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Abstract 

Background Communities of Practice (CoPs) offer a strategy for mobilising knowledge and integrating evidence-
based interventions into musculoskeletal practice, yet little is known about their practical application in this context. 
This study aimed to (i) explore the process of knowledge mobilisation in the context of a CoP to implement evidence-
based interventions in musculoskeletal care and (ii) co-develop recommendations to optimise the process of knowl-
edge mobilisation in CoPs.

Methods A qualitative study comprising observation of a CoP and related planning meetings (n = 5), and interviews 
with CoP stakeholders (including clinicians, lay members, managers, commissioners, academics) (n = 15) was under-
taken. Data were analysed using thematic analysis and interpreted considering the Integrated Promoting Action on 
Research Implementation in Health Services theory. Public contributors were collaboratively involved at key stages of 
the study.

Results Four themes were identified: identifying and interpreting knowledge, practical implementation of a CoP, 
culture and relationship building, and responding to the external context. Resource and infrastructure enabled the 
set-up, delivery and running of the CoP. Support for lay members is recommended to ensure effective participation 
and equity of power. CoP aims and purpose can develop iteratively, and this may enhance the ability to respond to 
contextual changes. Several recommendations for the practical application of CoPs are suggested to create the best 
environment for knowledge exchange and creation, support an equitable platform for participation, and help mem-
bers to navigate and make sense of the CoP in a flexible way.

Conclusion This study identified how a CoP with diverse membership can promote partnership working at the 
intersection between knowledge and practice. Several important considerations for preparing for and operationalis-
ing the approach in implementation have been identified. Evaluation of the costs, effectiveness and impact of CoPs 
is needed to better understand the value added by the approach. More broadly, research is needed to explore the 
practical application of online CoPs and the role of international CoPs in optimising the uptake of innovations and 
best practice.
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Contributions to the literature

• Research has shown the variability in structure and 
function of CoPs, making it difficult to operationalise 
the approach. This study identifies recommendations 
for optimising the process of knowledge mobilisation 
in CoPs

• This study contributes to recognised gaps in the lit-
erature regarding public involvement in implementa-
tion e.g. ensuring that all stakeholders feel on an ‘equal 
footing’ at the beginning of a CoP (which may require 
preparation) and that lay members are clear about their 
role

• CoPs are a strategy for reducing healthcare boundaries 
and silo working and promoting partnership working 
and integrated services

Background
Musculoskeletal disorders (MSKDs) are the leading cause 
of disability in the UK [1, 2]; costing NHS England almost 
£5 billion per annum [3]. The overall quality of care for 
MSKDs is suboptimal, partly due to the inconsistent clin-
ical uptake of guidelines and evidence-based recommen-
dations [4–7]. Bridging the evidence-to-practice gap to 
reduce clinical variation and improve the management of 
MSKDs is a major challenge[8]. There is a need to explore 
knowledge mobilisation (KM) strategies to help clinicians 
and other musculoskeletal stakeholders address the com-
plexity of implementation.

Communities of Practice (CoPs) offer a strategy for 
mobilising knowledge into practice by working within, 
and across, professional, public, organisational, and pol-
icy boundaries [9–12]. By definition, a CoP is ‘a group of 
people, who share a concern, a set of problems, or a pas-
sion about a topic, and who deepen their knowledge and 
expertise in this area by interacting on an ongoing basis’ 
[13]. CoPs enable members to address the complexity 
and scale of knowledge matters within their practice by 
(i) sharing an understanding of a joint domain; (ii) inter-
acting, building relationships, and negotiating meaning 
within the community; and (iii) over time, producing a 
shared repertoire of resources as they become part of the 
collective practice [13–17].

The varied benefits and uses of CoPs include learn-
ing from shared experiences and problem-solving [13, 
14, 18]. Furthermore, the ability to create and share 

organisational knowledge and learn from stakehold-
ers whose engagement is critical to success, is of central 
importance for implementation [19–21]. In healthcare 
CoPs, a shift in focus has been seen, from learning and 
exchanging knowledge to improving clinical practice 
[22]. The approach has been used for service improve-
ment projects [23, 24], enhancing professional net-
working [25], improving quality standards [26], and, 
evaluating inter-group knowledge sharing [27]. CoPs are 
increasingly being used in healthcare, for example by 
the Health Innovation Network [28] and the NIHR East 
of England Applied Research Collaboration Implemen-
tation Programme [10] to enhance KM and to drive the 
spread of evidence-adoption and innovation.

CoPs have the potential to provide a solution to the 
implementation challenges facing the musculoskeletal 
community by bringing key stakeholders together to 
collaboratively identify how to take knowledge and best 
evidence and accelerate its uptake within local clini-
cal services. However, uncertainty regarding potential 
mechanisms and processes that optimise CoPs and a lack 
of uniform operating definitions exist. Variation in the 
structure and function of CoPs can make it challenging 
for practitioners to utilise the approach [29, 30]. A pau-
city of knowledge exists regarding if, how, and why CoPs 
work [18, 22, 28]; and how to operationalise the approach 
within the field of musculoskeletal implementation [28].

The aim of this study was to explore the process of KM 
in the context of a CoP to implement evidence-based 
interventions in musculoskeletal care and to co-develop 
recommendations to optimise the process of KM in 
CoPs.

