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ABSTRACT
The shift in focus from dyadic interactions to many-to-many interactions is a crucial
aspect of Service Dominant Logic (SDL) in that it places great emphasis on
collaborative processes engaging multiple actors. Collaborative working is being
increasingly championed in the healthcare sector as the move from hierarchical to
network operational structures continues apace. The General Practitioner (GP)
federation model exemplifies one service network emergent in this sector. Empirical
understanding of these service networks is absent in extant literature. The aim of the
study is to critically analyse, through the lens of SDL, the GP federation service
network emerging within England’s primary healthcare sector. A multi-methods
qualitative research approach (participant observations, semi-structured interviews,
document analysis and netnographic data) is employed to examine four distinct GP
federations (service networks) operating in England.
Literature, and empirical data, explore the effectiveness of SDL in terms of enhancing
understanding of value co-creation in service networks. The transferability of
established principles of business and social networks to service networks. How
different structural elements and characteristics of service networks impact their
effectiveness of working at scale. And how examining service networks from a service
systems perspective that incorporates micro (individual GP practice), meso (the
structural operationalisation of the federation) and macro (wider ecosystem including
NHS and Government) levels uncover previously unrecognised opportunities and
barriers to effective healthcare performance.
Findings contribute to our understanding of SDL, illustrating the value of SDL as a
lens for examining the intricacies of a complex service network. They demonstrate
how perceived value changes over time and is a function of changes at macro, meso
and micro levels. They add agility and flexibility to characteristics of effective service
networks. They argue that not all models of collaborative working fully realise the
commonly proffered benefits attached to this model. A new collaborative network
model is proposed which includes sharing risk as a hitherto unrecognised potential
benefit of network working. Theoretical contributions include a retesting of SDL, an
application of existing network principles in a novel way, an extension to knowledge
linked to collaborative working at scale and a unique application of service concepts
and models to examine GP federations. Multiple contributions to the practical
implications of working at scale emerge, collectively of importance to future
healthcare policy.
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GLOSSARY OF KEY TERMS
Definitions given by researchers are often not uniform, therefore key and controversial
terms are defined below, in order to establish the position taken in this research. The
definitions are grouped relating to context, theory and method.

Key Terminology
Alliance

Clinical
Commissioning
Group (CCG)

Federation

NHS England

Primary Care
Network (PCN)

Definition
Context
“A union or association formed for mutual benefit” or “a
relationship based on similarity of interests, nature or
qualities” (General Practitioners Committee, 2013).
“CCGs are clinically led statutory NHS bodies responsible
for the planning and commissioning of healthcare services
for their local area. CCG members include GPs and other
clinicians, such as nurses and consultants. They are
responsible for about 60% of the NHS budget, commission
most secondary care services, and play a part in the
commissioning of GP services… CCGs can commission
any service provider that meets NHS standards and costs.
These can be NHS hospitals, social enterprises, charities or
private sector providers. However, they must be assured of
the quality of services they commission, taking into
account both National Institute for Health and Care
Excellence (NICE) guidelines and the Care Quality
Commission's (CQC) data about service providers. Both
NHS England and CCGs have a duty to involve their
patients, carers and the public in decisions about the
services they commission” (NHS, 2015(b)).
“An organisation or group within which smaller divisions
have some degree of internal autonomy” or “the action of
forming organisations into a single group with centralised
control” (General Practitioners Committee, 2013).
“A non-departmental public body of the Department of
Health; oversees the budget, planning, delivery and day-today operations of the NHS in England” (NHS England,
2014(b)).
“A primary care network consists of groups of general
practices working together with a range of local providers,
including across primary care, community services, social
care and the voluntary sector, to offer more personalised,
xiii

Primary Healthcare

Service Dominant
Logic (SDL)

Service Ecosystem

Services Marketing
Strategy

Service Network

Service System

coordinated health and social care to their local
populations. Networks would normally be based around
natural local communities typically serving populations of
at least 30,000 and not tending to exceed 50,000. They
should be small enough to maintain the traditional
strengths of general practice but at the same time large
enough to provide resilience and support the development
of integrated teams” (NHS England, 2019).
Primary healthcare provides the first point of contact in the
healthcare system. In the NHS, the main source of primary
healthcare is general practice. Primary healthcare is based
on caring for people rather than specific diseases. This
means that professionals working in primary care are
generalists, dealing with a broad range of physical,
psychological and social problems, rather than specialists
in any particular disease area.
Theory
“… a lens through which to look at social and economic
exchange phenomena so they can potentially be seen more
clearly” (Vargo and Lusch, 2008, p9). SDL positions the
relationship between the service provider and the consumer
as central to the social and economic processes involved
with marketing. SDL states that the application of
knowledge and skills is the fundamental unit of exchange
when it comes to providing services, and that customers
and other stakeholders can be worked with collaboratively
in order to foster change (Lusch, Vargo, and O’Brien,
2007).
“A relatively self-contained, self-adjusting system[s] of
resource-integrating actors connected by shared
institutional arrangements and mutual value creation
through service exchange” (Lusch and Vargo, 2014, p16).
A focus on delivering processes, experiences, and
intangibles to customers, rather than physical goods and
transactions. Instead of the traditional goods marketing
focus on transactions and exchange, services marketing
strategy is centred on the customer, usage, and
relationships (Vargo and Lusch, 2004).
“… a complex web of direct and indirect ties between
various participants, or actors, all delivering value either to
their immediate customer or the end consumer” (Basole
and Rouse, 2008, p55).
“… a configuration of people, technologies, organisations
and shared information, able to create and deliver value to
xiv

Value Co-Creation

Netnography

Participant
Observation
Semi-Structured
Interview
Thematic Analysis

providers, users and other interested entities, through
service” (Maglio and Spohrer, 2008, p18).
“… benefit realised from integration of resources through
activities and interactions with collaborators in the
customer’s service network” (McColl-Kennedy et al.,
2012, p370).
Methods
“A written account resulting from fieldwork studying the
cultures and communities that emerge from on-line,
computer mediated, or internet-based communications,
where both the field work and the textual account are
methodologically informed by the traditions and techniques
of cultural anthropology” (Kozinets, 1998, p366).
"The systematic description of events, behaviours, and
artefacts in the social setting chosen for study" (Marshall
and Rossman, 1989).
“One that contains structured and unstructured sections
with standardised and open type questions” (Walliman,
2010, p99).
“A method for identifying, analysing, and reporting
patterns (themes) within data. It minimally organises and
describes your data set in (rich) detail. However, it also
often goes further than this, and interprets various aspects
of the research topic” (Braun and Clarke, 2006).
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CHAPTER 1 - INTRODUCTION

1.1 BACKGROUND TO THE RESEARCH

The marketing landscape is changing. Service Dominant Logic (SDL) (Vargo and
Lusch, 2004; 2008; 2014) provided scholars with a new paradigm which shifted focus
from physical goods and tangible outputs to intangible resources and relationships
through which the co-creation of value is the central focus. Since its inception, SDL
has evolved to take a holistic view of the ways in which value is created through
exchange not solely from a dyadic perspective, but to one which recognises that value
is collaboratively co-created in networks (Vargo and Lusch, 2008). This shift in focus
from dyadic interactions to many-to-many interactions (Lusch, Vargo and Tanniru,
2010) is a crucial aspect of SDL insofar as it places great emphasis on collaborative
processes with various actors (partners, customers, employees) (Lusch, Vargo and
O’Brien, 2007). According to SDL, value co-creation occurs via relationships and
networks that “converge on value creation through a web of resource integration”
(Vargo and Akaka, 2008, p211).
While SDL always acknowledged the importance of networks in value creation, a
relatively recent addition to the SDL framework comprises a new axiom which focuses
on institutions and intuitional arrangements (Vargo and Lusch, 2016). This axiom was
added in recognition of the importance of specifying and articulating the mechanisms
of coordination and cooperation within networks in order to co-create value. The
inclusion of this axiom was timely because although the business network literature
provides a rich analysis of network properties, much of it is dated. Moreover, business
network literature tends to be based on the key assumption that organisations are
opportunity seeking and often operate in a network in order to gain critical knowledge
(Hohenthal, Johanson and Johanson, 2014). Hence, in much the same way as a goodsdominant perspective, business network literature takes an organisation-centric
viewpoint which focuses on outcomes. In contrast, SDL always puts the customer at
the heart of decision-making, with value uniquely determined solely by the beneficiary
(Vargo and Lusch, 2014).
1

Service network literature, on the other hand, does acknowledge the centrality of the
customer (Black and Gallan, 2015; Fleury, Grenier, Vallée, Aubé and Farand, 2017).
However, there are still significant knowledge gaps pertaining to service networks.
Indeed, research into the ways in which network collaborations can enhance customer
experiences is a key research priority (Ostrom, Parasuraman, Bowen, Patricio and
Voss, 2015). This call for research has at its heart a need to identify and analyse the
key drivers that influence how service is constructed and rendered. The call also
recognises the complexity of service networks that operate in service systems. Service
systems are multifaceted constellations of integrated resources connected to others at
micro, meso, and macro levels (Maglio and Spohrer, 2008). The new SDL axiom was
added due to a recognised gap in the form of “the absence of a clearly articulated
specification of the mechanisms of (often massive-scale) coordination and cooperation
involved in the co-creation of value through markets and, more broadly, in society”
(Vargo and Lusch, 2016, p5). In other words, a modern perspective on service
networks should recognise the micro (e.g. a single organisation), meso (e.g. network
structure) and macro (e.g. national government) levels which impact the network and
how it operates. However, this is a relatively new perspective that requires the merging
of several different bodies of knowledge, and is one which requires more research
(Baron, Warnaby and Hunter-Jones, 2014). Vargo and Lusch (2016, p7) assert that
SDL provides an overall theoretical framework which views value co-creation as
“resource-integrating, reciprocal-service providing actors co-creating value… through
their institutional arrangements”. By critically analysing, through the lens of SDL, the
institutional arrangements of a service network that operates at the micro, meso, and
macro level, this research responds to these calls and claims. That service network is
the GP Federation.
Just as marketing’s landscape is changing, so too is the healthcare landscape. Similar
to many public service organisations, a move from hierarchical towards network
operational structures continues apace (Gale, Dowswell, Greenfield and Marshall,
2017). The General Practice Forward View (NHS, 2014) visualised network
formations through a Multispecialty Community Provider (MCP) model. This model
enabled practices to remain in their current form, should GPs and patients wish, but
encouraged the option of using the strengths of ‘expert generalists’ (NHS, 2016)
including

consultants,

senior

nurses,

consultant

physicians,

geriatricians,
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paediatricians, and psychiatrists to work alongside community nurses, therapists,
pharmacists, psychologists, and social workers, to expand service delivery. The recent
publication of the NHS Long Term Plan (NHS, 2019) has adopted similar principles,
this time realised through a ‘Primary Care Network (PCN)’ terminology and
formation. Whilst both models are different in some respects, PCNs for instance are
focused specifically upon population health, whilst MCPs were much more openended, common to both approaches is a drive for primary care to deliver a wider range
of services through collaborative network working.
The rationale, formation, and development of these collaborative GP networks is
reasonably well documented (NHS, 2014; Rosen, Kumpunen, Curry, Davies,
Pettigrew and Kossarova, 2016; RCGP, 2013), and there is a slowly emerging
dialogue on how these structures might be realised at an operational level (Rosen et
al., 2016). However, there is a paucity of research detailing the experiences of those
involved in their delivery, a scarcity of empirical evidence to suggest that that such
models of collaborative working in primary healthcare are effective, and a lack of
comprehensive studies that critically evaluate the different forms of MCP and the ways
in which they do and do not co-create value. This is particularly problematic at a time
when their importance is escalating from the voluntary nature of MCP working (NHS,
2014), to mandatory, as is the case in the PCN model (NHS, 2019).

It is worth noting at this stage that this research was conducted as part of a CASE
studentship. Two industry partners worked alongside the researcher, primarily by
assisting in gaining access to research participants and providing industry insight. Both
industry partners were a part of the supervisory team and were executive officers at a
GP federation.
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1.2 AIM AND RESEARCH QUESTIONS

Given the situation outlined above,

this research aims to critically analyse, through the lens of SDL,
the GP Federation service network.

In so doing, it seeks to address the following research questions:

RQ1. How effective for service research is SDL in terms of enhancing understanding
of service networks and the ways in which they do and do not co-create value?

RQ2.

How useful are the established principles of business and social networks to
service networks? That is, which knowledge is transferrable and in what ways
do service networks require a unique perspective?

RQ3. How do different structural elements and characteristics of service networks
impact their effectiveness of working at scale?

RQ4. How does examining service networks from a service systems perspective that
incorporates

micro

(individual

GP

practice), meso

(the structural

operationalisation of the federation) and macro (wider ecosystem including
NHS and Government) levels uncover previously unrecognised opportunities
and barriers to effective performance?

Ultimately, the research finds that SDL is a useful lens through which to evaluate cocreation in service networks. By forcing us to concentrate on resource integration
rather than the more traditional performance measures, SDL spotlights unique
elements that enhance or diminish value creation opportunities. Results reveal a need
for new principles of effective networking in service that are attuned to the unique
nature of service and the ways in which a service network is operationalised within a
larger and complex service ecosystem.

4

1.3 JUSTIFICATION FOR THE RESEARCH

This research is justified on a number of theoretical and practical grounds, including
(1) the research gap pertaining to empirical SDL studies, (2) the knowledge gap in
terms of the characteristics that drive value creation in service networks, (3) the
importance of the healthcare sector, (4) the gaps in knowledge pertaining to healthcare
services, and (5) the need to test the rhetoric relating to models of collaborative
working in healthcare service systems. These reasons are now explained.
1.3.1 SDL and the Empirical Research Gap
SDL is “a lens through which to look at social and economic exchange phenomena so
they can potentially be seen more clearly” (Vargo and Lusch, 2008, p9). SDL positions
the relationship between the service provider and the consumer as central to the social
and economic processes involved with marketing. SDL states that the application of
knowledge and skills is the fundamental unit of exchange when it comes to providing
services, and that customers and other stakeholders can be worked with collaboratively
in order to foster change (Lusch, Vargo, and O’Brien, 2007). SDL can therefore be
applied to both business-to-consumer and business-to-business contexts.
Vargo and Lusch (2004; 2008; 2016) propose that SDL is underpinned by five key
axioms, shown in Table 1.1. Each of these axioms, along with the fundamental
premises, are discussed in more detail in Chapter 3.
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Key Axioms of SDL
Axiom 1

Service is the fundamental basis of exchange

Axiom 2

Value is co-created by multiple actors, always including the
beneficiary

Axiom 3

All social and economic actors are resource integrators

Axiom 4

Value is always uniquely and phenomenologically determined by the
beneficiary

Axiom 5

Value co-creation is coordinated through actor-generated institutions
and institutional arrangements

Table 1.1 – The Five Axioms of SDL (adapted from Vargo and Lusch, 2016, p8)

Since its inception (Vargo and Lusch, 2004), the body of SDL literature has grown at
a phenomenal pace. Great emphasis has been placed on refining and extending the
paradigm itself (Vargo and Lusch, 2006; 2008; 2016; 2017) and scrutinising its key
tenants such as value co-creation (Edvardsson, Tronvoll, and Gruber, 2011; Ford,
2011; Frow and Payne, 2011; Ramaswamy and Ozcan, 2018), operand and operant
resources (Alves et al., 2016; Baron, Patterson, Warnaby and Harris, 2010; Baron and
Warnaby, 2011; Edvardsson, Kleinaltenkamp, Tronvoll, McHugh and Windahl, 2014;
Vargo and Lusch, 2016), and resource integration (Caridà, Edvardsson and Colurcio,
2019;

