali-
dated by all the experiences that are happening with 
everyone else has really let me be able to just kind of 
sit in that moment anyway and know that I’ll move 
through that and then just like other clinicians, that 
clinician, possibly in the future, might shift a bit as 
well. (#01)

In addition, regular reflective practice facilitated 
through the CoP helped GCs contemplate their sphere 
of control when working outside of clinical genetics. By 
doing so, they were able to identify actionable areas:

It’s about further engagement, and how we focus on 
what we can control versus not. We can’t control the 
number of patients being referred. But we can con-
trol how involved we are in team meetings and the 
follow-ups that we make. (#02)

The CoP discussion and activities prompted its mem-
bers to formulate thoughts about the future of the genetic 
counselling profession, as shared by a participant after 
a professional development workshop: “We did exactly 
what I hoped for, which is open collaboration to envision 
the future of mainstreaming. I hoped to feel invigorated 
and inspired by the conversations, which I do.”

With increased awareness of the broader implications 
for their future work, some reported taking action to 
advocate for longer-term positions for GCs in the medi-
cal specialities to sustain the integration of genomics in 
routine care, as one participant expressed:

[T]he project ends at a certain point, but hopefully 
it’s not going to be the end of all of this. And that I 
can see and I’ve said to the physician team here as 
well, maybe it means that they need to think about 
a role for genetics and a genetic counsellor ongoing 
in their department and the different models that 
might come out of this. (#09)

In summary, with regular reflective activities and con-
versations happening within this platform, the CoP 
contributed to redefining mainstream practice, help-
ing participating GCs deepen the meaning of their new 
roles and better prepare for the realities of working in the 
medical specialities.

Discussion
Our study describes the formation and impacts of a 
CoP established for GCs employed to deliver innovative 
models of providing genomic testing and counselling in 
medical specialities. Findings of the present study have 
revealed multiple benefits of the CoP, highlighting the 
rich learning experience, new knowledge of good prac-
tices, skill development, and meaningful peer support 
through regular group discussions and in-person profes-
sional development workshops.

Our findings expand the understanding of the Facili-
tation construct conceptualised in the i-PARIHS frame-
work [23] by showing the value of the CoP in providing 
emotional support to health professionals starting their 
new roles. This aspect is often under-emphasised in 
implementation studies unpacking the facilitation role 
guided by i-PARIHS [25, 35] and is only noted in a small 
handful of studies in the CoP literature [10, 36] where 
more attention is placed on the benefits regarding profes-
sional growth and practical support for its members. In 
our study, the participants highly valued the emotional 
support resulting from the peer connections forged 
within the CoP, since it was conducive to overcoming 
the feeling of working in silos in medical specialities and 
with professionals from other disciplines. Participating 
GCs also found a sense of unity through regular interac-
tions with their peers within the CoP, which carried them 
through challenging times and frustrating situations. The 
emotional benefit should be sufficiently acknowledged 
when considering the role of facilitation to help reduce 
stress and feeling of professional isolation [36], thereby 
enhancing job satisfaction and success of healthcare pro-
fessionals working outside of the familiar environments 
to foster change into clinical settings.

A unique focus of our study is to understand the impact 
of the CoP—as external facilitator to the implementa-
tion setting—on GCs’ new roles to introduce change into 
genomic care pathways. Our study supports the descrip-
tion of the facilitation attributes in i-PARIHS in relation 
to project improvement, and process and team skills 
[23]. Specifically, our findings suggest that the informa-
tion exchange facilitated through this CoP enabled its 
members to learn from observing and discussing oth-
ers’ experience in similar situations and facilitated the 
learning and adoption of good practices to solve imple-
mentation issues uniquely encountered in mainstream 
roles. In doing so, we demonstrated how the principles of 
social learning could explain the diffusion of innovation 
[37] and support improvement efforts. In addition, the 
CoP provided a space for building inter-personal skills 
to overcome relational challenges and improve commu-
nication with non-genetic colleagues about genomics, 
thereby solving situations of disagreement or tension and 
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overall forging interprofessional collaboration in multi-
disciplinary teams. The impact on interdisciplinary col-
laboration is often observed in multiprofessional CoPs 
[6, 38] and was also noted in this study, despite the con-
text being a uni-professional CoP. This is likely due to the 
intention underpinning the establishment of the CoP to 
support mainstream GCs whose roles required regular 
interaction with non-genetic professionals to support the 
integration of genomics into routine care. Therefore, for 
organisations aiming to leverage this structure to facili-
tate the implementation of new practices, we recom-
mend CoPs that are intentionally formed [6, 14], offer 
protected time for attendance, and are formally endorsed 
by the leadership.