Background overview of the moving forward 
implementation project
The National Institute of Health Research (NIHR) 
Themed Review entitled ‘Moving Forward’ [31] inter-
prets research evidence of effective interventions for 
managing MSKDs, which have the potential to improve 
patient outcomes and reduce healthcare costs. Funding 
was secured from the Chartered Society of Physiotherapy 
(CSP) (2018) by Keele University Impact Accelerator Unit 
(IAU), to implement evidence from the NIHR Themed 
Review ‘Moving Forward’ across one county in England.

The Moving Forward implementation project was led 
by the IAU, an interdisciplinary knowledge brokering 
service, nested within a clinical academic unit of exper-
tise [32]. The IAU comprises individuals with boundary 
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spanning roles, offering academic and clinical leadership, 
project management, patient and public involvement and 
engagement (PPIE) and KM expertise. In addition, the 
team has a strong track record in researching and deliver-
ing implementation in musculoskeletal practice, change 
in workforce pathways and prior experience of the CoP 
methodology [33].

The underpinning principles of the project were 
informed by the KM Toolkit for Primary Care [34] (an 
evidence-based toolkit designed to enhance KM and 
implementation of clinical guidelines), with the over-
arching aim of supporting local musculoskeletal services 
to increase the use of evidence from the NIHR Themed 
Review ‘Moving Forward’ to optimise clinical pathways. 
To achieve this, a CoP was established (in 2018) with a 
range of clinical, commissioning, lay and academic stake-
holders (including musculoskeletal clinicians, operational 
managers, PPIE, AHP Professional Leads, Commissioners 
of Services, IAU Representatives, University Partnerships 
Manager. Patients with lived experience of physical and 
mental health). All stakeholders had varied experience, 
expertise, perspectives, and insight relating to MSKDs 
and/or implementation of musculoskeletal research into 
practice. Membership of the CoP was via invitation from 
the CoP project lead (KS, Consultant Physiotherapist). 
Project meetings were held quarterly from Feb 2018 to 
Nov 2020. A dedicated website was established (https:// 
doi. org/ 10. 21252/ dcaf- y913) by the IAU to share learn-
ings, Vlogs, project reports, and examples of activities 
undertaken within the meetings. A detailed description 
of the CoP (including how it was established, clinical set-
ting and some of the activities undertaken) is presented 
in Supplementary material Box 1.

Methods
Data collection and analysis
This study used two data collection methods: first, obser-
vation of CoP meetings and related planning meetings, 
and second, interviews with stakeholders from the CoP. 
Findings were used to co-develop recommendations 
to optimise the process of KM in CoPs. This study was 
reported using the Consolidated Criteria for Reporting 
Research checklist [35].

Observation of CoP meetings and related planning 
meetings were undertaken by LS (PhD, Physiotherapist 
and qualitative researcher) between December 2019 
and January 2021. During covid-19 CoP meetings were 
conducted online. Observations supplemented the 
interview data and yielded additional insight into con-
textual factors affecting the CoP by providing access to 
rich data collected from the ‘natural’ setting of the CoP. 
With written consent, data were recorded as unstruc-
tured field notes which included descriptive notes and 

reflective memos. Written field notes included informa-
tion regarding dialogue and how participants engaged 
and interacted with each other and CoP activities[36, 
37]. These were used to identify salient features of the 
situation (context and process of CoP) to supplement 
interview data (either complementary or contradic-
tory). Furthermore, understanding of additional con-
cepts or new relationships was explored by iteratively 
adding to the topic guide[36].

Semi-structured interviews were conducted (LS) from 
August-December 2020, to explore the experiences and 
perceptions of stakeholders involved in the CoP. A purpo-
sive sampling strategy was adopted to ensure participants 
from a range of professional backgrounds (clinician, 
manager, commissioner, lay contributor) were captured 
[38]. Topic guides were tailored specifically to certain 
participant groups (e.g. lay member, clinician, non-clin-
ical such as manager, commissioner – supplementary 
material 2) to facilitate the collection of a breadth and 
depth of relevant data. With written consent, interviews 
were conducted over the telephone or via MS Teams, 
digitally recorded and transcribed verbatim.

The anonymised interview transcripts and observa-
tion field notes were imported into NVivo 11 for analy-
sis [39]. After a period of familiarisation, inductive 
coding of transcripts (LS) took place to generate ini-
tial codes and ensure that important aspects of the data 
were not missed [40]. The roles of the study team within 
the CoP were considered reflexively during data collec-
tion and analysis. LS and ZP (IAU staff members) were 
not involved with the CoP organisation and held several 
analysis meetings to discuss data before meeting with the 
broader study team, including KS who facilitated the CoP 
meetings.

Independent double coding of a sample of transcripts 
was then completed with co-authors (LS, KS, ZP (Con-
sultant Rheumatologist and qualitative researcher), KD 
(Professor of Musculoskeletal Therapies)), and discussed 
in a dedicated analysis meeting. The coding was revised, 
and codes grouped into descriptive categories, or sub-
themes, and a coding framework developed. Four fur-
ther iterative cycles of constant comparison (between 
the coding framework, interview transcripts and obser-
vation field notes) were undertaken to refine overarching 
themes and subthemes. This drew on recognised tech-
niques including the scrutiny of deviant cases, check-
ing for confirmatory or challenging evidence within the 
dataset, and interpreting patterns [41]. Further analysis 
meetings took place after each cycle of revisions to reflect 
upon and discuss the themes, coding framework and 
illustrative quotes, and to carefully consider any connec-
tions between the empirical data, the literature and KM 

https://doi.org/10.21252/dcaf-y913
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theory. A final coding framework was agreed and applied 
to the dataset.