Findsrud, Tronvoll and Edvardsson, 2018). However, much of the SDL

research is conceptual, and even aspects of this theoretical work are still in their
infancy. Recently, for example, Vargo and Lusch (2017, p50) noted that, “the
conceptual exploration of service ecosystems and institutions has just begun”. Lagging
further behind the conceptual research is a body of knowledge that empirically
examines the different facets of SDL. Consequently, there is a clear call for further
research to extend the field (Ostrom, Bitner, Brown, Burkhard, Goul, Smith-Daniels,
Demirkan and Rabinovich, 2010), with a particular emphasis on co-creation within
service systems and networks (Baron, Warnaby and Hunter-Jones, 2014; McCollKennedy, Snyder, Elg, Witell, Helkkula, Hogan and Anderson, 2017; Ostrom et al.,
2015).
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In sum, SDL has been heralded as providing the right perspective, vocabulary, and
assumptions to better understand service systems and networks in terms of their
configurations and modes of interaction (Maglio and Spohrer, 2008). However,
despite the recognised need for empirical evidence as essential to confirm or
disconfirm SDL’s key concepts in order to further develop the theory (Vargo and
Lusch, 2017), currently there is still a lack of empirical research that actually achieves
this. This research is therefore justified, is timely, and will make a contribution to
shape the field.
1.3.2 The Characteristics that Drive Value Creation in Service Networks
Service network structures (Basole and Rouse, 2008; Black and Gallan, 2015;
Gummesson, 2006), service network relationships (Basole and Rouse, 2008; Chandler
and Wieland, 2010) and interactions within (Ballantyne and Varey, 2006; Gounaris,
2005; Gummesson, 2006; Gummesson and Mele, 2010) are relatively well researched
and supported by a breadth of empirical data. Similarly, individual characteristics such
as leadership (Lewis, Baeza and Alexander, 2008; Kuziemsky and O'Sullivan, 2015)
and communication (Coiera, 2000; Kuziemsky and Varpio, 2010) have been
considered from a service network perspective. However, still in its infancy is a body
of work specific to the ways in which service networks co-create value. Black and
Gallan (2015) suggest several propositions pertaining to the structural and relationship
properties of networks from a value co-creation perspective, but no empirical evidence
is offered. Barile, Lusch, Reynoso, Saviano and Spohrer (2016) argue for the need for
service research to focus on systems, networks and ecosystems, but again there is no
empirical dimension to their study.
A rare piece of empirical research which focuses on the ways in which value is cocreated at micro, meso, and macro levels within the Portuguese healthcare ecosystem
(Beirão, Patrício and Fisk, 2017; Pinho, Beirão, Patrício and Fisk, 2014) does offer
some insight into the ways in which value is created through the sharing of information
from Electronic Health Records, but this study did not focus on service network
characteristics or their structural properties. Clearly, empirical research is needed
which identifies those characteristics that enable a service network to create value, and
indeed uncover those characteristics that act as barriers to value co-creation. Certainly,
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such a need is highlighted in previous conceptual studies (Barile et al., 2016; Frow
and Payne, 2011) and hence this research responds to an important call for research.
1.3.3 The Importance of the Healthcare Sector
The NHS employs over 1.5 million people, putting it in the top five of the world’s
largest workforces. The NHS in England is the biggest part of the overall ecosystem,
catering to a population of 55 million patients, and employing around 1.2 million
people (NHS, 2015). Of those 1.2 million people, around 130,000 work in primary
care (Palmer, 2019). The NHS therefore has great societal impact, with changes
effecting a large number of different stakeholders, including patients, employees,
policy makers and researchers.
England’s population has grown by 2.1 million since 2012, and has also continued to
age, but though many people are living longer they do so with long term health
conditions (Health Education England, 2017). Approximately 15 million people in
England have a long-term health condition for which there is currently no cure (Kings
Fund, 2013). Long-term health conditions now take up 70 per cent of the health service
budget (NHS, 2014) and approximately 50% of GP appointments (Kings Fund, 2013).
GPs are encouraged to provide care where possible, rather than dealing with such
chronic illnesses in hospitals. This means that general practices are now managing
patients with complex conditions, and GPs are required to be able to treat these
patients. Paradoxically, however, during the past decade the funding for acute care has
grown twice as fast as it has for primary care (www.england.nhs.uk, 2018). This means
identifying new ways of delivering primary healthcare that still create value for
patients and other stakeholders is paramount.
1.3.4 Knowledge Gaps Pertaining to Healthcare in Service Research
In the past, health research and service research tended to be distinct, with little overlap
and knowledge transfer (Berry and Bendapudi, 2007). More recently, a recognition of
the benefits of integrating healthcare research and service research has emerged (Black
and Gallan, 2015; McColl-Kennedy et al., 2017). Consequently, service research has
begun to address healthcare topics, and as would be expected in service research, this
body of emerging knowledge tends to spotlight the final consumer. Recent themes
include patient satisfaction and perceptions of healthcare service quality (Dagger,
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Sweeney and Johnson, 2007; Kennedy, Caselli and Berry, 2011), patient experiences
of healthcare services (Klaus and Maklan, 2013) and even forgiveness of catastrophic
service transgressions (Tsarenko, Strizhakova and Otnes, 2019). Some emphasis is
placed on co-production between the patient and the healthcare provider (Mustak,
Jaakkola, Halinen and Kaartemo, 2016; Spanjol, Cui, Nakata, Sharp, Crawford, Xiao
and Watson-Manheim, 2015), with other research spotlighting value co-creation, but
this too tends to be considered from a doctor to patient perspective (McColl-Kennedy,
Vargo, Dagger, Sweeney and van Kasteren, 2012; Merz, Czerwinski and Merz, 2013;
Sweeney, Danaher and McColl-Kennedy, 2015). There is also an emerging research
strand that focuses on the use of digital technology to enhance healthcare service
delivery (Chang and Shaw, 2013; Dey, Sinha and Thirumalai, 2013; Keeling, Laing
and De Ruyter, 2018; Yao, Zheng, and Fan, 2015). Finally, transformative service
research is enjoying a burgeoning body of knowledge pertaining to the ways in which
health services impact wellbeing and quality of life (Anderson, Nasr and Rayburn,
2017; Anderson, Ostrom and Bitner, 2011; Gallan et al., 2019; Ostrom et al., 2010;
Rosenbaum, Corus, Ostrom, Anderson, Fisk, Gallan, Giraldo, Mende, Mulder,
Rayburn, Shirahada and Williams, 2011).
Noteworthy for its relative absence, however, is a focus on the ways in which
healthcare services can provide value from a network perspective. If healthcare service
providers cannot, as the preceding sub-section discusses, meet the need to deliver
primary healthcare services in new ways, then ultimately there will be a failure to
create value to the final consumer and also to other stakeholders within the health
ecosystem. Consequently, there have recently been three major calls for research in
this specific sub-field. Black and Gallan (2015, p135) identify a network perspective
of health services as a key research priority, precisely identifying “service supply
networks or ecosystems (value constellations) and service coordination” as key
challenges in order to make integrated, people-centred health services a reality.
Second, Danaher and Gallan (2016) include the need to take a network perspective in
health service research. Finally, another major recent call (McColl-Kennedy et al.,
2017) also sets out an agenda for further service research into healthcare which
includes several key aspects of co-creation and the ways in which healthcare services
need to designed, specifically citing a major gap in research pertaining to “managing
co-creative practices…. How should healthcare organisations be re-designed to better
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support co-creative practice principles?” (p16). This research responds directly to
these calls.
1.3.5 The Need to Test the Rhetoric Relating to Models of Collaborative Working in
Healthcare Service Systems
In response to the original Five Year Forward View (NHS, 2014), where the idea of
collaborative working in primary care was first encouraged, the industry rhetoric
became littered with advice and toolkits to help support the development of MCP’s,
particularly GP federations (Imison, Williams, Smith and Dingwall, 2014). These
toolkits gave advice on topics such as legal formation, organisational formation and
the proposed benefits of federating. Numerous industry sources (Imison et al., 2014;
NHS England, 2016; RCGP, 2013) suggest that there are a range of advantages to GP
practices working collaboratively. These advantages are usually clustered into five
explicit benefits:
1. Sharing Resources
2. Sharing Skills and Expertise
3. Creating Economies of Scale
4. Developing a Shared Identity
5. Improving Patient Access

Whilst any or all of these five benefits can often be found in the industry literature,
what is absent is empirical evidence to support, or refute, them. In other words, it is
not known if collaborative service networks in healthcare have attained any or all of
these suggested benefits. Likewise, there is a lack of rigorous research around the ways
in which these, and any other, benefits can be achieved, and any barriers to attainment.
Examining these five benefits in order to analyse the ways in which they have and
have not been realised is a key aspect of this research in order to address the research
questions articulated in section 1.2.

10

1.4 COLLABORATIVE WORKING IN PRIMARY CARE: PAST, PRESENT
AND FUTURE

1.4.1 The Current Picture of Primary Care
Primary care in England is facing a range of pressures and forces at macro, meso and
micro levels. At the macro level, one of the biggest challenges facing the NHS is
demographic change. The population of England has continued to grow, and at a faster
pace than the rest of the UK (ONS, 2019). At the same time, England’s population is
ageing, with the proportion of people aged over 85 now 2.7 times greater than it was
fifty years ago. Likewise, the percentage of the population who live with chronic
health problems continues to increase, with long terms health conditions now
accounting for 70% of the total health and social care budget in England (Public Health
England, 2018).
However, GPs at the micro level are struggling to keep pace with these major macro
pressures. Since 2006, the share of NHS spending allocated to general practice fell
every year up until 2014/15. GP funding is highly complex and covers a wide range
of different components. Funding for some things, such as premises, has risen,
whereas funding for others, such as recruitment and out-of-hours service, fell in these
years (Baird, Charles, Honeyman, Maguire and Das, 2016). In comparison, for the
past decade funding for acute care has grown twice as fast as it has for primary care
(www.england.nhs.uk, 2018). As a result, relative to population size, the number of
GPs has fallen substantially for the first time since the 1960s (Palmer, 2019). Rising
workload, worsening morale, concerns around work life balance and the NHS pay cap
are contributing to doctors taking time out, or leaving the NHS all together (Bowles,
2018; www.bma.org.uk, 2018). It is thought staff numbers could continue to decrease
if not dealt with (Iacobucci, 2018). Reports suggest figures as high as 83% of GPs feel
workload issues have worsened since 2014 (Mahase, 2018).
1.4.2 Working Collaboratively to Achieve Scale Benefits
As part of the NHS Five Year Forward View (NHS, 2014), general practices were
encouraged to form new models of care, and work collaboratively, with a bigger
footprint, to improve care provisions (Hawkes, 2014). The idea of working
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collaboratively had originally been suggested in the general practice roadmap (RCGP,
2007). The Royal College of General Practitioners (RCGP) (2013) continued to share
this vision for general practice, with a key objective to achieve, by 2022, support for
“the organisational development of community-based practices, teams and networks
in order to encourage flexible models of care” (p7). The Five Year Forward View
(NHS, 2014, p4) suggested that England is too diverse for a “one size fits all” care
model. Instead local health communities were to be supported by the NHS national
leadership to choose from a small number of radical new care delivery options, and
then given the resources and support required to implement them.
The multi-speciality community provider (MCP) model was the new model of care
that was heralded to be the answer to many macro and micro pressures. This model
proposed to allow general practices to remain in their current form, where the GPs and
patients wish (NHS, 2014). However, practices also had the option to build on the
traditional foundations of general practice, using the strengths of ‘expert generalists’
to target services at registered patients with complex ongoing needs, such as the
elderly, or those with chronic conditions, and work much more intensively with these
patients. In order to deliver a wider range of services, the NHS proposed that it would
be possible for large groups of practices to work collaboratively, either in the form of
federations, networks or single organisations. Such MCPs would offer their patients a
wider range of services, for example, they may decide to employ consultants or take
them on as partners, bring in senior nurses, consultant physicians, geriatricians,
paediatricians and psychiatrists to work alongside community nurses, therapists,
pharmacists, psychologists, social workers, and other staff. While the NHS offered
little guidance in the ways these new collaborative working models should operate or
be structured, this situation kick-started the emergence of the GP Federation,
effectively starting a new working model at the meso level.
Despite complications, by 2017 approximately four fifths of English general practices,
or around 6,000 practices, were working as part of some sort of inter-practice
collaboration (de Castella, 2019). This is a substantial growth on earlier years when,
in 2009 for example, only around 300 general practices were working as part of a
network (Praities, 2009). However, it is not known how much impact these initiatives
(the Five Year Forward View and the General Practice Forward View) had on these
figures. Certainly, any transformational change to general practice was not apparent,
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according to the Progress Update published two years into the Five Year Forward
View (NHS England, 2018). Hence another macro level initiative in the form of the
Next Steps of the NHS Five Year Forward View (NHS, 2017), set out the plans for
transformation.
Next, in January 2019, the NHS Long Term Plan (NHS, 2019) was released. This Plan
proposes the ways in which the NHS will tackle the different pressures it faces over
the next ten years. The first aim of the new plan is to boost out-of-hospital care. By
April 2021, the whole of England will be served by integrated care systems (ICSs)
with key responsibilities placed on primary care networks (PCNs). PCNs are formed
by networks of GP practices serving footprints of 30-50,000 patients. Funding flows
and performance frameworks will be reformed to support both ICSs and PCNs
(Murray, 2019). Clearly, networking in primary care is more important today than ever
before.
1.4.3 The Next Phase: Primary Care Networks
The NHS Long Term Plan (NHS, 2019) suggests that the result of founding PCNs will
be, for the first time since the NHS formed, a fully integrated community-based
healthcare system. These networks will be supported by community hubs, through
ongoing training of multidisciplinary teams. The PCNs will be offered incentives to
hit targets for things such as shared saving schemes, reducing avoidable accident and
emergency attendances, and decreasing overmedication.
The concept of PCNs (NHS, 2019) differs from the initial collaborative working
concept given in 2014 (NHS, 2014). Direction regarding GP Federations was looser
in terms of size of patient footprint, location, services provided and network members.
In contrast, PCNs are broader in that they include pharmacists, hospitals, community
and mental health services, social care and voluntary services in local areas, with the
aim of providing more access and specialist services to patients. PCNs have a more
formal structure that that of GP federations and while practices are not mandated to
join a PCN, they will lose out on significant additional funding if they do not. These
networks will be required by 2021 to deliver a set of seven national service
specifications, such as supporting early cancer diagnosis and structured medication
reviews (Murray, 2019).
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This research has been conducted on the GP federation model of collaborative working
in the NHS. As primary care moves through another transition stage, this research is
timely because many of the principles applicable to service networks in the form of
GP federations will be applicable to PCNs. GP practices are facing the same pressures
that they were in 2014 and are still hoping to improve access, achieve economies of
scale, share skills, knowledge and resources, and create a shared identity (Murray,
2019).