A prominent finding of our study is the emphasis on 
reflection as both a practice and an impact of the CoP. 
We found an interactive effect between critical reflec-
tion and giving meaning, the two sub-elements under 
skills and attributes within the Facilitation construct sug-
gesting a ‘high’ chance for successful implementation in 
the original PARIHS framework [24]. Specifically, being 
more reflective through the CoP sessions and activities 
helped GCs reshape the meaning of their roles in main-
stream settings. The individual and collective reflection 
encouraged through this CoP environment also resonates 
with the reflective practice that is common in the genetic 
counselling profession [39] and considered as a core fac-
tor of effective learning [40, 41] and clinical leadership 
[42]. In the present study, participants saw the intercon-
nection between the work they were doing across pro-
jects and sites, thereby enabling intersubjectivity and 
enhancing the effectiveness of knowledge co-production 
[43]. This reinforces the ‘think together’ process [44], as 
it allows participants to draw on both objective knowl-
edge and subjective views and experience to transform 
their learnings to adapt to different social and practical 
contexts rather than passively receiving knowledge from 
others.

Existing research has demonstrated identity-build-
ing among the central characteristics of many CoPs [5, 
45] due to strong connectivity of their members, which 
serves to differentiate this structure from other forms of 
knowledge communities [46]. In our study, it is not yet 
clear whether a new identity of ‘mainstream GCs’ has 
been adopted among the members of this CoP because 
the scope of their roles in the medical specialities were 
still evolving at the time of our interviews. The diverse 
prior clinical experience that the GCs possessed may 
also affect the dynamics of identity formation. This CoP 
included early career GCs who were still in the transi-
tion from training to practice and may experience pro-
fessional identity evolution [47, 48]. Meanwhile, more 
experienced members might find themselves negotiating 

an already-existing identity [49], rather than creating a 
new one, as a result of working in new roles and environ-
ments. For those participants, their professional identity 
may be tied to one’s educational background and shared 
values, rather than the physical location where GCs prac-
tised. We, however, note that the GCs interviewed in this 
study started to identify themselves with the peers in the 
CoP group: they articulated the commonalities across 
different health services and funded projects that were 
not experienced by those working solely in clinical genet-
ics settings, which may result in a disconnect between 
their individual identity and the collective identity of the 
genetic counselling profession [50]. Those shared charac-
teristics, including the similar nature of mainstream work 
and its relatable frustration and challenges may consti-
tute the new ‘identity markers’ [51] when a greater num-
ber of GCs transition to working in medical specialities 
in the future.

Strengths and limitations
The strength of our study is the focus on an on-going CoP 
and the deployment of structured data collection since 
inception, covering both the reflection of the Convenor 
and data from the recipients of the facilitation through 
interviews and other activities. This provides an oppor-
tunity to address some of the methodological challenges 
noted by previous studies applying i-PARIHS [25], as we 
could triangulate the data from multiple sources, follow 
up on topics of interest, and document the continuity 
and dynamic development of CoP discussions, and the 
outcomes of resulting actions. In addition, analysing data 
from different sources over different timepoints enables 
us to capture the nuances of the knowledge transfer pro-
cess in the practical context of the funded projects across 
different health services, which is often challenging when 
studying learning organisations [46]. It also helps address 
the recollection bias when participants in the qualitative 
interviews were unable to recall the accounts of their par-
ticipation since the early days of the CoP.

To address the limitations in terms of time and finance 
that have been found by others to constrain CoP partici-
pation [14, 45], the current CoP was designed for partici-
pants who had paid time to participate, as their positions 
and that of the Convenor were funded. Because all those 
roles were time-bound, this CoP might not continue 
when the current change projects end. However, given 
the positive outcomes perceived by the participants in 
this study, we are hopeful about the emergence of simi-
lar platforms. One example informed by the principles 
and structure of the CoP described here had already 
been adopted by Participant #06 in their own project. 
It is also worth noting that this CoP was designed for 
GCs and facilitated by an experienced educator from 
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the same profession for whom reflection is an integral 
component of their professional practice [39, 50]. There-
fore, the finding related to critical reflection might take 
longer to achieve among other professional groups who 
are not as well acquainted with a reflective approach. 
We recommend future research to investigate the long-
term impacts of the CoPs on professional practice and 
the adoption of a new professional identity. Additionally, 
capturing how health organisations’ leaders perceive and 
interact with these learning structures could provide val-
uable insights for broadening the CoPs’ impacts on sys-
tems change.

Conclusion
This paper has explored the formation and impacts of a 
CoP for mainstream GCs. The CoP has proven to be a 
valuable platform for its members, significantly enhanc-
ing their connectivity, offering emotional support, and 
providing effective solutions to challenging situations 
or tension arising in their new roles in medical speciali-
ties. The emphasis on reflection, both as a practice and as 
an impact, has been a critical characteristic of this CoP, 
which enables its members to find emotional and intel-
lectual validation and apply their learnings into practical 
contexts. Particularly for health professionals transition-
ing to new ways of working, our findings emphasise the 
pivotal role of supporting the implementation of CoPs, 
as the collaborative environment and shared learning 
experiences promoted within this platform can ease their 
transition and advance professional growth.
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