Co‑development of recommendations
Draft recommendations for optimising the process of 
KM in CoPs were derived from the qualitative findings 
and presented at a dedicated meeting with public con-
tributors and the study team. These were discussed, inter-
preted, and finalised in view of the study findings and any 
potential gaps. Several meetings took place between LS, 
public contributors, and an illustrator to co-develop a 
visual output of the study findings.

Underpinning theory
The Integrated Promoting Action on Research Imple-
mentation in Health Services (i-PARIHS) theory [42] was 
used as underpinning theory. i-PARIHS is a useful frame-
work for understanding the process of KM, with a promi-
nent focus on context which we hypothesized would be 
important in this study exploring the context of a CoP. 
i-PARIHS integrates four constructs (context, innova-
tion, facilitation, and recipients) commonly identified in 
KM literature, to facilitate evidence use within practice. 
I-PARIHS was used to interpret the data through a KM 
lens to make sense of our analysis in relation to the four 
constructs (Table  1). For example, by asking questions 
such as who are the recipients of the KM that takes place 
in the CoP, what are the key features of facilitation within 
the CoP, how does the context of the CoP influence KM? 
In analysis meetings, discussion included critical reflec-
tion on the insights gleaned regarding the actors and 
actions of KM and how the four constructs were manifest 
within the emerging themes.

Public contributor involvement
For the purposes of this paper, the term public contribu-
tor is used to describe patient and public involvement 
in this research study. The term ‘lay member’ is used to 
describe patient and public members of the CoP.

Public contributor involvement, reported in line with 
the GRIPP2 checklist, [43], included:

-  Study development—advising on study design 
through a dedicated co-applicant role on the research 
grant funding

-  Interpretation of study findings and co-production 
of recommendations and study illustration—via dedi-
cated meetings and subsequent communication with two 
members of the Lay INvolvement in knowledge mobilisa-
tion (LINK) Group (which supports meaningful engage-
ment in the implementation of research evidence into 
practice) from Keele University and one member of the 
Research User Group [44]

-  KM activities—including collaborative working with 
an illustrator to develop a visual representation of study 
findings suitable for a wide audience, and contribution to 
study write-up as a co-author (KF)

Results
Four CoP meetings (two face-to-face and two online) 
and one planning meeting were observed (duration 
65–200  min). Fifteen multi-disciplinary stakeholders 
from the CoP participated in semi-structured interviews: 
five lay members, six clinical professionals (e.g. Advanced 
Physiotherapy Practitioner, Service Lead), and four non-
clinical professionals (e.g. managerial, knowledge bro-
ker, commissioner). Four men and eleven women were 
interviewed (duration 29 to 60 min). Five individuals did 
not respond to the study invitation (four clinical and one 
non-clinical); however, theoretical saturation was consid-
ered to be achieved by the 12th interview.

In exploring the process of KM in a CoP for implement-
ing best evidence in musculoskeletal care, four overarch-
ing themes were identified: Identifying and interpreting 
knowledge; practical implementation of a CoP; culture 
and relationship building; and responding to the external 
context. The four overarching themes, subsequent sub-
themes, relationship to i-PARIHS and supporting quotes 
are presented in Table 1 and discussed below.

Identifying and interpreting knowledge
‘This is an opportunity to really fully embrace the 
evidence’ (P07-PC).

Types of knowledge
Several different types and formats of knowledge were val-
ued, used, and amalgamated to inform decision-making 
within the CoP, relating to the implementation of best 
musculoskeletal care [Q1,Obs1]. CoP members integrated 
research knowledge from Moving Forward (the innovation) 
with clinical knowledge acquired through training accredita-
tion, practice-based experiential knowledge, stories (lay and 
professional), patient and public knowledge, and audit data.

Knowledge creation and use
Despite the demand for best evidence in clinical services, 
the Moving Forward Themed Review was deemed ‘too 
dense’ and complex by both clinical and lay members 
[Q2]. Therefore, an early sub-project undertaken by lay 
members alongside the LINK group was the develop-
ment of a public, ‘easy read’ version of Moving Forward 
[45]. Furthermore, in CoP meetings, research knowledge 
from Moving Forward was explored in relation to other 
knowledge types as well as individual and local context. 
For example, decision-making within the CoP for osteo-
arthritis (OA) services was influenced by local audit data, 
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contextual factors such as geographical variation, clinical 
leadership, resource (financial, staff, venue), and knowing 
the ‘key players’ for influencing change.

The social context of the CoP involved creative meth-
ods and discussion from multi-stakeholder perspectives 
which engaged all members (recipients), eliminated 
boundaries, and instilled confidence in communicating 
and considering new ideas. ‘Group think’ transformed 
evidence and generated new, socialised knowledge for 
solving implementation challenges in practice [Q3].