1.5 CONTRIBUTIONS TO KNOWLEDGE

By utilising SDL as the lens through which to critically analyse GP federations, this
research uncovers new perspectives on service networks and in so doing makes several
contributions. These contributions take the form of (1) the implementation of a theory
in order to demonstrate how it can be applied in practice; (2) the transference and
application of existing principles in a novel way in order to reveal new perspectives;
(3) the extension of knowledge pertaining to collaborative working at scale; and (4)
the application of service concepts and models to examine GP federations in a unique
manner and thus uncover previously unidentified ways in which value is co-created in
a complex healthcare service system. Additionally, the research makes a contribution
to practice.
1.5.1 Theory Implementation
The application of SDL as a mind-set to drive all aspects of this research yielded
several achievements. It is more than 35 years since Hunt (1983, p9) posed the
question, “Is a general theory of marketing possible?” Vargo and Lusch (2017) argue
that SDL is beginning to move from the status of a lens or framework towards a general
theory of the market. However, as Hunt (1983) asserts, theories comprise meticulously
related sets of generalised principles that are empirically testable. SDL currently has
several sets of generalised principles in the form of foundational premises and core
axioms. As outlined in section 1.3.1, what is lacking from SDL is the empirical testing
of these generalised principles in order to move SDL from a framework to a theory.
This research empirically demonstrates how this mega theory in general, and several
14

of its key generalised principles in particular, are not only empirically testable but are
also extremely useful for examining the intricacies of a complex service network.
Responding to a clear call for more empirical research to apply SDL to practice (Baron
et al., 2014; McColl-Kennedy et al., 2017; Ostrom et al., 2015), the research therefore
demonstrates the application of one of the most influential paradigms for service
research.
The research demonstrates that SDL can be used practically as a lens through which
to critically analyse co-creation in service networks. Specifically, at the core of SDL
is the issue of how to apply operant resources in the form of collective skills,
knowledge and experience (Vargo and Lusch, 2017). At the core of this research, too,
is how service networks co-create value by examining actors, interaction, resources,
and integration; rather than utilising the more traditional performance measures such
as key performance indicators and metric outputs. By obliging us to concentrate on
resource integration rather than the more traditional performance output measures,
SDL spotlights unique elements that enhance or diminish value creation opportunities.
Explicitly, the research reveals that value is an evolving, unanchored concept; hence
perceived value changes over time in relation to changes at the macro, meso and micro
levels. The research identifies agility and flexibility as two previously unidentified yet
crucially important characteristics for actors operating in a complex service network.
This finding lends support for Maglio and Spohrer’s (2008) contention that when SDL
is utilised as the philosophical foundation, the service system can indeed be viewed as
its basic theoretical construct. As a result, new knowledge in the form of these new
characteristics has emerged.
1.5.2 Transference and Application of Existing Principles in a Novel Way
Taking a SDL lens and viewing GP federations from a service system perspective
necessitated examining the structural workings of service networks. However, as
section 1.3.2 illustrates, relatively little is known about the characteristics that drive
value creation in service networks (Barile et al., 2016; Black and Gallan, 2015).
Consequently, this research goes outside the literature relating specifically to service
networks and brings a unique perspective with the application of both business
network theory and social network theory. The synergistic benefits of SDL, service
systems, business network theory and even theory relating to social networks enabled
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a deep and rich insight into service networks. As a consequence, this research finds
that the density of a network (that is, the proportion of potential network ties that are
realised) does not always impact the interaction (communication) and resource
(knowledge) sharing capabilities of a service network. This is an important finding
that contradicts extant literature (Basole and Rouse, 2008) which previously
contended that high levels of network density was expedient in order to enable
resource integration and therefore value co-creation.
Alongside this, the research demonstrates that SDL’s service system perspective
(Maglio and Spohrer, 2008), with its macro, meso, and micro focus, ensures the
researcher takes a holistic perspective to examine the full service system in aggregate.
Results reveal a need for new principles of effective networking in service that are
attuned to the unique nature of service and the ways in which a service network is
operationalised within a larger and complex service ecosystem. The research uncovers
ways in which value co-creation occurs within multiple levels of interconnected
service systems which themselves may be part of multiple service networks. This
complex web of relationships and actor-generated institutions and institutional
arrangements is even more complex than previous literature suggests. Even relatively
recent research that creates an awareness of the need for enhancing the ways in which
service is researched, with a plea to focus on systems, networks, and ecosystems and
even offers a tri-level approach to reconceptualising the ways in which service is
conceptualised (Barile et al., 2016) falls short of acknowledging these levels of
complexity when service is researched empirically.
1.5.3 Extension to Knowledge Pertaining to Collaborative Working at Scale
Whilst insights into the benefits and challenges derived from collaborative working in
health do exist (Addicott and Ham, 2014; British Medical Association, 2015; Imison
et al., 2014; NHS England, 2016; RCGP, 2013), much is theoretical, underpinned by
a paucity of empirical testing. Collectively, five benefits which might be realised
through collaborative working are commonly proffered. Recall these five benefits are
(1) sharing resources, (2) sharing skills and expertise, (3) creating economies of scale,
(4) developing a shared identity, and (5) improving patient access. The need to test
this rhetoric is a key justification for this research.
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The research reveals that not all models of collaborative working fully realise these
benefits. Consequently, this research makes a contribution in the form of insights into
the ways in which often cited benefits – or value co-creation – is and is not realised
within a complex health ecosystem. A new collaborative network model is developed
from these empirical findings. This model extends the commonly discussed benefits
to include unrecognised potential benefits in the form of sharing risk.
1.5.4 The Application of Service Concepts and Models to Examine GP Federations
in a Unique Manner
In heralding SDL as the philosophical foundation for service science, Maglio and
Spohrer, (2008, p18) explain the service system as SDL’s “basic theoretical
construct”. There is no known previous service research study that examines the GP
federation as its basic theoretical construct in a piece of research into a complex
service network. In addition to uncovering previously unidentified perspectives
pertaining to network density and interaction, this unique perspective has enabled the
research to uncover new knowledge around two key axioms of SDL. First, in terms of
axiom 5 which asserts that value co-creation is coordinated through actor-generated
institutions and institutional arrangements (Vargo and Lusch, 2017, p47), new insights
into the ways in which collaborations cross system boundaries emerge. That is, the
complexity that is primary healthcare, traditionally used to working at the micro level,
has, due to macro level pressures, been forced to work collaboratively at the meso
level. The research therefore uncovers previously unidentified ways in which value is
co-created in a complex healthcare service system. The second axiom particularly
pertinent to this research is axiom 3, which asserts that all social and economic actors
are resource integrators. This research finds that when actors are unaware of their role
in the resource integration process, they can become isolated and, as a consequence,
become discouraged. As a consequence of this isolation, they can actually resist
working as part of the network, effectively attempting to refute their role as a resource
integrator.
1.5.5 Implications for Practice
From a practical perspective, this research is the most comprehensive known study
into GP federations and uncovers a wealth of knowledge pertaining to the barriers and
benefits of working collaboratively to achieve scale benefits. Its findings will be of
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practical use to those already working in a GP federation, those contemplating joining
a GP federation, and those who perhaps do not fully understand their expected role as
a resource integrator in the new primary care network. The research also has
implications for networks outside healthcare that are attempting to co-create value and
take a more holistic perspective to their role as part of a larger system.

1.6 OVERVIEW OF METHODOLOGY

Figure 1.1 provides an overview of the extensive range of data collection methods
used in this research.

Figure 1.1 – Data Collection Methods

As Figure 1.1 illustrates, a multi-method approach, using a range of qualitative
methods, was taken. Data collection encompassed 5 different methods over 4 different
stages:
Stage 1 comprised desk research to identify and collate information pertaining to the
GP federations operating in England. Prior to this activity, there was no definitive list
comprising the numbers and nature of such primary care networks in existence. The
collection was updated during the course of the research.
Stage 2 encompassed a pilot study of 19 semi-structured interviews with GPs (n=12)
and practice managers (n=7) who belonged to a GP federation. In addition to offering
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valuable insights into their perceptions of service networks, this data was used to
inform the second wave of semi-structured interviews (see figure 1.1). Additionally,
the data collected here enabled corroboration of themes that emerged from the other
data collection techniques employed.
Stage 3 entailed multi-methods:
(1) Document collection involved gathering documents relevant to the workings
of GP federations. These documents included monthly newsletters used as a
communications channel within GP federations, the agendas from federation
director’s meetings, itineraries and marketing materials at industry events, and
presentations given at those events.
(2) Participant observations (n=16) were conducted in GP surgeries and federation
events around the UK. Observed proceedings included board meetings,
training events, annual general meetings, and 3 observations conducted at large
national events focused on working collaboratively in primary care.
(3) Netnography. Netnographic data were collected from an online social network
designed and developed specifically for those working as part of one of the
federations under study. This part of the study gave unprecedented access to a
private networking site usually only accessible to those belonging to the
federation. This data also informed interview questions for stage 4.
Stage 4 consisted of semi-structured in-depth interviews (n=14) with GPs, nurses and
administrative staff from 12 different GP surgeries across England. During these
probing interviews, participants were encouraged to talk freely and discuss their
thoughts, feelings and experiences of working as part of a GP federation. This data is
used as the primary source of evidence for discussion and analysis in this thesis.

1.7 DELIMITATIONS OF SCOPE AND KEY ASSUMPTIONS

In setting boundaries and justifying the scope of this research, a number of
delimitations and assumptions were considered. The first delimitation is that the study
focuses solely on primary healthcare. Consequently, results may not be applicable to
other divisions of healthcare such as secondary care units. Second, the research was
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conducted within the NHS, and as such may not be applicable to private healthcare
providers. Third, the data collection processes spanned September 2016 to February
2018. Given the macro, meso and micro level forces that impact this sector, some
findings may not be generalisable into the distant future. Fourth, data were collected
within the NHS which is unique to the UK. Hence, findings may not be appropriate to
different healthcare models operating outside these parameters. Finally, the research
was conducted from a services marketing perspective and therefore researchers with a
different theoretical perspective may offer different views on the phenomenon under
study.

1.8 OUTLINE OF THE THESIS

This thesis comprises seven chapters. Chapter 1 has set the scene, starting with a
discussion of the background to the research, before the aims and research questions
were presented. The research was the justified on several theoretical and practical
grounds. Chapter 1 has also provided the context of the research by providing an
overview of the past, present, and future of collaborative service networks in primary
healthcare. Contributions to knowledge have been outlined, as have the multiple data
collection techniques employed. Finally, the delimitations of scope were
acknowledged.
The thesis contains two chapters that review key literature. Chapter 2 provides an
extensive review of the service network literatures, including service networks in
healthcare, as well as service systems, service ecosystems, and the key drivers of
collaborative working in primary healthcare. These issues are examined in relation to
business and social networks, in an attempt to provide a unique insight into the
workings of service networks. Chapter 3 focuses on value in service networks. The
chapter begins with an in-depth evaluation of SDL as a lens through which service
networks can be examined, and incudes critical discussions pertaining to value cocreation, resources, resource integration and innovation all contribute to an analysis of
the ways in which different network actors and resources can co-create value, while
the barriers to co-creation are also scrutinised.
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Chapter 4 evaluates the methodology employed, and begins with a consideration of
the interpretivist philosophical approach taken. The chapter then explains and
evaluates the different and extensive data collection methods used to collect rich and
unique insights into the GP federation service network. This chapter also details the
sampling methods and ethical considerations that underpinned data collection.
Chapter 5 presents the research results. It begins by profiling the four GP federations
studied in-depth, making comparisons between them. The analysis is structured
around a framework comprising the characteristics that make an effective GP
federation, identifying communication, leadership, willingness, isolation, inclusion,
flexibility, adding value, knowledge and expertise as key themes. Benefits, or ways in
which value co-creation is achieved within a GP federation, are then presented and
analysed.
Chapter 6 discusses the results in relation to the extant literature. It is presented around
three sub-sections. First, the effectiveness of SDL in enhancing understanding of
service networks is examined (RQ1). Next the chapter moves into analysing the
transferability of business and social network principles to service networks (RQ2),
questioning also the effectiveness of service network characteristics when it comes to
working at scale (RQ3). Finally, attention is paid to better understanding the nuances
of collaborative working as evidenced within a GP federation model. In particular
whether or not this model has the capacity to co-create value, and how, is questioned
(RQ4). The ways in which oft-cited benefits – or value co-creation – is and is not
realised within a complex health ecosystem are analysed and a new collaborative
network model is presented.
Finally, Chapter 7 details the conclusions and discusses the implications of the
research. Here the contributions to both the body of knowledge and the healthcare
sector in the UK are evaluated, and recommendations and implications of the work are
presented.
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1.9 CHAPTER SUMMARY

This chapter has set the scene, starting with a discussion of the background to the
research. Here the importance of SDL as a new paradigm was outlined, and, due to the
introduction of the new axiom which was added in recognition of the significance of
multi-dimensional networks and the ways in which they co-create value, it was
proffered that SDL may be a useful lens through which to analyse a service network
in the form of a GP federation. Because of the current transformation within the NHS
towards primary care networks, the study of service networks in healthcare is timely
and important, particularly in light of lack of available empirical evidence into the
ways in which such networks may develop value co-creation. On this basis, the chapter
then articulated the main aim of the research, which is to critically analyse, through
the lens of SDL, the GP Federation service network. Four specific research questions
that underpin this overall aim were then presented.
The chapter then proceeded to justify the research on several bases, including the need
for more empirical research into SDL, a knowledge gap pertaining to the
characteristics that drive value creation in service networks, the importance of the
healthcare sector and related gaps in service research related to it, and the need to test
the rhetoric around collaborative working in healthcare service systems. In order to
put the research into context, an overview of the past, present, and future of
collaborative working in primary care was then presented.
Next, the contributions to knowledge were discussed. These contributions include (1)
a demonstration of the ways in which SDL can be used practically as a lens through
which to critically analyse co-creation in service networks; (2) the novel transference
and application of existing theories pertaining to business and social networks to
service networks; (3) an extension to knowledge pertaining to collaborative working
at scale, including a new model; and (4) the application of service concepts and models
to examine GP federations in a unique manner in order to uncover previously
unidentified ways in which value is co-created in a complex healthcare service system.
It was then noted that the results provide a wealth of practical implications for primary
care service networks.
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The chapter then gave an overview of the extensive range of data collection methods
utilised. These include desk research to identify the number and nature of GP
federations in the country, two phases of semi-structured interviews with a range of
key stakeholders, document collection, observations, and a netnography comprising
unprecedented data.
The delimitations of the research were then outlined. Specifically, the research focuses
solely on primary healthcare within the NHS, collected at a specific point in time.
Hence, it was acknowledged that the results may not be applicable to other parts of the
health service, or to other countries, or to the distant future.
Finally, an outline of the thesis was presented, where it was explained that the thesis
comprises seven chapters: in addition to the introduction, the thesis contains two
chapters reviewing relevant literature, one on the methodology and methods
employed, one which presents the results and another that discusses these results,
before the final concluding chapter wraps the research up with a discussion of its
implications for both research and practice. It is to the first of the two chapters which
review the relevant literature that we now turn.
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CHAPTER 2 - SERVICE NETWORKS IN PRIMARY
HEALTHCARE

2.1 INTRODUCTION

This chapter analyses the academic literature surrounding service systems; service
networks and service ecosystems. It questions the relationships that exist between
service systems within networks, and how characteristics of these relationships and
the network as a whole, can determine the effectiveness of the service network. The
service network under review is the GP Federation. The chapter begins by establishing
the research priorities in services marketing research at this present time. These
priorities highlight the importance of healthcare research, and the significance of
developing service networks. It is here that the gap within the body of literature is
identified.
The literature review then moves on to consider service systems, service networks and
service ecosystems, analysing each of these concepts and placing them in the context
of primary healthcare. The move towards working collaboratively within such
networks for general practices in England is then evaluated, before critically analysing
the literature regarding collaborative working models in healthcare as a whole.
Attention then turns to social network and business network theory, in order to
evaluate how useful the established principles of business and social networks are to
service networks, identifying which knowledge is transferable and the ways in which
service networks require a unique perspective. The structural properties, interaction
and relationships and their impact on the effectiveness of service networks is
considered. Finally, the characteristics that help in establishing effective service
networks are then identified and applied to the context of healthcare.
Chapter 3 then goes on to evaluate how service networks and models of collaborative
working can assist in the creation of value.
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2.2 SERVICE NETWORKS AS A RESEARCH PRIORITY