Negotiating knowledge
Tension was noted regarding the academic agenda to 
acquire and use research knowledge from Moving For-
ward and the clinical agenda to respond to clinical pres-
sures in a timely manner [Q4]. Furthermore, participants 
described instances whereby the research requirements 
were incongruent or at odds with the offer that could be 
delivered in clinical practice[Q5,Obs2], therefore knowl-
edge was negotiated with facilitation within the CoP.

Lay members described feeling that they lacked knowl-
edge about the project in the early stages of the CoP, fur-
thermore, they assumed that the clinical knowledge of 
healthcare professionals (HCPs) was ‘preferred’ (by other 
CoP members), more useful, and subsequently valued 
more than their own experiential knowledge. Lay mem-
bers also assumed that HCPs had a shared professional, 
tacit knowledge (e.g. they ‘know’ the same thing), to 
include knowledge from Moving Forward, which was not 
always the case [Q6]. In addition, lay members expressed 
how their ‘lay status’ reduced the perceived expectations 
of others regarding their knowledge contribution [Q7].

Patient and public knowledge was difficult to disregard 
by other stakeholders in CoP meetings. However, this 
appeared problematic when group interactions focused 
upon the funding of services. In one instance, knowl-
edge relating to lived experience of a condition was insuf-
ficient in ‘persuading’ the group to change practice due 
to restrictions imposed by funding. Lay members did not 
have detailed knowledge or understanding of the differ-
ent types of ’service and system’ knowledge that required 
amalgamating and negotiating for implementation.

Practical implementation of a CoP
‘You need a strong support team’ (P15-PNC).

‘The way it was organised was fantastic you know, in the 
diversity of the people that were there and also how they 
went through things. And then having clear outcomes and 
things to work on’ (P05-PC).

Infrastructure and support
The internal context and successful operationalisation 
of the CoP appeared to be optimised by support (or 

facilitation) from the IAU team. This included organisa-
tion (such as regular pre-CoP planning meetings), project 
management, lay member support, financial oversight, 
communications input, and a project steering group (led 
by lay members) [Q8-10, Obs3].

Facilitation of the CoP was led by the IAU team who 
utilised a range of interactive methods i.e., to engage 
members. This enabled the CoP agenda to be driven 
by the group, whilst being responsive to contextual 
demands. A sense of enabling leadership was noted as 
members were encouraged to take ownership of compo-
nents of the project [Q11].

Clarity of aims and purpose
From the recipients’ perspective, clinicians viewed their 
involvement in the CoP as part of their job or profes-
sional role, described by one participant as their ‘raison 
d’etre’. In contrast, lay members expressed uncertainty as 
to their role within the CoP and whether this related to 
their experience of a particular condition, use of health-
care services, or experience of involvement in research 
(Obs4).

Participants did not perceive the goals and purpose of 
the CoP to be explicit from the outset. Tension was noted 
in the data regarding the iterative nature of the approach, 
meaning that members were unable to fully prepare for 
meetings or understand the ‘direction of travel’. This cre-
ated discomfort for some lay members but there was no 
evidence to suggest that clinicians felt the same.

Despite many participants describing initial uncer-
tainty regarding the goals or purpose of the CoP, the 
hope of addressing individual motivators was a reported 
reason for attending. For example, clinical participants 
wanted to keep abreast of best evidence, whilst commis-
sioning participants sought to avoid duplication of work 
by collaborating with a team of ‘credible expertise’ [Q12-
14]. In contrast, lay members described their sense of 
enjoyment and interest in the field and the desire to learn 
more [Q15].

The CoP process was described by one participant as a 
‘learning journey’ together, starting with a ‘blank piece of 
paper’ whereby the outcomes of one meeting would steer 
the direction of subsequent meetings [Q16-17].

Clarity of the CoP goals and purpose evolved over time. 
Related to this, one participant described how a task-ori-
entated meeting style, where the purpose did not appear 
to be clear, was ineffective (Obs5). Following reflection 
and with steering group oversight, an active, more col-
laborative facilitation model was adopted which enabled 
members to identify and navigate the group goals and 
process, and the new knowledge created (e.g. regarding 
clinical priorities and which research evidence to inte-
grate within services) [Q18-19].
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CoP membership
Whilst the CoP goals and purpose appeared fluid and 
flexible, the membership remained consistent through-
out the project duration. A diverse, multi-disciplinary 
membership was an important feature of the CoP context 
and culture that enabled an understanding of others’ pro-
fessional drivers, reflection on CoP activities from differ-
ent perspectives, equal sharing of decision-making, and 
the development of co-produced outputs [Q20]. Further-
more, the inclusion of stakeholders with boundary span-
ning roles who were able to influence decision-making 
was important for taking actions from the CoP into clini-
cal practice [Q21].

Participants had mixed views as to whether the CoP 
membership was suitable for enabling changes in prac-
tice. Some expressed the view that more senior com-
missioning partners were needed along with clinical 
leadership, whilst others described the benefits of includ-
ing more junior staff who were involved in the day-to-day 
running of clinical services.

Lay involvement in implementation was novel or 
unique for some participants, yet the value in shaping the 
project was acknowledged. This prompted reflection and 
action by clinicians to address patient and public involve-
ment within the clinical setting [Q22].