The sub-discipline of services marketing has a history spanning over 40 years (Baron,
Warnaby and Hunter-Jones, 2014; Berry and Parasuraman, 1993; Fisk, Brown and
Bitner, 1993), although, the subject is one which has undergone gradual change.
Baron, Warnaby and Hunter-Jones (2014) conducted a systematic literature review on
services marketing, identifying four key phases of development since the subdiscipline emerged. Phase 1 (pre-1988) was labelled as the development of ideas for
the marketing of services. The phase involved the conceptualisation of services
marketing, and laying the foundations, by defining concepts such as service quality,
service design and customer satisfaction. Phase 2 (1988-1997) involved the creation
of the sub-discipline of services marketing, and saw the emergence of the subdiscipline, and the development of boundaries. This phase involved using empirical
investigation to develop reliable measures of the services marketing constructs. Phase
3, (1998–2003) saw attention placed on the customer experience and the changing role
of the consumer. This period saw the expansion of the sub-discipline, and the
acknowledgement of technology and e-services.
Phase 4, (post-2004) is the period during which the literature showed that the
distinctions between general marketing and services marketing are becoming less
blatant, and the idea of a service dominant logic started to emerge. The development
of SDL (Vargo and Lusch, 2004) marked the beginning of phase 4, and will “form a
foundation for future service research” (Baron et al., 2014, p157), as SDL offers
alternative view in that services are not seen to have meaningful differences to tangible
goods, widening the sub-discipline of services marketing further. SDL is also seen as
a unifying theory of marketing, as it can be applied to both goods and services, and
business-to-business and business-to-consumer marketing (Baron et al., 2014). During
this phase, three interrelated research themes emerged: SDL of marketing; technology
and service and transformative service research (TSR).
Based on the review of the services marketing literature, Baron et al. (2014) outlined
three trends for the future of services marketing research: research on service in a
changing context; research responding to consumer trends and research responding to
academic schools of thought. This research responds to academic schools of thought,
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by providing further insight into the foundational premises of SDL, considering value
co-creation from a network perspective, rather than supplier–customer dyad focus
(Frow and Payne, 2011; Vargo, 2011) and focusing on resource integration in service
systems and networks (Baron and Harris, 2008). Baron et al. (2014) propose a
potential phase 5 of service research, focusing on the development of areas including:
the foundational premises of the SDL and empirical support for the SDL, especially
in conjunction with practitioners.
This section of the literature review will identify the ways in which services marketing
research is currently, at the time of writing this thesis, progressing, recognising the
importance of advancing knowledge on services systems and value in healthcare.
2.2.1 Service Networks as a Services Marketing Research Priority
Ostrom et al. (2010), set out to identify a set of global research priorities for services
marketing. A list of ten key research priorities was established, that included
enhancing the service experience through co-creation and improving well-being
through transformative service. The changes in the service domain, and the growing
interest in the field led Ostrom et al. (2015) to re-evaluate the service research
priorities originally set out in the Ostrom et al. (2010) paper. The aim of the research
conducted in 2015 was to identify a set of priority topics and subtopics worth studying
to advance theory and benefit consumers, practitioners, organisations and society and
to assess service researcher’s perceptions of the importance of the field’s current
knowledge about the topics. The final goal of the research was to aid the global and
interdisciplinary perspectives of service researchers in order to establish critical
research challenges and opportunities, in order to help strengthen the field and its
impact in the future (Ostrom et al., 2015).
Twelve new service research priorities were suggested, including developing service
networks and systems and understanding value creation. These two areas of significant
importance are dealt with in this thesis. The rapidly changing nature of the service
environment, along with the engaged global service research community, show that
there is great opportunity to illustrate important services marketing topics that are
worthy of research (Ostrom et al., 2015), and further knowledge in this field.
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2.2.2 Healthcare as a Services Marketing Research Priority
Healthcare is an enormously expensive, highly complex and universally used service
that significantly affects economies worldwide, as well as directly affecting
individuals’ quality of life. Therefore, research on health and wellbeing is encouraged
by both service researchers and policy makers (Berry and Bendapudi, 2007), with the
impact of service on well-being being emphasised as a global research priority for the
next decade (Ostrom et al., 2010). This research therefore responds to these calls for
further research into the complex and challenging field of healthcare.
The services marketing literature has begun to pay increasing attention to studying
healthcare contexts. In the past, there has been minimal sharing of knowledge between
healthcare and services research, however, there is a lot to be gained from integrating
findings from these two bodies of literature (McColl-Kennedy et al., 2017). In the
services marketing literature studies in the context of healthcare have placed focus
upon topics such as patient satisfaction and service quality, and the field of TSR is
placing emphasis on consumer well-being (Anderson et al., 2011; Ostrom et al., 2010;
Rosenbaum et al., 2011). There are however, still numerous issues to be addressed
related to health services and the health service system as a whole (Berry and
Bendapudi, 2007). McColl-Kennedy et al. (2017) however, highlights that there is a
need to understand the changing role of the health consumer and the collaboration
between the patient and the care provider and other actors within the healthcare
ecosystem. Some scholars have applied the ideas of value co-creation to healthcare
research (McColl-Kennedy et al., 2012; Sweeney et al., 2015; Merz et al., 2013),
however, this is considered from a doctor to patient point of view, and little attention
has been paid to how value can be co-created by different actors within a healthcare
network.
McColl-Kennedy et al. (2017, p16) set out an agenda for healthcare services research
and highlighted seven key areas for investigation. These are: “managing co-creative
practices; better understanding of roles during value co-creation; co-production
models for innovation and development; the effects of changing healthcare customer
roles; dysfunctional healthcare customer behaviour; use of technology to enhance the
healthcare experience; and conditions underlying negative services”. Three out of
these seven key areas place emphasis on co-creation and co-production, with one key

27

area identifying the importance of co-production models for innovation and
development. This research fills this gap in the literature that has been recognised by
McColl-Kennedy et al. (2017), by advancing knowledge on how innovative models of
collaborative working in primary healthcare, such as GP federations, can enable the
co-production, or co-creation, of value.
Danaher and Gallan (2016) also developed a list of future services research topics for
the healthcare industry. This list included topics such as: a network perspective of
health services; organisational and employee perspectives; technological advances and
service delivery; and the transformative potential of health services. The topic
surrounding a network perspective of health services emphasised the importance of
studying: different levels of a service system; service supply networks and service coordination; and the co-ordination required to address patients’ needs and expectations.
The topics suggested by Danaher and Gallan (2016), therefore highlight the need to
investigate how healthcare service systems and networks operate in order to provide
services for patients.
Table 2.1 provides a summary of the calls from the services marketing literature that
this thesis responds to:

Author
Ostrom et al. (2010)
Baron et al. (2014)
Ostrom et al. (2015)
Berry and Bendapudi (2007)
McColl-Kennedy et al. (2017)

Danaher and Gallan (2016)

Call for Advancement of Knowledge
Enhancing service experience through cocreation
Enhancing academic SDL research in relation to
service systems
Developing service networks and systems
Understanding value creation
Complex and challenging field of healthcare
Managing co-creative practices
Better understanding of roles during value cocreation
Co-production models for innovation and
development
A network perspective of health services

Table 2.1 – Calls for Advancement of Knowledge
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2.3 SERVICE SYSTEMS, NETWORKS AND ECOSYSTEMS

In order to advance knowledge on the effective establishment of GP federations and
further understanding of how ultimately service systems can work collaboratively to
form services networks that are capable of creating value, we must first evaluate how
such networks form, operate and interact. This sub-section begins by identifying what
service systems, networks and ecosystems are, differentiating each one, applying this
to primary healthcare and giving the rationale for the move towards such models in
primary healthcare in England Focus is then placed upon the structural properties,
relationships and interaction within these networks, in order to identify the
characteristics, such as trust and leadership, that can lead a federation to form and
operate effectively, in order to create value (see Chapter 3).
2.3.1 Distinguishing Between Service Systems, Networks and Ecosystems
The literature surrounding services has moved beyond dyadic, business-to-consumer
interactions, with focus now being placed on networks of interacting businesses,
customer, citizens and governments (Barile et al., 2016). The greatest shift in this field
has been towards an emphasis on social and systems perspectives (Wilden, Akaka,
Karpen and Hohberger, 2017), which coincides with recent research on service
ecosystems (Barile et al., 2016; Lusch et al., 2010; Lusch and Vargo, 2014; Vargo and
Lusch, 2011; Vargo and Akaka, 2012; Vargo and Lusch, 2016; Mars, Bronstein and
Lusch, 2012). Figure 2.1, developed for the purposes of this thesis, provides an
overview of how GP federations are positioned within the wider healthcare ecosystem
and how general practices, as service systems, work collaboratively to form a service
network. Each of these terms will be critically evaluated in more detail in the subsections that follow.
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Figure 2.1 – GP Federations as Service Networks (Sinton, 2019)

2.3.1.1 Service Systems
The term service system has been given numerous different definitions within the
services marketing literature. There is however, a great deal of consensus as to what a
service system comprises and the definitions in the literature incorporate the
importance of resources and the ways in which relationships between individual actors
within the service system lead to the co-creation of value (Maglio and Spohrer, 2008;
Spohrer, Maglio, Bailey and Gruhl, 2007; Maglio, Vargo, Caswell and Spohrer, 2009;
Vargo and Akaka, 2009). Service systems are “evolutionary, complex adaptive
systems with emergent properties” (Maglio et al., 2009, p405). Mele and Polese (2011)
state that there are four key dimensions of a service system; customers; people;
information and technology. All resources that are used, or integrated, to co-create
value fit in to one of these dimensions. Co-creation of value is a key behaviour of a
service system (Maglio et al., 2009), that can ultimately lead to service innovation
(Wilden et al., 2017). For this reason, SDL is recognised as a potential theoretical
foundation for service systems (Maglio and Spohrer, 2008). See Chapter 3 for more
on SDL and value co-creation.
Taking a service system perspective assists practitioners and academics alike, in
breaking down elements, such as actors, resources and relationships, into meaningful
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and useful conceptual and managerial structures (Wilden et al., 2017). A systems
approach allows for a more dynamic view of the phenomena in question, as it is
possible to observe how the system operates in context, beyond the structural
boundaries (Barile et al., 2016).
For any service system survival is its primary purpose, and its ability to survive
depends on the service system’s ability to adapt to a changing environment, by
identifying the role it can play in each context and serving a specific need. This allows
the service system to satisfy other service systems, such as customer, suppliers and
other stakeholders, therefore, it is necessary a service system is able to identify other
relevant service systems and the influence they can exert on the focal system (Barile
et al., 2016). It is by working with these other service systems that a service network
is formed.
As shown in Figure 2.1, in the context of this research, general practices are service
systems. General practices comprise of actors, such as general practitioners, nurses,
administrative staff and patients, whom form relationships, and work together to cocreate value. For example, a patient may explain to a doctor their symptoms, and the
doctor will diagnose the problem and prescribe medication to treat this problem.
Together they have co-created value. General practices work with other general
practices to form a service network.
2.3.1.2 Service Networks
The study of networks is the subject of increasing attention within the marketing
literature (Basole and Rouse, 2008). In the various definitions, attention is taken away
from the individual relationships in service systems and is placed on unitary systems.
The individuals working together within a service system are now seen as a unit. The
network may have more than one aim, and may co-create value in more than one way,
with those external to the service system. The network provides value to a wider set
of stakeholders than that of a service system (Barile et al., 2016; Basole and Rouse,
2008; Mele and Polese, 2011).
The idea of organisations operating within networks is based on the premise that firms
do not simply operate in dyadic relationships, but are in fact embedded in complex
systems, that are made up of numerous interorganisational relationships (Basole and
Rouse, 2008). Therefore, simply addressing an organisations relationship with a
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customer, or supplier, for example, will not enable an understanding of how
individuals, markets and societies behave (Gummesson and Mele, 2010). However,
service networks are not simply made up of such relationships. Service networks are
created to function as a unitary system, which include actors who have different aims,
interest and values. Therefore, if service networks are not managed effectively
different service systems will work towards different goals, making the service
network fragmented (Barile et al., 2016).
Service networks are the unit of analysis for the purposes of this thesis. A GP
federation, which is made up of general practices (service systems) who work together,
is a service network (see Figure 2.1). A GP federation has more than one aim and cocreates value in numerous different ways. The federation also works with those outside
of the network to co-create this value. For example, the federation may work with a
local hospital to develop ways of improving services in the area. A GP federation
provides value to a wide set of stakeholders, such as the local community, the Clinical
Commissioning Group (CCG), members of staff and social services.
2.3.1.3 Service Ecosystems
The literature surrounding service ecosystems has also grown considerably over the
last few years (see for instance Barile et al., 2016; Lusch and Vargo, 2014; Vargo and
Lusch, 2011; Vargo and Akaka, 2012; Vargo and Lusch, 2016; Mars et al., 2012) and
has been highlighted as a key priority in service research (Ostrom et al., 2015). The
literature provides a number of different definitions, mostly based around the
definition given by Lusch and Vargo (2014). Service networks, which are made up of
individual actors working within a service system, are integrated to become one
institution, known as a service ecosystem. Service exchange, as well as value cocreation, occurs within an ecosystem (Mars et al., 2012; Lusch and Vargo, 2014;
Vargo and Lusch, 2011; Vargo and Akaka, 2012; Vargo and Lusch, 2016). Lusch and
Vargo (2014) state that an ecosystem is self-contained and operates as an isolated
entity, however, this thesis questions this, proposing that in fact different ecosystems
operate in tandem with one another. For example, the healthcare ecosystem operates
alongside the education ecosystem, with these two ecosystems making exchanges.
Ecosystems therefore not closed systems, and they are impacted by the wider macro
environment, for example, changes in legislation and technology.
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The term ‘ecosystem’ was originally lent from the biological literature, to mean
“communities of organisms interacting, over time and space, with other organisms and
other elements in the system. The interactions result in interdependence, necessary for
joint adaptability and also serve a source of the dynamism and emergence in the
system” (Lusch, Vargo and Gustafsson, 2016, p2958). Markets and economies are
similar in that they emerge and go through changes over time.
All human actors and the organisations that they create and operate are becoming
increasingly connected, leading to mass collaboration, co-creation and the
development of service ecosystems. This is thought to be as a result of the growth in
information technology and the rise of the internet (Mars et al., 2012). Lusch et al.
(2016) state that economies, for example, the healthcare economy, are not best
represented as “industries” or “markets”, in which they are defined by their output.
Instead, they are better represented as service ecosystems, through which the market
is created and shaped. It is possible for these ecosystems to bridge multiple industries
and markets, which leads to evolving ecosystems.
GP federations operate within the healthcare ecosystem (see Figure 2.1). These service
networks are integrated to become one institution, in this case, the healthcare
ecosystem. The healthcare ecosystem operates across multiple industries and markets,
and involves a vast range of different stakeholders, such as the government,
pharmaceutical companies and universities.
Table 2.2 summarises the factors that distinguish service system, service networks and
service ecosystems based on the definitions of each term given in the literature. There
are a number of key distinctions to be drawn from this. Firstly, when considering
relationships, service systems focus on relationships between individual actors;
service networks consider relationships between different units, or organisations; and
service ecosystems place emphasis on relationships between institutions. When
considering value, service networks deliver value through a particular service; service
networks co-create value, often in more than one way, with those outside the network;
and service ecosystems exchange services as well as co-creating value with those
within the ecosystem in which they operate.
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Service System

Service Network

Service
Ecosystem

Distinguishing Factors
-Focus is placed on the relationships between individual actors
and how these relationships co-create value.
-Actors within the service system work towards the aim of
delivering value through the service that they provide.
-Attention is taken away from the individual relationships, and
placed on unitary systems. The individuals working together
within a service system are now seen as a unit.
-The network may have more than one aim, and may co-create
value in more than one way, with those external to the service
system. The network provides value to a wider set of
stakeholders.
-The service networks, which are made up of individual actors
working within a service system, are integrated to become one
institution.
-Service exchange as well as value co-creation occurs within
the ecosystem.
-An ecosystem is relatively self-contained

Table 2.2 – Summary of Distinguishing Factors between Service Systems, Networks
and Ecosystems

Barile et al. (2016) developed the model shown in Figure 2.2, to help distinguish
between service systems, service networks and service ecosystems and to show how
these different entities work together as part of a wider service ecosystem. This model
can be applied to GP federations. General practices are examples of a service system,
federations are an example of a service network, and the healthcare industry is an
ecosystem.
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Figure 2.2 – Service Systems, Networks and Ecosystems (Barile et al., 2016)

Figure 2.2 (Barile et al., 2016) shows that service systems are the lowest level of the
structure, and that such service systems are complex, and have dynamic configurations
of resources. These service systems may work together and collaborate to form part
of a networked service system, and ultimately the ecosystem. For example, single GP
practices are service systems, which operate together to form GP federations, which
are service networks. These GP federations then work within the wider primary
healthcare ecosystem. The networked service systems are said to evolve through
technology, knowledge and culture, and integrate to become part of the service
ecosystem. Ecosystems are self-adjusting and resource integrating institutions that are
relatively self-contained, in that the resources that are integrated come from within the
system. Service ecosystems help to advance networked service systems, and
networked service systems open up new opportunities for service systems to form.
The model is cyclical in that each part of the structure is linked both up and down the
chain, to the larger and smaller parts of the structure.
The model overlooks how value is co-created at a service system and networked
service system level. Although value is co-created at a larger scale in an ecosystem,
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actors still work to co-create value at the service system and networked service system
level. Additionally, the model does not consider the ways in which service systems
evolve. The model shows that networked service systems evolve through technology,
knowledge and culture to integrate and become service ecosystems, however, service
systems also evolve as a result of technology, culture and knowledge to form
networked service systems. Service systems too are shaped by the wider environment
(Briscoe, Keränen and Parry, 2012), therefore, an unbound approach must be taken
when analysing them as part of the bigger picture.
The model also fails to take into consideration alternative theoretical perspectives, and
could be enriched with empirical investigations. However, the research in hand aims
to do so, by applying the model to the primary healthcare sector (as an ecosystem), by
looking at how service systems are working collaboratively to form service networks,
in the form of GP federations. The model also uses the term ‘networked service
systems’, however, given that much of the literature refers to such as ‘service
networks’ (see for instance Barile et al. 2016; Leek and Canning, 2011; Ramos,
Roseira, Brito, Henneberg, and Naudé, 2013; Tax, McCutcheon and Wilkinson, 2013;
Tzannis, 2013; Verleye, Jaakkola, Hodgkinson, Jun, Odekerken-Schröder and Quist,
2017), this term will be used for the purposes of this research.

2.4 UNDERSTANDING NETWORKS

The literature surrounding social networks (Granovetter, 1973; 1983; Lin, 1999; van
den Bulte and Wuyts, 2007) and business networks (Anderson et al., 1994; Hansen,
1999; Uzzi, 1996) provide in depth analysis of the structural properties of networks.
Although these areas of the literature are somewhat dated in places, this body of
knowledge provides a seminal and fundamental insight into the structure of these
networks that the service network literature does not. Several different types of
networks, including business networks and social networks, can exist simultaneously
as different parts of a business network, therefore these networks are related to one
another, which should be considered when analysing such networks (Halinen and
Törnroos, 1998). Therefore, this subsection begins by exploring the social network
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and business network theory, in order to evaluate how useful the established principles
of business and social networks are to service networks, identifying which knowledge
is transferable and the ways in which service networks require a unique perspective.
By integrating and shaping the knowledge from business networks and social
networks, a new way of looking at service networks is developed, contributing to the
service network literature, by demonstrating how the structural properties of service
networks, such as strength of ties, network centrality and network size, impact the
effectiveness of a service network in co-creating value.
The literature relating to service networks in particular provides an alternative
perspective to social and business network theory, by examining the relationships
within a network and the interactions that take place within these relationships (Basole
and Rouse, 2008; Black and Gallan, 2015; Gummesson and Mele, 2010). This
literature will also be evaluated in establish the ways in which service network require
a perspective that is unique from the approach taken to social and business networks.

Network Type
Social Network

Definition
A set of nodes (social actors such as individuals, groups or
organisations) and ties representing some relationship or
absence of relationship among actors (Brass and Krackhardt,
2012).
Business Network Relationships between businesses that form an aggregated
structure (Snehota and Hakansson, 1995).
Service Network
A unitary system that creates value (Barile et al., 2016; Basole
and Rouse, 2008; Mele and Polese, 2011).

Table 2.3 – Distinguishing Between Social Networks, Business Networks and Service
Networks

Table 2.3 provides an overview of social networks, business networks and service
networks, distinguishing between each. All of these types of network consist of
relationships between actors and these actors integrate resources for mutual benefit,
therefore, this thesis questions whether the same principals can be applied to all types
of network. What however is apparent, is that social network and business network
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theory view networks from the perspective of the business, considering how the
structure of the network impacts outputs, whereas the service network literature
focuses on how value can be co-created with the consumer of this value.
2.4.1 Principles of Social Network Theory
A social network is a set of nodes, or actors, and ties that represent a relationship of
lack of relationship between the actors. Dyadic relationships are seen as the basic
components of a social network, although the focus extends beyond these dyads to
consider the structure of these relationships and the attributes and behaviours of the
actors within the network. The pattern of an actor’s relationships within the network
defines the actor’s position in the social structure. Actors can be connected on the basis
of similarities, social relations, interactions or flows (Brass and Krackhardt, 2012).
The ties between actors in a social network are key sources of benefits for individuals,
providing information, support and status (Marineau, Labianca, Brass, Borgatti and
Vecchi, 2018). The network itself however, exists independently of these actors, and
is simply a structure through which resources flow (Podolny, 2001).
In seminal work by Granovetter (1973), that has informed the subsequent body of
literature, the spread of information through a social network was studied. The bonds
in a network can either be weak or strong, as a result of time spent, emotional intensity,
intimacy, and reciprocal services rendered. The strength of these bonds affects
information sharing activities and information-based macro phenomena such as
diffusion, social mobility, political organisations, or social cohesion. The strength of
a bond also impacts the embeddedness that links together both sociological and
economic aspects of all relationships. When an organisation draws on a relationship
that is already embedded in the network, also known as a strong tie, the pattern of
future relationships produces networks, whereas when organisations keep bonds at a
distance, the pattern of future relationships, or exchange, produces market like
structures. Brashears and Quintane (2018) update Granovetter’s (1973) work,
identifying two dimensions of tie strength: capacity, the ability of a tie to transfer
information within the social network; and frequency, the inverse of the average length
of time between uses of a tie. In order to understand the transmission of information
between ties, Brashears and Quintane (2018) also identified the redundancy of ties,
which is the extent to which two ties in network share a common third tie. These
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dimensions more precisely describe how information is transmitted between ties
within a social network.
Given that the strength of bonds within a social network impacts information sharing
activities, this therefore effects a networks ability to create value. There are four
characteristics of relationships in social networks that assist in information seeking
and processing: knowing what a person knows; valuing what that person knows;
getting timely access to that person’s knowledge and perceiving that seeking
information from that person would not be too costly (Borgatti and Cross, 2003). This
is crucial to a networks ability to create value in the most effective way possible.
Centrality in a network refers to, “the actor’s importance, power, in the overall
network” (van den Bulte and Wuyts, 2007, p20). This power is often due to those
being central to the network have direct and easy access to the resources that flow
through the network and having better knowledge of the network as a whole (Brass
and Krackhardt, 2012). This power can often lead to negative ties in the social network
as status differences increase (Rubineau, Lim and Neblo, 2019). The centrality of an
actor can vary over time (Falzon, Quintane, Dunn and Robins, 2018) as a result of
changes within the network. Centrality is difficult to measure, as it is difficult to put a
number on an actor’s importance. Generally speaking, most types of centrality refer
to the extent that an actor has many ties in a network, and is connected to a large
number of other actors. One method used to measure centrality, is betweenness
centrality, which looks at the extent to which the entity falls between any two other
entities that are not otherwise connected (Borgatti, 2005). The more that this entity is
a go-between, then more control and power the entity has (van den Bulte and Wuyts,
2007). Another measure of centrality is eigenvector centrality. This measure is most
relevant for broad relationship views. The idea is described by Borgatti (2005, p61)
“… even if a node influences just one other node, who subsequently influences many
other nodes (who themselves influence still more others), then the first node in that
chain is highly influential”. Therefore, an actor who is high in eigenvector centrality
is one that is connected to actors that are also high in eigenvector centrality.
Similar to centrality, contact status addresses how important each entity in a network
is to addressing a need. It measures importance in regards to provision of advice,
knowledge and resources. Contact status is affected by the actor’s education, network
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resources and the strength of the tie between the actors (Lin, 1999). The density of a
social network relates to the proportion of potential network ties that are realised
(Ahuja, 2000). Closure is related to density, in that it refers to the saturation level of
ties for all entities in the network (van den Bulte and Wuyts, 2007). Structural holes
are the missing key connections in a network (Brass, 2012), and can cause issues in
connecting the different entities within a network.
Strength of ties, network centrality, contact status and closure are all means of
analysing the structural properties of social networks and the ties between actors
within the network. The principles of social networks can be applied to service
networks in order to examine the relationships between actors in these networks and
how these relationships, or ties, impact a service networks effectiveness in co-creating
value. The knowledge from the body of literature surrounding social networks is
therefore transferable to service networks, and provides a new way of viewing service
networks. The ways in which these principles can be applied to a service network in
order to examine the relationships and ties between actors is analysed in Chapter 6.
2.4.2 Principles of Business Network Theory
A business network is a structure of exchange relationships between business actors,
firms and individuals. These structures emerge, evolve and dissolve over time in a
continuous and interactive process (Halinen and Törnroos, 1998). This network can
enable and constrain a business’s performance (Ritter, Wilkinson and Johnston, 2018).
Both within businesses and across a business in a network, the combining and
recombining of resources, processes and activities and use of the actors within them
can create competitive advantage and lead to innovation (Freytag and Young, 2014).
The interconnections and relationships within a business network are difficult to study
in isolation, and it is not possible to study each interconnection separately and then
piece this together the explain the entire network, as the link between the entities and
the relationships formed are central to understanding the bigger picture (Wilkinson,
2006).
In seminal work, Anderson et al. (1994) analysed the idea of relationships between
firms in a business network, and the context in which they take place. They proposed
that the function of business relationships can be characterised into three groups –
activities, actors and resources. There is also a distinction between primary and
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secondary functions. Primary functions are the positive and negative effects on the
two partner firms in a dyadic relationship, and secondary functions or network
functions capture the indirect positive and negative effects of a relationship because it
is directly or indirectly connected to other relationships. This research however, was
based around dyadic relationships and is now outdated, and networks are viewed as
more complex structures of multiple relationships and interaction (Kaartemo, Coviello
and Nummela, 2019). The three categories proposed however, (activities, actors and
resources) are still relevant, and are vital components of value co-creation.
The business network literature draws on the social network literature (see subsection
2.4.1), particularly the seminal work by Granovetter (1973), and considers how the
ties between actors in a business network impact the exchange of resources. Stronger
ties in a business network lead to richer and faster information exchange. However,
strong ties can also lead to preventing access and visibility to the wider network
structure, or to actors that are not connected directly to the organisation. Weak ties are
also important in business networks, as loosely unrelated actor networks can form
larger macro structures, which are more fluid and adaptable (Uzzi, 1996). When it
comes to acquiring knowledge and information within a network, weak ties can help
actors search for useful resources, such as general knowledge, but can often be
detrimental to the transfer of more complex knowledge (Hansen, 1999). Embedded
relationships in business networks are social relations that impact economic action,
and therefore, generally seen to be valuable in network. However, a network should
not rely on embedded relationships alone, as embedded relationships can restrict
actor’s visibility of the larger network or of actors that are not directly connected to
the organisation (Uzzi, 1996). The size of a business network can also impact its
effectiveness. As the size of a network increases so does the number of complexities,
which can lead to poor communication and knowledge transfer (Provan and Milward,
1995).
The literature surrounding business networks largely focuses on resources and the
ways in which these resources are exchanged by actors within the network. The
principles of business networks are applicable to service networks in that they assess
the ways in which resources are transferred between actors within the network.
Ultimately, the transfer of resources has significant impact on a service networks
ability to co-create value. The ways in which these principles can be applied to a
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service network in order to examine the integration of resources between actors is
analysed in Chapter 6.
2.4.3 Relationships in Service Networks
Despite a lack of research relating to the structural properties of service networks, the
service network literature pays sufficient attention to understanding the relationships
and interactions that enable the delivery of value. Service networks require a unique
perspective when it comes to understanding the relationships and interactions within
the network, given that service network theory places focus on the consumer and the
ways in which actors in the network interact to create value. This differs to social
network and business network theory in that these perspective focus on the business
and internal functions.
When studying service networks, not only how the network operates as a whole, but
also how the individual entities form relationships and how these relationships work
to create value is of key significance. It is paramount to understand not only who the
actors within a network are, but also to understand the type and extent of the
relationships involved in the network (Basole and Rouse, 2008), so that a network can
be effectively managed. Relationships are in fact the building blocks of networks and
can have a great impact on the effectiveness of the network as a whole, therefore, it is
key to understand the relationships that exist in GP federations. These relationships
vary over time, and change due to the extent of closeness and the strength of the bond
between actors (Chandler and Wieland, 2010).
It is not possible for value to be co-created by a network without actor to actor
relationships. In fact, a network would not exist without such relationships.
Collaboration and reciprocity are fundamental aspects of the exchange that lead to
value co-creation (Vargo, 2009) (see Chapter 3). Chandler and Wieland (2010, p203)
extend the phenomenon of “relationships” from “isolated dyads to embedded
relationships nestled within a complex network of other value co-creation
relationships”, stating that “…value is not created in a singular discrete productionconsumption event and because value can unfold over multiple time periods at the
intersection of multiple networks of resources, we propose that this deeper
understanding of relationships is needed to move the literature forward”. The
provision of service goes beyond any single relationship. To be able to exchange in a
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relationship, actors must be able to draw on resources from their network, in order to
enhance their own resource integration process. Therefore, a relationship “acts as a
bridge that connects relationships together as a value network or service ecosystem”
(Chandler and Wieland, 2010, p202). Relationships should therefore be considered in
the context of the other relationships which it is embedded, in order to understand how
it can be used as a resource.
Chandler and Wieland (2010, p213) state that “…the strength of the relationships
within the larger network structure of the dynamic service ecosystem also need to be
continuously realigned and adjusted in order to create an environment that balances
the need for information processing with the need for adaptive capacities and
flexibility”. Managing both interfirm and intrafirm relationships is also important
when pursuing innovation. Innovative firms should consistently re-evaluate and adjust
the relationships within their network in order to adapt to a continuously changing
ecosystem.
The relationships that form within GP federations allow for value to be co-created.
The actors that work within this network must be able to draw on resources from
within the federation in order to enhance their own resource integration process. For
example, one general practice may draw on the skills held by a physiotherapist
working in another practice within the network, to be able to provide monthly
physiotherapy clinics in their practice. They are therefore integrating their resources
with the resources held by other actors in the network, in order to co-create value. By
managing and adapting the relationships with others within the federation, the general
practice is able to pursue innovation, and provide new services.
2.4.4 Interaction in Service Networks
The interaction that occurs between the actors in a network is critical to a networks
effectiveness in delivering value. The service network literature highlights the
significance of this interaction, suggesting that interaction enables actors to enter the
value creation process of other parties, and both support them and benefit from them.
Actors are able to “participate in shaping processes, developing practices and
constructing social artefacts as steps to build networks of social reality” (Gummesson
and Mele, 2010, p191). Service networks in particular, enhance an interaction
behaviour that encourages well-functioning relationships. Organisations, as well as
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individuals, are seen as actors in networks (Gummesson, 2006), and therefore,
relationships help structure and facilitate resource integration within the service
network (Karpen, Bove and Lukas, 2012). Interaction is seen as being the defining
aspect of the resource integration efforts of an organisation and their value-driving
experiences (Prahalad and Ramaswamy, 2004; Gummesson and Mele, 2010), as value
is jointly realised through interaction. By understanding the interactions that occur
within GP federations it is therefore possible to ensure that communication is effective
in helping to create the desired value.
Social interaction gives the actors within a network the opportunity to share and
acquire knowledge and given that knowledge is often not produced by one single actor.
Interaction therefore allows for value co-creation (Gummesson and Mele, 2010).
Organisations need to be able to co-ordinate interactions and the resulting service
flows among value network members, in order to conduct effective and efficient
service processes within the value network, as value creation partners utilise their
capabilities both independently and in conjunction with other actors in the network
(Karpen et al., 2012).
Interaction with customers is of particular importance when it comes to co-creating
value. An organisations role should be to facilitate an environment in which customers
can interact with the service provider at the customer’s desired frequency and
intensity. It is important to build rapport with customers, which will ultimately
encourage further interaction. Service dominant orientated firms should therefore treat
customers as their service partners, and create a context that will lead to the ongoing
improvement of the co-creation of value. Organisations should also provide customers
with a service platform that customers can interact with and integrate resources with
minimal effort, which will allow organisations to better align with customers value
creating activities (Karpen et al., 2012). The literature also shows that there are a
number of different characteristics that enable successful interaction. Two way and
meaningful dialogue are said to be key in relational interaction (Ballantyne and Varey,
2006b).
When it comes to co-creating value in GP federations, actors must interact with other
members of the network. In a federation those working within the member general
practices that form the network, are both service provides and service consumers. The
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actors interact to allow the integration of resources so that value can be co-created,
and also consume the value that has been created. For example, actors in the GP
federation may work together to create a buying group. Here they have integrated their
resources to co-create value. These actors also consumer this value, as the buying
group that they have created is enabling them to save money on equipment, for
example.