One participant expressed the view that patient and 
public involvement should be commonplace throughout 
healthcare service delivery and implementation [Q23]. 
Despite this, several clinical participants described con-
cerns relating to the representativeness of the lay mem-
bers, whilst acknowledging the challenges associated 
with achieving a broad, representative patient and public 
group [Q24, Obs5].

Culture and relationship building
‘I saw the GP and commissioner’s mind change because 
of what the patient said, and I also saw the patient’s 
mind change. And that to me was collaborative practice’ 
(P03-PNC).

Relationships and opportunities
Participants reported the benefits of developing rela-
tionships with other stakeholders during the CoP 
process. Clinical participants valued building relation-
ships with academics to enhance their understanding 
of research, whereas lay members valued the oppor-
tunity to better understand a commissioning role. 
Several participants held the perception that the physi-
otherapy profession was under-valued by commission-
ers. Clinical participants perceived commissioners to 
‘have the power’ to make changes to service delivery 
and saw the CoP as an opportunity to influence their 
relationships and decision-making (supported by 

evidence), and to demonstrate the capabilities of the 
profession [Q25-28, Obs6].

The CoP provided an opportunity for multiple stake-
holders (recipients) to consider best evidence (innova-
tion) in partnership rather than working ‘in silos’. Silo 
working was described by one clinical participant as 
not having all the key decision makers (e.g. an opera-
tional lead, manager, commissioner, and business lead) 
in the same room and having ‘separate conversations’ 
regarding service delivery.

Power balance
A commonly held assumption by lay members (recipi-
ents) was that clinicians had knowledge and under-
standing of Moving Forward, despite only one clinical 
participant describing prior knowledge. Lay members 
described the challenge of ‘accepting’ that they were on 
an ‘equal footing’ with others and that their contribution 
was important (Obs7). Additional support (facilitation) 
was provided by the IAU team to lay members (in the 
form of pre-CoP meetings) to facilitate understanding of 
Moving Forward and reinforce their potential role within 
the group. Consequently, findings suggest that at the out-
set, lay members had more knowledge about Moving For-
ward than clinicians [Q29-30, Obs8]. However, a lack of 
confidence in challenging clinicians and group discussion 
in the early meetings was described but not observed, 
with language used (interviews and noted during obser-
vations), suggestive of a power imbalance [Q31-32, Obs 
7–9].

Developing an equal standing between CoP mem-
bers empowered lay members to challenge discussion 
and influence decision-making, which enabled a shared 
language and knowledge to develop, facilitating co-pro-
duction. Lay members valued speaking to others in a 
social capacity over lunch and features of the facilitation 
approach that provided an equitable platform included: 
a neutral hospitality venue (pre-covid-19), the relaxed, 
welcoming, and collaborative style of the facilitator, ‘fun’ 
and informal ice breakers, and the use of creative meth-
ods which offered an equal weighting to all stakeholders 
regardless of background [Q33-35, Obs9]. Prior con-
sideration and planning of meeting agendas, structure 
(including a variety of speakers), and activities (such as 
member selection for small group work) by the IAU team 
was deemed beneficial [Q36-37].

Completing a group task (e.g. developing the public 
version of Moving Forward) and receiving feedback were 
important for lay members in establishing equity and 
harnessing the direction of travel by providing purpose 
and common ground [Q38]. This was enhanced for two 
lay members who chaired the CoP steering group meet-
ings [Q39].
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Initially, it appeared the role of the lay member was not 
commensurate with contributing clinical or experiential 
knowledge to interactions with clinicians. An ‘unusual’ 
shift in clinician-lay member dynamic was described. 
Interactions involved lay members challenging or ques-
tioning clinicians in the CoP meeting contrasted with 
clinical consultations where typically the clinician may 
be seen to hold power and translate knowledge to the lay 
member (patient) [Q40-42].

Lay members appeared more aware and more comfort-
able with this altered dynamic than clinicians. One lay 
member described the process as a ‘learning curve’ for 
professionals. In contrast, a clinical participant explained 
how they hoped that attendance at the CoP would enable 
lay members to glean insight into the challenges faced by 
service leads and commissioners [Q43].

Enabling co‑production
The CoP culture along with facilitation of activities ena-
bled knowledge sharing, generation of new solutions 
to complex problems, and co-production of decisions, 
action plans and outputs [Q44, Obs10]. Trust and respect 
were important features of the CoP context which ena-
bled members to feel empowered, safe to respectfully 
challenge ideas and to develop positive relationships. 
This developed, over time, through engaging in a social 
capacity, discussing knowledge and implementation from 
different perspectives, and individual and group reflec-
tion [Q45].

Factors affecting member participation and subsequent 
co-production in the CoP included a lack of research 
knowledge (academic skills) for one clinician and insuf-
ficient knowledge of service design and delivery for lay 
members. The language used within the Moving Forward 
themed review and in the CoP, took time for lay members 
to feel comfortable with. This affected the confidence of 
lay members and if and how they contributed to discus-
sions and decision-making [Q46-48].

Participants described several instances whereby, view-
points of CoP members changed because of group dis-
cussion with a variety of stakeholders, allowing the group 
to come to a shared decision [Q49]. The central meeting 
venue (pre-covid-19) reportedly enabled co-production 
by allowing clinicians to step outside of their working 
environment and discuss issues freely without fear of 
judgement.

Responding to external context
‘I think Covid has changed the priorities, but I think our 
community of practice have helped to stay connected with 
important issues’ (P03-PNC).

The main external contextual factor that affected the 
health system and all CoP members was the COVID-19 

pandemic. COVID-19 impacted upon the process and 
decision-making of the CoP in several ways.

The group initially agreed to suspend meetings whilst 
considering changes in practice. Following this, the IAU 
team organised the transition and facilitated virtual CoP 
meetings. The positive and negative impacts of the digi-
tal environment on KM and the power balance within 
the CoP was described. Whilst some participants felt 
that virtual meetings were more tiring and stifled enthu-
siasm, one lay member suggested that virtual meetings 
enhanced equity by enabling them to ask questions using 
the chat function if they lacked confidence [Q50]. For 
many, virtual meetings were convenient, however, one lay 
member was unable to attend virtually, thus highlighting 
the potential for digital exclusion.

The CoP re-visited their initial priorities and discussed 
whether these remained relevant given the change in 
context (Obs11). For some participants, the potential of 
changing tack appeared problematic (created chaos) and 
unsettling. This was mainly because clinicians were expe-
riencing unprecedented amounts of change in practice 
but also because some lay members felt strongly that the 
work undertaken to date should not be side-lined to start 
a new work package. As a result, the group continued 
with the agreed priorities but considered their delivery 
in light of covid-19. Participants described how the CoP 
provided members with the space to make sense of new 
knowledge, discuss with others and consider different 
strategies for implementation [Q51].

Several ways in which relationships and opportu-
nities were affected by the covid-19 pandemic were 
reported. Some participants described colleagues’ fear 
and the need for stability in times of uncertainty. Others 
described how the change in context had freed up action 
time, reduced barriers to organisational change, and pro-
vided ‘permission’ for service change [Q52].

Clinical participants described how the CoP had sup-
ported and enabled them to see a range of opportu-
nities to plan service re-design and enhance service 
delivery that would have taken years to implement in 
pre-covid-19 circumstances [Q53]. The CoP continued 
to support members during the pandemic, enabling the 
group’s aims and purpose to flex and adapt to changes in 
clinical context [Q54, Obs12].

Discussion
This qualitative study has utilised the i-PARIHS frame-
work to explore the process of KM in the context of 
a CoP to implement evidence-based interventions in 
musculoskeletal care. Creating the best environment 
for knowledge exchange and creation, creating an equi-
table platform that allows everyone to participate, and 
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supporting members to navigate the CoP in a flexible 
way were important features of the CoP context. Find-
ings yield a greater understanding of the ways in which 
clinical, commissioning, lay and academic stakehold-
ers (or recipients) connect, engage, learn, and support 
each other in a CoP and how a supportive infrastructure 
facilitated this. This study has identified how a CoP with 
diverse membership can promote partnership work-
ing at the intersection between knowledge and practice 
when addressing the uptake of an NIHR themed review. 
We highlight the importance of support and facilitation, 
particularly the role of IAU in establishing, and maintain-
ing the CoP to develop a culture conducive to relation-
ship building and co-production. The CoP facilitated the 
creation of new, socially constructed knowledge, which 
took a range of stakeholder perspectives into account. 
Novel findings relate to the role and involvement of lay 
members in an implementation CoP, and the iterative, 
flexible nature of CoP aims and purpose according to 

context. Recommendations for the practical applica-
tion of a CoP to optimise KM are presented in Table 2, 
depicted in Fig. 1, and discussed below considering sup-
porting literature, relevant theory, and public contributor 
involvement.

Variability in the structures and interpretations of CoPs 
makes it challenging to operationalise the approach in 
healthcare practice [29]. Self-organisation and self-regu-
lation are reported features of CoPs whereby it has been 
suggested that advanced CoPs, which can transform care, 
thrive and survive without individual or organisational 
support [28]. In contrast, our results are consistent with 
the i-PARIHS theory and recent work highlighting the 
importance of support and dedicated facilitation in CoPs 
seeking to implement research evidence into clinical 
practice [10].

This study contributes to the CoP literature by identi-
fying the importance of resource and a supportive infra-
structure via a multi-disciplinary team of people. Using 

Table 2 Recommendations for optimising the process of knowledge mobilisation in Communities of Practice

Aims Recommendations

To create the best environment for knowledge exchange and creation
To create an equitable platform that allows everyone to participate
To support members to navigate (make sense of ) the CoP in a flexible 
way