2.5 UNDERSTANDING NETWORKS IN PRIMARY CARE

2.5.1 A Call for Collaborative Working in Primary Healthcare
Since the 1990’s public services organisations have made an international shift from
hierarchies towards networks, not only in the UK (Ferlie and Pettigrew, 1996; Möller
and Halinen, 1999), but also in other EU countries (Bovaird, Loffler and Parrado-Diez,
2002) and the USA (Goldsmith and Eggars, 2004). Many health systems now resemble
a network, whereas in the past, they have often resembled a ‘bureaucracy’ (Rhodes,
2007, p1245). The NHS is one of these health systems, with networks forming at
different levels (Ferlie, Fitzgerald, McGivern, Dopson and Bennett, 2011), such as GP
federations (NHS, 2014). This development was a result of the NHS Five Year
Forward View (NHS, 2014), which stated that services need to change in order to
respond to the pressures being faced by the NHS (see Table 2.4). The document
emphasised a requirement for greater integration of care, in order to achieve a
financially stable health and social care system by 2020. However, since 2014 and the
publication of the NHS Five Year Forward View, the NHS have published further
documents, providing alternative suggestions on how the healthcare system should
evolve. These new documents (NHS, 2019), published in early 2019, continue to
encourage collaborative working, although in a different form.
Primary care in particular, has undergone vast change over the past thirty years
(Checkland, 2004). In the past, GPs provided care in response to patient’s needs, but
in 1990 contractual changes meant that GPs also became required to carry out
screening and immunisation services (Lewis and Gillam, 2002). Further changes in
2003 also financially incentivised GPs to work on chronic disease prevention
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(Shekelle, 2003). All of these changes in the expectations of GPs and primary care
have led to a highly pressurised service, which is struggling to meet patient demand.
General practice has repeatedly been told that it needs to change, but how best to do
this is unclear. “Everybody seems ready to define and redefine the problem, but fewer
are willing to say how to solve it” (Hawkes, 2014, p1). The Five Year Forward View
(NHS, 2014); General Practice Forward View (NHS England, 2016); and the NHS
Long Term Plan (NHS, 2019) have made suggestions to aid in solving this problem.
2.5.2.1 The Vision for General Practice in 2014
The NHS is currently in a time of transition, moving from a model of isolated divisions
of hospital based and community-based practice, and of health and social care, into a
time when clinicians work together in flexible teams and as part of integrated systems.
These teams are said to be formed around the needs of the patients, rather than being
driven by professional convenience and historic locations. It is proposed that in the
future, health services will be more person centred and there will be less divisions
between primary, secondary and social care (NHS, 2014; 2019).
As part of the NHS Five Year Forward View (NHS, 2014), general practices were
encouraged to form new models of care, and work collaboratively, with a bigger
footprint, to improve care provisions (Hawkes, 2014). The idea of working
collaboratively had originally been suggested in the general practice roadmap (RCGP,
2007). The RCGP (2013) continued to share this vision for general practice, with one
of their key objectives to achieve by 2022 being to “support the organisational
development of community-based practices, teams and networks in order to encourage
flexible models of care” (p7). The Five Year Forward View (NHS, 2014, p4)
suggested that England is too diverse for a “one size fits all” care model. Instead local
health communities were to be supported by the NHS national leadership to choose
from a small number of radical new care delivery options, and then given the resources
and support required to implement them. The NHS used “vanguard” sites across
England, which were funded to test the seven new care models that integrate services
around the patient (Baxter, Johnson, Chambers, Sutton, Goyder and Booth, 2018). The
new care models that were suggested in the Five Year Forward View are:

46



Multi-specialty Community Providers (MCPs)



Primary and Acute Care Systems (PACS)



Urgent and emergency care networks



Viable smaller hospitals



Specialised care



Modern maternity services



Enhanced health in care homes

The MCP model was the new model of care that was suggested would impact primary
care providers. This model proposed to allow general practices to remain in their
current form, where the GPs and patients wish. However, as primary care is evolving,
practices also had the option to build on the traditional foundations of general practice,
using the strengths of ‘expert generalists’ to target services at registered patients with
complex ongoing needs, such as the elderly, or those with chronic conditions, and
work much more intensively with these patients. In order to deliver a wider range of
services, the NHS proposed that it would be possible for large groups of practices to
work collaboratively, either in the form of federations, networks or single
organisations. Such MCPs would offer their patients a wider range of services, for
example, they may decide to employ consultants or take them on as partners, bring in
senior nurses, consultant physicians, geriatricians, paediatricians and psychiatrists to
work alongside community nurses, therapists, pharmacists, psychologists, social
workers, and other staff.
In order to help practices that wanted to evolve in this way, and to identify the most
promising models that could be developed elsewhere, the NHS worked with emerging
practice groups to address barriers to change, service models, access to funding,
optimal use of technology, workforce and infrastructure. The NHS also tested these
models with patient groups and voluntary sector partners (NHS, 2014).
In response to the Five Year Forward View (NHS, 2014) the industry rhetoric became
littered with advice and toolkits to help support the development of MCP’s,
particularly GP federations (see for example Imison et al., 2014). These toolkits gave
advice on topics such as legal formation, organisational formation and the proposed
benefits of federating. Numerous literature sources (Imison et al., 2014; NHS England,
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2016; RCGP, 2013) state that there are a range of advantages to GP practices working
collaboratively and forming GP federations, however, there is little empirical evidence
of such in the literature. The proposed benefits are:


Sharing Resources



Sharing Skills and Expertise



Creating Economies of Scale



Developing a Shared Identity



Improving Patient Access

Each of these proposed benefits are considered in detail in Chapter 3, given that these
benefits are significant in understanding how collaborative working can lead to the
creation of value.

2.5.2.2 The Vision for General Practice Now
Since the publication of the Five Year Forward View (NHS, 2014) and the General
Practice Forward View (NHS England, 2016), the healthcare industry has continued
to evolve and “substantial” changes have been made (NHS, 2017, p9). In a brief report
written by NHS England (2018), the progress made based on the General Practice
Forward View was discussed. The report suggested that a number of objectives had
been achieved since the development of the plan:


An extra £2.4 billion for general practice is set to be delivered each year by
2020/2021, which is a 14% increase for general practice, in comparison to 8%
for the rest of the NHS.



All CCGs in the country have planned to set aside £171 million to support the
transformation of general practice.



Over half of the country has access to general practice on evenings and
weekends, which is ahead of the target of 40%.



Increased the number of full-time, non-GP healthcare professional working in
general practice by 4,484.



Almost 14 million patients are now using online resources to book
appointments and order repeat prescriptions, for example.
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The GP at Scale scheme, which encourages regional and national networking,
in order to help providers who are, or are interested in, working at scale, now
has almost 1,000 members.



The ‘Next Steps on the NHS Five Year Forward View’ (NHS, 2017) has been
published to set out the key ways for longer term transformational change, one
of which is to encourage practices to work together in networks.

Although a number of objectives set out in the plan were achieved, the transformation
of general practice did not achieve the original expectation. The implementation of the
plan has been described as “confusing and inadequate” by the committee chair of the
BMA (National Health Executive, 2017), which contradicts the positive commentary
in the report published by the NHS (NHS, 2017). 83% of GPs have also commented
that they feel workload issues have worsened since the General Practice Forward View
was proposed (Mahase, 2018), again, giving opposing evidence to that of the NHS.
However, in 2017 it was thought that approximately 80 per cent of general practices
were working as part of some sort of inter-practice collaboration (de Castella, 2019),
which is equal to around 6,000 practices in England. In comparison, in 2009, only 300
general practices were working as part of a practice network (Praities, 2009), showing
how collaborative working has grown substantially over the past 10 years. Although,
it is difficult to say what impact the Five Year Forward View (NHS, 2014) and the
General Practice Forward View (NHS, 2016) have had on these figures. The
transformational change of general practice was not stated to have made any progress
in the report (NHS England, 2018). Instead, the report indicated that a further
document (NHS, 2017) set out the plans for this transformational change, suggesting
that little development had been made in this area.
In January 2019 the NHS Long Term Plan (NHS, 2019) was released. The NHS Long
Term Plan sets out how the NHS plans to tackle the different pressures that they are
facing over the next ten years. The document focuses on new service models,
prevention and heath inequalities, care quality, staffing issues, implementing digitally
enabled care and investment and funding.
In relation to new service models, the plan gives five major, practical changes to the
NHS service model, which will be implemented over the next five years (NHS, 2019,
p12):
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1. Boost ‘out-of-hospital’ care, and finally dissolve the divide between primary
and community health services.
2. Redesign and reduce pressure on emergency hospital services.
3. Patients will get more control over their own health, and more personalised
care when they need it.
4. Digitally-enabled primary and outpatient care will go mainstream across the
NHS.
5. Local NHS organisations will increasingly focus on population health and
local partnerships with local authority-funded services, through new Integrated
Care Systems (ICSs) everywhere.
As part of change number one, shown above, it is proposed that £4.5 million will
invested into expanding multidisciplinary teams that align with new PCNs. These
PCNs will be based on neighbouring GP practices that work together, covering
between 30,000 and 50,000 patients. These expanded multidisciplinary teams will
comprise a wide range of staff, including GPs, district nurses, pharmacists, community
geriatricians, physiotherapists and podiatrists, who will work alongside social workers
and the voluntary sector. Individual practices in a local area will now enter into
network contracts, as an extension of their current contract, and will have a designated
single fund through which all network resources will flow. Local contracts for
enhances services will be added to the network contract.
The NHS Long Term Plan (NHS, 2019) suggests that the result of forming PCNs will
be, for the first time since the NHS formed, a fully integrated community-based
healthcare system. These networks will be supported by community hubs, through
ongoing training of these multidisciplinary teams. The PCNs will be offered
incentives, such as shared saving schemes, for reducing avoidable accident and
emergency attendances, delayed discharges and overmedication, for example.
Given the recent development of the NHS Long Term Plan in January 2019, there has
been very little further information on this released. Despite the move from vague
suggestions regarding GP federations and working at scale, given in 2014 (Imison et
al., 2014; NHS, 2014), to more detailed guidelines relating to PCNs and their size,
services and objectives (NHS, 2019), the motivations and reasoning behind the move
to work collaboratively have remained the same (NHS 2014; NHS, 2019).
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The concept of PCNs (NHS, 2019) differs from the initial collaborative working
concept given in 2014 (NHS, 2014) in that PCNs are broader in that they include
pharmacists, hospitals, community and mental health services, social care and
voluntary services in local areas, with the aim of providing more access and specialist
services to patients. These networks encapsulate 30,000 to 50,000 patients and are
usually geographically based. PCNs have a more formal structure that that of GP
federations and while practices are not mandated to join a PCN, they will lose out on
significant additional funding if they do not. These networks will be required by 2021
to deliver a set of seven national service specifications, such as supporting early cancer
diagnosis and structured medication reviews (Kings Fund, 2019).
Whereas, the direction on collaborative working provided in 2014 was much looser in
that GP federations, (also described as alliances, super-practices etc.) had no
restriction in terms of patient population, location, the services provided or the
members of the collaborative group. These models were not monitored in anyway and
were not required to deliver service specifications of any kind. These models receive
no funding from the NHS, unless they won bids on specific contracts or sought other
ways of bringing income into the federation.
It is worth noting at this point that this thesis focuses on models of collaborative
working that were formed under direction of the initial 2014 rhetoric, and that data
was collected before the NHS Long Term Plan was published in 2019. However, the
same principles apply when it comes to understanding service networks and how they
can create value. GP practices are facing the same pressures that they were in 2014
(see Table 2.4) and are still hoping to improve access, achieve economies of scale,
share skills, knowledge and resources and create a shared identity (Kings Fund, 2019).
Despite the rhetoric calling for more interprofessional and intraprofessional teams in
healthcare, there is little understanding of how this rhetoric can be made a reality
(McDougall, Goldszmidt, Kinsella, Smith and Lingard, 2016). Such collaboration is
seen to be an essential part of healthcare delivery; however, we need to better
understand collaborative practices in order to design solutions to support it
(Kuziemsky and O'Sullivan, 2015).
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2.5.2.3 Key Drivers for Working at Scale in Primary Care
The pressures on primary care (evaluated in Table 2.4), along with the industry
rhetoric, are pushing general practices to form models of collaborative working. The
industry literature gives a list of the proposed benefits of working at scale; however,
little is known about whether forming such models will help to reduce such pressures.

Staff
Shortages

Patient
Pressures

Key Drivers for Working at Scale in Primary Care
The NHS spends nearly 65% of its budget on staffing costs. Almost
all clinical professions within the NHS grew in the years 2012 to
2017, however, GPs have seen a fall in employed numbers, with
approximately a 1% decrease since 2012 (Health Education
England, 2017). NHS staff shortages in England could increase
from 100,000 at present, to 250,000 by 2030, if not dealt with. This
could potentially lead to longer waiting lists, lower quality of care
and investment being unspent, meaning that the NHS Long Term
Plan would not be achieved (Iacobucci, 2018). These issues have
been attributed to bad planning and cost cutting by the NHS
(Bowles, 2018), and the problem has become so widespread that it
has been described as a “national emergency” (Campbell, 2018).
The NHS has developed its first workforce strategy in response to
this pressure (Health Education England, 2017) and the strategy
sets out a number of objectives. The key objective, to be achieved
by 2020, is to double the growth rate of doctors in general practice,
so that there are an additional 5,000 doctors and 5,000 other
clinical professionals working in primary care. NHS England and
the Department of Health aim to do this by offering incentives and
flexibility to GPs, and making the role more attractive to potential
trainees. General practices are also employing paramedics,
pharmacists, physiotherapists and other healthcare professionals,
to broaden the skill mix and relieve the pressure on GPs.
England’s population has grown by 2.1 million since 2012, and has
also continued to age, therefore, the number of people with long
term conditions has grown and people are living for longer (Health
Education England, 2017). This increasing number of patients also
have an increasing expectation of primary care, and therefore, there
are an increasing number of issues. Such issues include: difficulty
booking appointments; frustration with appointment systems; lack
of choice of GP; short or rushed appointments; poor attitudes of
staff; insufficient information about out-of-hours services;
inadequate information and support for people to self-manage or
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navigate the health system; poor access for people with disabilities;
and a lack of translation services (Baird et al., 2016).
One of the predominant pressures on general practice is patients’
desire for fast access and continuity of care. The government stated
that everyone will be able to see a GP between 8am and 8pm, seven
days a week, by 2020, in order to fulfil patient demand.
Furthermore, many patients expect a continuity of care and build a
relationship with a particular GP that they wish to see at each
appointment. This is not always possible, and can lead to patient
dissatisfaction (Baird et al., 2016). Additionally, self-care for
minor health issues has decreased, with more patients now being
more reliant on the GP to diagnose such issues. Although there has
been a rise in self-care information and advice that is available to
patients, much of this material is based on managing minor longterm illnesses, and that in fact, increased access to health
information can increase patient demand, rather than divert it
(Nelson, Murray and Kahn, 2010).
Increase in
Approximately 15 million people in England are said to have a
Complex
long-term condition, to which there is currently no cure (Kings
Conditions
Fund, 2013). Long-term health conditions now take up 70 per cent
and Chronic
of the health service budget (NHS, 2014) and approximately 50%
Disease
of GP appointments (Kings Fund, 2013). GPs are encouraged to
provide care where possible, rather than dealing with such chronic
illnesses in hospitals. This means that general practices are now
managing patients with complex conditions, and GPs are required
to be able to treat these patients. Such complex conditions mean
that GPs are required to spend more time with patients. More
actions are required to treat these patients, including health
promotion, screening, monitoring and other disease management
(Baird et al., 2016).
Industry
Technology now plays a much larger role in primary care, and is
Developments being used to streamline practice processes and improve patient
care and experiences. This includes services such as online portals
and smart phone apps, which can be used by patients to book
appointments, order repeat prescriptions and view medical records,
for example. As well as offering patient services, such technologies
allow practices to become more efficient and streamlined, allowing
them to become paperless and operate collaboratively (NHS
England, 2016), but these advancements can also increase
workload and the need for development and training in practices.
As well as technological advancements, there are continuously
medical advancements and developments in preventative
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healthcare that are being implemented in general practice, leading
to an increase in the number of activities being carried out in the
primary healthcare environment (Baird et al., 2016). Although
these advancements are beneficial to those working within primary
care, this increase in workload is not being matched by an increase
in resources.
Since the large injection of funding into general practice in
between 2004 and 2006, which coincided with the introduction of
the new GP contract, the share of NHS spending allocated to
general practice fell every year up until 2014/15. Funding for some
expenses, such as premises, has risen, whereas funding for others,
such as recruitment and out-of-hours service, fell in these years
(Baird et al., 2016). In comparison, for the past decade funding for
hospital has grown twice as fast as it has for primary care
(www.england.nhs.uk, 2018). In October 2015 the government
announced that the NHS would offer larger general practices and
those working collaboratively, with patient lists of over 30,000, a
new contract that was available from April 2017. This contract
offered these practices an additional source of income (Baird et al.,
2016). This has incentivised many practices to seek ways to work
at scale (www.england.nhs.uk, 2018).
GP federations also have the ability to share professional
development, clinical governance and service improvement
initiatives, and the knowledge of in-house experts will benefit all
member practices (NHS England, 2016). Member practices are
also able to offer more community services as a result of this, for
example, podiatry and diabetic services, and minor surgery, based
on their GP’s skills. The practices are also able to co-ordinate out
of hours care much more easily (RCGP, 2013), and engage with
the wider primary care workforce within general practice, but also
beyond, with providers such as pharmacies, dentists and opticians
(Imison et al., 2014). Working at scale also helps practices that are
struggling with patient satisfaction and service quality (Lind,
2016), by encouraging them to monitor, understand and manage
inappropriate variability in performance and service quality
(RCGP, 2013).
Establishing such networks also means that there is a shared
identity across GP federations, which would give primary care a
bigger voice in the local health system, and gives practices the
option to work with other external providers (NHS England, 2016).
It would additionally allow GP federations to retain advanced
service contracts, by allowing provider companies to put in a single
bid and compete for enhanced service contracts against large non54

NHS providers (Matthews-King, 2016). 22 per cent of practices
across England have decided to take on the competition by bidding
for enhanced service contracts as part of a collaborative network
(Stirling, 2014).
Changing
Globally the population aged 60 or over is the fastest growing. The
Patient
population aged 60 or above is growing at a rate of 3.26 per cent
Demographics per year and currently, Europe has the greatest percentage of its
population aged 60 or over. This has significant impact on the NHS
and other healthcare systems around the world. The healthcare
system now has to adapt in order to care for this older population,
who often have complex and long-term conditions. These patients
need more care and support, and their complex needs mean that
patients need to be seen by numerous healthcare professionals,
who often work as part of different teams. The healthcare system
can therefore be difficult to navigate, making it difficult for
patients to manage their healthcare needs. Because of this, it is
often the case that patients are pushed towards being treated in a
secondary care environment, such as a hospital, however, this is
not always necessary (Farrar, Stephenson and Taylor, 2013).

Table 2.4 - Key Drivers for Working at Scale in Primary Care

2.5.3 Service Networks in Primary Healthcare
In response to the industry rhetoric, and the call for general practices to collaborate, a
number of new models of care began to emerge. These models are forms of service
networks. The idea of practices merging was unattractive to many (Hawkes, 2014),
and therefore, “networks”, “federations”, “alliances” and “partnerships” came about,
enabling general practices to increase their footprint and deliver the modern services
required by patients, without becoming a single organisation. Although collaborative
working has never formally been declared policy, the NHS (2014) have however,
called for primary care to be provided at scale.
The idea of collaboration however, is more than just a single event and involves a
series of ongoing activities in order to develop and sustain this relationship.
Kuziemsky and O'Sullivan (2015), state that common ground must be formed in order
to work collaboratively and that there are three stages in which common ground is
formed. Coordinative common ground is what initially brings people together, and
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provides a governance structure which enables conversation, networking and
information exchange, allowing people to form relationships. Cooperative common
ground is where rules and protocols are developed so that a collaborative culture can
be formed. Finally, collaborative common ground involves using the protocols that
have been developed to solve problems. In order to form common ground and work
collaboratively, it is important to understand what has motivated individuals to
collaborate, and what they wish to gain from being part of this collaboration.
One method of working collaboratively is working as part of a network. The term
network represents an alternative to traditional forms of governance, with coordination
being based on relationships, rather than command and control, as in hierarchies, and
price and competition in markets (Considine and Lewis, 2003). Network governance
is “both a description of, and proposed solution to, the need to coordinate multiple
actors across organisational, sectoral, vertical and geographical boundaries” (Lewis et
al., 2008, p281).
Partnerships have become the most identifiable form of network (Lewis et al., 2008),
and one that is common in healthcare delivery globally (Crisp, 2007). A partnership is
defined by Kickert, Klijn and Koppenjan, (1997), as a formalised network designed to
manage interorganisational relationships. There is however said to be a lack of clarity
around such definitions of partnerships. Rummery (2002) reviewed public sector
service partnerships in the UK and found that there were two common characteristics
that defined partnerships. The first was the interdependence between individual
organisations and their achievement of objectives and the second was the trust between
partners to deliver on the joint objectives. The partnership model is one that has been
used globally in healthcare, in countries such as Australia (Walker, Bisset and Adam,
2007), the United States and in the UK (Glendinning and Powell, 2002). It was
suggested that this model would help to solve problems that crossed organisational
and professional boundaries, by encouraging the use of integrated and seamless
service planning, management and delivery (Hudson and Hardy, 2002) in healthcare.
Collaborative working has been used in community health services in Australia since
the 1970’s, and these networks provided a foundation for the partnership strategies in
primary care that still exist now (Walker et al., 2007).
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A partnership describes “collaboration between different arrays of stakeholders in
diverse contexts” (Aveling and Martin, 2013, p74) and is often said to have advantages
over other service delivery models, such as hierarchies, that are dominant in many
healthcare systems (Schmid, Cacace, Gotze and Rothgang, 2010), as there are more
balanced relationships with a broad range of different stakeholders. Whereas in
hierarchies those at the top make decisions and those lower in the hierarchy carry out
work based on these decisions (Aveling and Martin, 2013). Partnerships are a twoway model of service design and delivery. Decision making power is distributed to a
wide range of stakeholder-partners, meaning that those who in the past have been
excluded from the development of such service models, become more active in
determining the form of the partnership (Aveling and Martin, 2013).
Within formalised networks, partners share the responsibility of making decisions,
deciding on the action to be taken and agreeing on how this is implemented (Sullivan
and Skelcher, 2017). This is a display of network characteristics. Although,
partnerships which are funded in any way by competitive contracts, much like a GP
federation, also show both hierarchical and market attributes, as well as network
characteristics (Lewis et al., 2008). This type of network is different to a network that
has emerged on the grounds of mutual benefit, trust and reciprocity, as this type of
network is normally formed as a result of government attempts to capture the positive
effects of networking, by dictating that organisations become connected to one
another. Governments often fund such partnerships, maintain a steering role and also
measure their performance. These partnerships have some flexibility in terms of being
able to shape their own local priorities, although they also have to abide by government
priorities. This can be problematic in that often the needs of the central authority and
the local partnership differ (Lewis et al., 2008). Other issues in this type of partnership
include problems with short term funding and the difficulty of keeping organisations
engaged over time (Arora, Davies and Thompson, 2000). The importance of
continuous leadership is also seen to be of key importance (Lewis et al., 2008).
Healthcare partnerships go through a life-cycle in which different types of governance
become of differing levels of importance, at different times, in relation to different
partnership tasks (Lowndes and Skelcher, 1998). In order to develop an effective
partnership, different modes of governance must be combined in an environment
where the power relations between different partners will shift and lead to cooperation
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at one point in time and competition in another. Ferlie and McGivern (2003) devised
an organisational form continuum, and suggested that there are very few ‘pure’
network forms of partnerships between organisations, in that most partnerships show
characteristics of both hierarchies and markets. However, a partnership should be
more like a network, than it is a hierarchy or a market. Although networks are often
thought of as flat structures, as opposed to hierarchies, of course power differences
continues to exist between the organisations that form partnerships (Lewis, 2004).
Sustainability over a long period of time is the real test of an effective partnership. In
order for a partnership to be sustainable there must be clear purposes (Lewis et al.,
2008). It has been suggested that public service partnerships in the UK should focus
on four specific areas in order to be effective. Partnerships should develop a vision for
a community; formulate strategic objectives; plan activities that meet these agreed
strategic objectives; and they should manage joint operations (Lewis et al., 2008).
Glendinning, Coleman, Shipman and Malbon (2001) identified a number of barriers
to working in partnerships in primary care. Forming partnerships can disrupts existing
interprofessional relationships and there can be problems in aligning the planning and
delivery of services due to differences in boundaries between different organisations
within the partnership. Furthermore, there are also barriers caused by structural and
organisational differences and the preoccupation of primary care groups (PCGs) with
medical issues of concern to general practitioners, such as clinical policies and
prescribing.
Partnerships are seen to be a flexible method of providing effective healthcare, and are
thought to improve services based on the demand of patients. By including a wider
range of stakeholders, partnerships are able to have a greater understanding of the
communities they serve (Aveling and Martin, 2013). However, although partnership
working has become a policy objective for primary care in the UK, there is no clear
evidence base for this objective (Rummery, 2009). Cameron and Lart (2003, p15)
commented that, “disappointingly, the vast majority of studies in the review focus their
attention on the process of joint working and the perceptions of those involved. Very
few of the studies looked at the prior question of why joint work should be seen as a
‘good thing’ and therefore why it should be done, or at the subsequent question of
what difference joint working made’’, and further stated that collaborative working
within the NHS was encouraged based on studies conducted in the 1970’s.
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Partnerships encourage a different kind of relationship between stakeholder groups;
however, this is often restricted due to different challenges. Although partnerships
deliver outputs, they often fail to deliver the things they claim to be able to offer
(Aveling and Martin, 2013). There is little insight into the challenges that face such
partnerships, and research into partnerships in different contexts would offer valuable
insights into the potential challenges of partnerships in healthcare. Little attempt has
also been made to try and understand different aims of partnerships, partnerships in
different settings and involving different partners (Rummery, 2009).
Across England many GP practices have started to form groups, in the hope of
developing new care models. Integration of care is a key characteristic of these new
models (Wilson and McNaney, 2017). These new models of integrated care are
difficult to define, as there is currently a lack of an agreed definition and clear
boundaries (Baxter et al., 2018). It has been recognised that in the UK reform at scale
is required, rather than simply new models of integration within services.
Implementing a highly complex whole system change, such as new forms of care
integration, is a great challenge and there have been varying outcomes reported.
Integrated care models have been found to be most effective for dealing with patients
with complex needs, however, further research is required to understand the impact of
integrated care for other patient groups. It is thought that such new models of
integrated care may be best targeted to particular patient groups, rather than being seen
as a solution for all (Baxter et al., 2018).
Integrating care requires staff in numerous different roles to work collaboratively.
Inter-professional collaboration is defined as, “an active relationship between two or
more health or social care professions who work together to solve problems or provide
services” (Zwarenstein and Reeves, 2006, p. 48). This definition places people at the
centre of relationships, interactions, negotiations and intraprofessional collaborative
tensions. Intra-professional boundaries have significant impact on service delivery and
organisational change (Martin, Currie and Finn, 2009). Such boundaries include
boundaries between different medical specialists, boundaries between different types
of nurses and boundaries between staff at different levels of seniority. These
boundaries can lead to independent working, rather than collaborative working and
members of staff in the same role competing for patients, resources and influence
(Currie, Finn and Martin, 2008). Observing, defending and expanding these
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professional boundaries has implications the delivery of patient care, because of their
impact on inter-professional communication, knowledge sharing and collaborative
working (Powell and Davies, 2012).
2.5.4 Characteristics of Service Networks in Healthcare
The literature surrounding collaborative working in healthcare places significant
emphasis on the characteristics that can make such models effective and that
organisations should consider when selecting partners. These characteristics include:
trust (Das and Teng, 2001; Lewis, Tierney, Colla and Shortell, 2017; Walker et al.,
2007); commitment (Lewis et al., 2017); organisational culture (Gale et al., 2017);
knowledge and interests (Aveling and Martin, 2013; Liberati, Gorli and Scaratti, 2016;
Oborn and Dawson, 2010); interpersonal relationships (Lewis et al., 2008);
communication (Coiera, 2000; Kuziemsky and O'Sullivan, 2015; Kuziemsky and
Varpio, 2010); and leadership (Lewis et al., 2008; Kuziemsky and O'Sullivan, 2015).
These characteristics enable effective relationships and interactions between the actors
that form a GP federation.
Trust and the commitment of members of a network are shown to be important
characteristics when selecting collaborative partners. Trust is described as, “positive
expectations regarding the other in a risky situation” (Das and Teng, 2001, p255).
Healthcare partnerships will be most likely to form out of partners that have an initial
level of trust, and those that form without this level of trust will attempt to overcome
this in some way (Lewis et al., 2017), perhaps by introducing a contract. “Within the
primary healthcare sector, it is widely recognised that trust lubricates joint action”
(Walker et al., 2007, p921). Trust is effective in lessening concerns about opportunistic
behaviour, better integrating the partners within a collaborative network and reducing
formal contracting (Das and Teng, 2001). Trust alone however, is not enough to
maintain a long-term relationship between partners, as trust at any point can be broken
(Lewis et al., 2017).
Healthcare partnerships that are creating value must be able to develop trust and
methods of conflict resolution, as when the distribution of value can lead to conflict.
Where such conflict arises, there are three strategies that can improve the relationships
between partners: transparency between partners; having a facilitator; and contracting
solutions. In order to have transparency between partners, partners must be honest and
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clearly state goals and challenges and must also be transparent about the performance
of partnering organisations. Neutral facilitators can also be used to help establish trust,
and can be used to support in meetings, for example, or can also be recruited to carry
out centralised work for the partnership. Contracting solutions can too be used to
overcome conflict. This is a particularly useful solution when it comes to dealing with
financial issues (Lewis et al., 2017).
Often evaluated alongside the idea of trust, is commitment. Commitment is the
tangible contributions that a partner makes to the partnership, and has been defined as
“a willingness to make short term sacrifices (e.g. time, money) for long term benefits
of the alliance” (Lewis et al., 2017, p3). The most successful healthcare partnerships
have their partners demonstrate their commitment to the partnership, often through a
contribution of resources, such as money.
Evidence has shown that many partnerships fail to realise their potential. This is down
to the “degree of recognition of the legitimacy of new partners’ perspectives,
knowledge and interests, and the degree to which this feeds back into the operation of
the partnership” (Aveling and Martin, 2013, p76). This failure lead to Aveling (2011)
identifying two types of partnerships: transformative partnerships and instrumental
partnerships. Transformative partnerships challenge traditional hierarchies, support
the involvement of all groups and have mutual respect for the knowledge of all
partners involved. Instrumental partnerships involve those in the partnership with
power having control over interventions, in order to achieve their objectives. This is
similar to a hierarchical structure and although this model can be effective, it does not
encourage the full potential of partnerships. Transformative partnerships, on the other
hand, are necessary to achieve something different to other models. Transformative
partnerships can however be difficult to achieve and it can be difficult to involve
marginalised groups (Aveling and Martin, 2013).
As well as realising the legitimacy of partners’ knowledge and interests, it is also
important to consider how those with different expertise can work together
collaboratively, as part of a GP federation, given their different areas of expertise and
understanding of healthcare. Research on multidisciplinary teams in healthcare has
shown that the move towards working collaboratively is in no way straight forward
and needs closer analysis. Networks of professionals with different disciplinary
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expertise do not always lead to successful collaboration towards the delivery of
integrated patient care (Liberati et al., 2016). Delivering effective integrated care can
be obstructed by those within the network attempting to defend their own knowledge
and expertise (Oborn and Dawson, 2010). This prevents knowledge sharing and
collaborative working across multiple disciplines.
Interpersonal relationships are also significant in the success of a healthcare
partnership. Lewis et al. (2008) stated that when studying healthcare networks, it is
important to examine structures and relationships. Aveling and Martin (2013)
considered the relationships between healthcare staff and patients when forming a
partnership and found that closer working relationships lead to more frequent meetings
and extended discussions about the meaning of the partnership, which resulted in joint
activities taking place and ultimately “greater contact and interaction between partners
sometimes allowed trusting relationships to emerge” (p80). Lewis et al. (2008) also
considered healthcare partnerships, and looked at the relationships between primary
care providers. They found that partnership coordinators play a crucial role in holding
partnerships together, suggesting that “informal connections between partners seemed
to generate enough soft infrastructure for the partnerships to be able to cope with
departures and arrivals. Of course, if enough people left all at once, it is likely that the
networks would collapse” (p290). This emphasises how actors within a network and
the relationships that they develop are crucial in holding a GP federation together
effectively.
In order for successful collaboration to occur, those who form the network must
establish some form of common ground. This shared knowledge, language and beliefs
is needed to enable communication (Kuziemsky and O'Sullivan, 2015). Coiera (2000)
studied communication across the healthcare industry and found that there is a need to
support communication across healthcare organisations. This can lead to
improvements in the efficiency and effectiveness of service delivery and the
improvement of patient care. The level of common ground established between actors
in the network determines the method of communication used, such as face to face or
via email. Common ground facilitates communication within the network and allows
for the sharing of information. However, in complex collaborations, such as GP
federations, common ground is more than just a conversation or the sharing of
information, it is a “dynamic process that drives collaboration in order to generate
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actions and solutions to problems” (Kuziemsky and O'Sullivan, 2015, p231). Common
ground is impacted by the context, people and processes of where it is used, and to
fully integrate these people processes and policies, common ground must focus on
relationships, trust and understanding the context (Kuziemsky and Varpio, 2010).
Leadership is also essential in ensuring that GP federations move forward
collaboratively, however, forming and maintaining leadership can be difficult. One
reason for this is that a healthcare network may be made up of individuals from
different organisations, with different specialisms, and therefore, the leadership
required may vary depending upon the context. Furthermore, the primary healthcare
industry has financial and policy authority which they have to follow from the NHS,
which can limit collaborative autonomy. Leadership is also more than directing
people, and a leader is required to maintain sustainability and keep those within the
network engaged, through the highs and lows of developing the collaborative model.
Relationship building is also a key part of leadership, and this can be difficult given
that those within the network come from a range of organisations and may have
differences in opinions (Kuziemsky and O'Sullivan, 2015). Lewis et al. (2008) also
highlighted the importance of leadership in collaborative models in primary care and
identified partnership management as being one of the most important aspects of
collaborative working, and state that this role involves building relationships,
engaging individual partner agencies and managing the collaborative process.
It is also important to consider the organisational culture of potential collaborative
partners. Lewis et al. (2017, p10) when looking at healthcare alliances in the United
States, found that, “carefully selected partners with complementary resources and
similar organisational culture will likely have the easiest time forming alliances”.
Managers of such healthcare networks need to consider the cultural underpinnings of
the organisations and the collaborative network, and the managements style needs to
be fitting with the context in order to be effective (Gale et al., 2017).
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2.6 CHAPTER SUMMARY