Pre-Community of Practice
••••••••••••••Establish an infrastructure to provide administrative and wider 
support to the CoP group and to facilitate meetings. To include a team with 
a broad skill set to assist with securing necessary funding, organisation (of 
people and place), technical and digital expertise, project management, 
regular communication (announcements, news sharing)
••••••••••••••Include a broad, diverse range of stakeholders, including lay 
contributors (e.g. patients, carers, service users and the public) to provide a 
breadth and depth of perspectives
••••••••••••••Consider the physical environment (e.g. a neutral meeting venue, 
provide refreshments) to ensure members feel relaxed and optimise 
engagement
••••••••••••••Provide the opportunity for pre-CoP support for all members (e.g. 
preparation work may be required at the beginning to familiarise members 
with broader aspects of research or implementation (including terminol-
ogy/language), to provide clarity regarding their potential role within the 
group, and in understanding potential aims and purpose of the group
••••••••••••••Offer more formal roles (e.g. chair to steering group meetings) to 
patient and public members
Ongoing
••••••••••••••Consider the agenda and structure of meetings, including mem-
ber selection for small group work and co-production activities that give 
members a sense of ownership over the project
••••••••••••••Where possible, by discussion, identify and agree the aims and 
purpose of the CoP at the outset. If this is not possible, explicitly acknowl-
edge the iterative nature of the CoP process and that the group aims, and 
purpose will evolve over time
••••••••••••••Consider the varied skill set, knowledge base and expertise that 
all members offer and recognise that more support may be needed to 
identify how, when and where patient and public knowledge is applicable 
to implementation discussions, decisions, and action
••••••••••••••Facilitate relationship building, the integration of stakeholders, and 
co-production (e.g. by using creative and social strategies for engagement, 
enhancing partnership working, creating a culture of trust, and empower-
ing members to contribute effectively). Group tasks can harness direction 
of travel by providing purpose and common ground
••••••••••••••Utilise collaborative facilitation to enable group members to iden-
tify and navigate group goals and purpose
••••••••••••••Allow the CoP ‘direction of travel’ to accommodate change and to 
be flexible and responsive according to context
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the lens of i-PARIHS, the IAU played a facilitatory role 
throughout the process of the CoP which was central 
to its functioning by creating an environment (internal 
context) for knowledge creation and exchange. This is 
consistent with our previous work detailing the ways in 
which resource and infrastructure can support the work-
load of implementation [32]. This study illustrates how 
the broad skillset within the IAU was pivotal in firstly, 
securing funding to establish a CoP, and secondly, creat-
ing the culture (internal context) for the group (recipi-
ents) to collaborate and flexibly co-produce relevant 
implementation solutions.

The challenges of transferring research knowledge 
from an innovation and achieving successful implemen-
tation in healthcare are widely reported [11, 46]. This 
study illustrates how different types of knowledge were 
negotiated from a range of stakeholder experiences and 
how this led to the co-production of new knowledge 
and collective ownership of decisions, applicable to local 
context. By facilitating interactions between colleagues, 
opinion leaders, and patients, CoPs offer the opportunity 

to mobilise and transform both tacit and explicit knowl-
edge to be useful in practice [47, 48].

One of the intended functions of CoPs is to bring 
together stakeholders who may not otherwise work 
together [28]. Whilst implementation activities are typi-
cally led by HCPs, and ambiguity exists surrounding 
both the role of patients and the public in implementa-
tion [32, 34] and in CoPs [17], this study illustrates how 
a CoP offered an appropriate forum for integrating the 
voice and knowledge of all recipients, including patients 
and the public, into healthcare implementation, in line 
with NHS policy [49, 50]. However, an altered dynamic of 
more equal power sharing was seen between HCPs and 
lay members working together in a CoP when compared 
to either a research project or a clinical consultation. 
This is consistent with literature describing how patients’ 
experiential knowledge is perceived to be of lesser value 
than clinical knowledge (by both HCPs and patients) 
in clinical consultations [51]. Current CoP literature 
identifies a lack of clarity in how to best manage power 
dynamics in CoPs [29] and the importance of support in 

Fig. 1 Recommendations for the practical application of a Community of Practice
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ensuring that all members have an equal opportunity to 
contribute [52]. Our study illustrates the importance of 
facilitation and careful planning of CoP structure to miti-
gate issues relating to power dynamics.

Our findings demonstrate that more support may 
be needed to identify how, when and where patient 
and public knowledge is applicable to implemen-
tation discussions, decisions, and action. Merely 
inviting lay members to the table is insufficient and 
has the potential to reinforce ‘tick box’ mentality as 
described in literature regarding PPIE in research 
[53]. With appropriate support (in understand-
ing their role and the terminology associated with 
implementation, to negotiate meaning within the 
group) and using carefully considered facilitatory 
approaches, patients and the public can challenge 
both HCPs and the balance of power to contribute 
to decision-making in healthcare implementation. 
This is consistent with our earlier work[32], illustrat-
ing the overlap between the facilitation and recipient 
constructs of i-PARIHS when considering the role of 
the public in implementation.

Whilst the CoP reported in this study came together 
with an implicit overarching purpose, with funding 
from the CSP, to implement the best evidence from the 
NIHR Moving Forward Themed Review, it was appar-
ent from the data that members were uncertain of the 
group’s aims and purpose. Whilst uncertainty regarding 
the CoP aims and purpose caused some initial discom-
fort for (mainly lay) members, the iterative approach 
to the ‘learning journey’ enabled members, overtime, 
to make sense of the CoP itself, build relationships, 
co-produce decisions and gain a sense of trust and 
ownership over the project. CoP members needed 
to understand and make sense of the CoP to decide 
whether they want to take part and subsequently take 
action to make changes in practice.

The fluid and flexible approach towards the group aims 
and purpose was beneficial in enabling co-production 
and was also of value when responding to the context 
of covid-19. Current literature has alluded to the nega-
tive impact that covid-19 had on CoPs (described as a 
‘drawback’) [10]. In contrast, our study identified the CoP 
afforded opportunities to mobilise knowledge and prob-
lem-solve COVID-related issues arising in clinical prac-
tice. The creation of a safe space and trusted relationships 
enabled the group to discuss their original priorities. This 
was however set within the context of CoP members 
who were aligned in their vision to improve the quality 
of musculoskeletal care, which remained a priority in the 
local healthcare system.

A key strength to this study was the inclusion of lay, 
clinical, commissioning, and academic stakeholders to 

glean insight into a CoP from a broad range of perspec-
tives. Furthermore, to ensure the trustworthiness of this 
research, steps taken include double coding, along with 
the use of illustrative quotes and triangulating two data 
sources to support interpretations [54]. Conducting par-
ticipant observations online, a challenge presented by 
covid-19, had the potential to negatively impact on the 
richness of data collection and analysis. However, some 
participants did report feeling more confident to partici-
pate online and we believe that the combination of online 
and in-person observational data, supplemented by inter-
view data, gleaned valuable insights, and presented an 
authentic account of the CoP [55–57]. Likewise, an obvi-
ous drawback to the study is the Hawthorne effect (behav-
iour change as a result of being observed), however, similar 
to Mulhall (2002) we believe that it would be challenging 
for CoP members to maintain different behaviour over a 
sustained period of time, especially considering that CoP 
members were busy and focused during meetings [37].

A further strength to this study was the use of theory 
which enabled us to ask questions of our analysis in rela-
tion to the constructs of i-PARIHS. This advanced our 
interpretation of the data and led to our development 
of themes. This was also important for guiding our rec-
ommendations by enabling us to move beyond our ini-
tial insights to understand the broader significance and 
applicability of the phenomena under study. We used the 
lens of i-PARIHS due to its applicability as a conceptual 
framework to explore the actors and actions of KM yet 
recognise there is overlap with other theories which may 
have led to different interpretations.

Public contributors have influenced several important 
aspects of the study including the recommendations and 
study illustration to support meaningful KM. Feedback 
was provided by the researcher to public contributors to 
illustrate the impact of their input (supp material 3). The 
positive impact of public contributors to this study may 
be attributed to the fact that they had prior knowledge 
and experience of CoP methodology, KM, and/or imple-
mentation. Established relationships and supported ways 
of working facilitated high-quality involvement. We 
acknowledge the representativeness of public contribu-
tors as a limitation of this involvement and recognise the 
need for public contributors to represent the voices of 
diverse communities that CoPs seek to serve.

The researcher (LS) works within the IAU, however, steps 
were taken to mitigate any impact of this on the data and 
to help ensure reflexivity. For example, LS was not involved 
in the CoP organisation or delivery, and a reflexive audit 
trail from data collection, analysis and interpretation was 
recorded and discussed regularly with the study team. KF 
and ZP were not involved with the CoP. Their input focused 
on data analysis, recommendation development and KM. 
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This study was grounded within a single implementation 
project which has the potential to limit the transferability 
of findings. However, several participants described chal-
lenges encountered within the CoP and we believe the 
findings and recommendations are transferable to others 
considering the CoP approach in other contexts.

The roles of the study team within the CoP were consid-
ered reflexively during data collection and analysis. LS and 
ZP were not involved with the CoP organisation or contrib-
uting to meetings and therefore held several analysis meet-
ings to discuss data before meeting with the broader study 
team, including KS who facilitated the CoP meetings.

Many of the principles identified in this study are trans-
ferrable to CoPs in other clinical fields, e.g. public involve-
ment and the provision of infrastructure and support, yet 
there are areas where additional work in preparation may 
be needed such as CoPs with young people and under-
served communities. Many unanswered questions about 
the role of CoPs in healthcare implementation remain. 
Whilst this study did not seek to evaluate the effective-
ness of the CoP, data relating to impact and effective-
ness would have enabled a more in-depth exploration of 
the role of CoPs in implementation. It may be of value to 
explore what happens at the end of a CoP or when a CoP 
transitions, to identify any benefits or unintended conse-
quences to members. Furthermore, evaluation of the costs 
of CoPs is needed to better understand the value added by 
the approach. More broadly, research is needed to explore 
the practical application of online CoPs, engaging seldom 
heard voices in CoPs, and the role of international CoPs in 
optimising the uptake of innovations and best practice.

Conclusion
Using the lens of i-PARIHS, this study explored the use of a 
CoP as a KM strategy to implement best evidence in mus-
culoskeletal care and has generated recommendations to 
help establish and run a CoP in health service implemen-
tation. This study identified the importance of resource 
and infrastructure for the set-up and facilitation of a CoP 
and to support CoP members to develop more effective 
partnership working. By creating an environment that 
optimised knowledge creation and exchange, the CoP pro-
vided a mechanism for stakeholders to negotiate several 
types of knowledge and co-produce new knowledge (and 
solutions) to align with local priorities. A key feature of the 
CoP context was the provision of an equitable platform for 
participation for all members. It is important to support 
members to make sense of the CoP aims and purpose in 
a flexible way and to respond to contextual changes. CoPs 
offer a potential solution for many of the challenges faced 
in implementation, yet further work is needed to evaluate 
their costs, effectiveness, and pathways to impact.
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