The literature review began by establishing both service networks and the context of
healthcare as service research priorities. A number of research agendas were identified
to highlight these fields as being significant in developing the discipline of services
marketing.
This chapter then applied the concept of service systems, networks and ecosystems to
the context of primary healthcare, highlighting GP federations to be service networks.
The literature surrounding service systems, service networks and service ecosystems
has been analysed, identifying the distinguishing factors between each. The move
towards collaborative working in primary healthcare in England has been analysed
and the rationale behind general practices forming such networks has been evaluated,
considering the rhetoric from the healthcare industry and the environmental pressures
that primary care in England is facing, such as a lack of funding and an increase in
chronic disease. The healthcare literature regarding models of collaborative working
has also been critically analysed, providing evidence to support this way of operating.
Next, the literature surrounding the structural properties of networks was evaluated,
with size, centrality, density and contact status being found to impact how effective a
network is. The relationships within networks were next analysed, which revealed the
importance of such relationships and highlighted the need to understand such
relationships in order to effectively manage a network. The interactions that occur
within networks were then examined, and was shown to be vital in the creation of
value. Finally, the healthcare literature was explored to identify and critique the
characteristics that can assist in developing an effective model of collaborative
working for primary healthcare, with factors such as trust, leadership and
communication being shown to be crucial aspects on an effective model of
collaborative working in healthcare.
This thesis now turns to Chapter 3, where attention is placed upon the ways in which
service networks and models of collaborative working can create value, particularly
in the context of primary healthcare.
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CHAPTER 3 - CREATING VALUE IN SERVICE
NETWORKS

3.1 INTRODUCTION

Chapter 2 provided an in-depth analysis of the literature surrounding service networks,
recognising GP federations as service networks. The thesis now moves on to discuss
how value is co-created within service networks, highlighting SDL as a suitable lens
to view service systems, service networks and service ecosystems. Value co-creation,
resources, resource integration and innovation are then evaluated in relation to SDL,
in order to provide a critical analysis of how the different actors and resources within
a network can be used to co-create value in an innovative way, such as in a GP
federation. Next, the literature surrounding value co-creation within service networks
in particular is evaluated, and applied to GP federations, highlighting the ways in
which healthcare networks can co-create value by working collaboratively. The
chapter than turns to the proposed benefits of GP practices forming collaborative
models, evaluating these benefits and drawing comparisons between the benefits
suggested in the academic literature and industry rhetoric. Finally, the challenges of
working collaboratively are analysed, before drawing this chapter to a close.

3.2 VALUE CO-CREATION AS A RESEARCH PRIORITY

3.2.1 Co-Creation Practices as a Research Priority
Frow, McColl-Kennedy and Payne (2016) presented a research agenda suggesting
promising areas for scholarly inquiry into co-creation practices in service ecosystems.
The agenda suggests eight areas for further investigation, one of which highlights the
importance of advancing knowledge on changes over time in co-creation practices and
how these changes impact the ecosystem. This is further broken down into five
questions (Frow, McColl-Kennedy and Payne, 2016, p36):
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 How do service ecosystems adapt over time to changes in co-creation
practices?

 What practices support and encourage co-creation in the service ecosystem?
 What practices hinder co-creation in the service ecosystem?
 What are the characteristics of the most influential actors in the ecosystem?
 What forms of destructive practices spawn new ecosystems over time?
Frow, McColl-Kennedy and Payne (2016, p26) define an ecosystem as “the
interdependent relationships between organisational entities, not only between
directly-connected entities, but also those that are indirectly related. An ecosystem
bounds actors and their resources, with direct and indirect resource sharing activities
influencing its wellbeing”. This definition differs from those given in Chapter 2, in
that definitions given by the likes of Mars et al. (2012); Lusch and Vargo (2014);
Vargo and Lusch (2011); Vargo and Akaka (2012); and Vargo and Lusch (2016)
suggest that these individual actors are integrated to become one institution, known as
a service ecosystem. However, these definitions do also acknowledge independent
actors that work within the service systems that work collaboratively to form a service
network. Frow, McColl-Kennedy and Payne (2016) therefore take a more intricate
view of service ecosystems.
Four of the five questions suggested in the research agenda are each dealt with in this
thesis. The research considers the actions of GP federations that have supported and
encouraged the co-creation of value by identifying the characteristics that have led
these models of collaborative working to be effective in achieving their objectives.
Likewise, the characteristics that have hindered GP federations in doing so are also
considered. The characteristics of influential actors in GP federations, such as
federation directors, are also identified and finally, destructive practices within GP
federations that prevent effective co-creation of value are considered along with the
impacts of such practices.
3.2.2 SDL as a Research Priority
SDL has gained increasing attention in the literature, with application being made to
a variety of different fields, such as economics (Pels, Barile, Saviano, Polese and
Carrubbo, 2014); and business strategy (Wilden and Gudergan, 2017), and to a number
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of industries, such as banking (Ghosh and Ray, 2017); information technology
(Jitpaiboon, Dobrzykowski, Ragu-Nathan, and Vonderembse, 2013) and tourism
(Evans, 2016). Little application has however been made to the field of healthcare.
These loose connections to other disciplines however, offer the potential for further
research and development within the field (Wilden et al., 2017). SDL has grown
significantly since its first development in 2004, with over 19,000 citations of the two
original articles (Vargo and Lusch, 2004; 2008).
SDL is said to have emerged through “an interdisciplinary discourse across diverse
research areas” (Wilden et al., 2017, p353). By extending across multiple disciplines,
SDL takes a dynamic and systemic view (Lusch, Vargo, and Gustafsson, 2016). SDL
has the ability to bridge diverse research areas, and has contributed significantly to the
understanding of value co-creation, meaning that it has had substantial impact on
service research as a whole (Wilden et al., 2017), and has led the field of services
marketing to take a new research direction (Vargo and Lusch, 2004; 2017). In the past,
focus has been placed on goods dominant logic, with concentration on service
activities and the exchange of products, however, SDL emphasises the importance of
the collective processes within a network (Aitken, Ballantyne, Osborne and Williams,
2006). Previously, there has been pressure for services marketing to separate itself
from goods marketing (Shostack, 1977), however, SDL instead applies service logic
to marketing as a whole, as all businesses are seen to be service businesses (Vargo and
Lusch, 2004), as goods are produced by actors co-creating value through a service.
Despite the growth and development of SDL, until recently, little was understood
about how SDL had emerged and developed, the reasoning behind the changes made
to the fundamental premises (see Vargo and Lusch, 2004; 2008; 2017) and why SDL
had such significant impact on service research as a whole (Vargo and Lusch, 2004;
2017; Wilden et al., 2017). SDL is said to offer “a synthesis of the best parts of earlier
service research and discards its weak parts” (Gummesson and Mele, 2010, p182).
Vargo and Lusch (2017, p47), state that SDL is not a radical new concept, but is about
“the identification and extension of apparent coalescence in the ongoing development
of marketing thought”. Wilden et al. (2017) used a systematic method to establish how
specifically SDL had emerged and evolved. The review found that it was research on
collaborative value creation and (Normann and Ramirez, 1993; Prahalad and
Ramaswamy, 2000) that provided the foundations for developing the idea of value co67

creation (Vargo and Lusch, 2008). Pohlmann and Kaartemo (2017) used a less
systematic approach, relying on their expertise and opinions of the field, in order to
identify the research trajectories associated with SDL. The analysis found that
resources, value co-creation, brands and innovation were key themes emerging from
the body of academic literature, all of which will be evaluated throughout this
literature review.
It is worth noting, that much of the research conducted in relation to SDL is purely
conceptual. As a result of this, the literature provides practitioners with limited
information and guidance on implementing SDPs (Karpen et al., 2012). There is
therefore a call for an empirical evidence base to support many of the findings in order
to move the concept forward. In order to support the development of this evidence
base, there is also a need for midrange theory development (Brodie, Saren and Pels,
2011; Vargo and Lusch, 2017), to fill the gap between abstract service dominant
research and the limited empirical evidence base (Karpen et al, 2012). Vargo and
Lusch (2017) proposed a research agenda in order to do so. One of the topics
highlighted by this research agenda is the development and implementation of strategy
within a complex service ecosystem. Ostrom et al. (2010) identify SDL as a catalyst
for future research, and highlight it to be a suitable lens through which to study such
complex contexts (Ostrom et al., 2015), such as healthcare. This thesis does so, by
using SDL to uncover how resources are integrated and value is co-created in complex
service networks, such as GP federations.

3.3 SERVICE DOMINANT LOGIC

SDL is “a lens through which to look at social and economic exchange phenomena so
they can potentially be seen more clearly” (Vargo and Lusch, 2008, p9). SDL positions
the relationship between the service provider and the consumer as central to the social
and economic processes involved with marketing. SDL states that the application of
knowledge and skills is the fundamental unit of exchange when it comes to providing
services, and that customers and other stakeholders can be worked with collaboratively
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in order to foster change (Lusch, Vargo, and O’Brien, 2007). SDL can therefore be
applied to both business-to-consumer and business-to-business contexts.
3.3.1 The Fundamental Premises of SDL
Vargo and Lusch (2004; 2008; 2016) propose that SDL is underpinned by a series of
fundamental premises, shown in Table 3.1.

Fundamental Premises of SDL
FP1
(Axiom 1)

Service is the fundamental basis of exchange

FP2

Indirect exchange masks the fundamental basis of exchange

FP3

Goods are a distribution mechanism for service provision

FP4

Operant resources are the fundamental source of strategic benefit

FP5

All economies are service economies

FP6
(Axiom 2)

Value is co-created by multiple actors, always including the
beneficiary

FP7

Actors cannot deliver value but can participate in the creation and
offering of value propositions

FP8

A service-centred view is inherently beneficiary oriented and relational

FP9
(Axiom 3)

All social and economic actors are resource integrators

FP10
(Axiom 4)

Value is always uniquely and phenomenologically determined by the
beneficiary

FP11
(Axiom 5)

Value co-creation is coordinated through actor-generated institutions
and institutional arrangements

Table 3.1 – The Eleven (Revised) Fundamental Premises of SDL (adapted from Vargo
and Lusch, 2016, p8)

Fundamental premises (FPs) one to eight were suggested by Vargo and Lusch (2004),
in their original work on SDL. Vargo and Lusch (2008) later reviewed and amended
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these premises, in response to the discussion regarding its specifics, and added an
additional two FP’s (FP9 and FP10, see Table 3.1), introducing the concept of resource
integration and pointing out that value is a distinctive phenomenon. Collectively, the
ten FP’s stated that value must be understood on the basis of complex networks that
are part of a dynamic service ecosystem, which involve organisations, consumers and
stakeholders, as well as the context that the ecosystem is part of. Each of these entities
are involved in creating value with others (Edvardsson, Tronvoll, and Gruber, 2011),
which is also known as value co-creation (Vargo and Lusch, 2004). In 2016, Vargo
and Lusch further amended the FP’s, and added an eleventh premise (FP11, see Table
3.1), that took into consideration the role of service ecosystems in value co-creation.
This was in response to call for more social and cultural views (Arnould, 2007), and
aligned SDL with systems theories that had been applied throughout the service
research literature (Barile and Polese, 2010). It was at this stage that the five axioms
were also developed, in order to consolidate the eleven FP’s (see Table 3.1). The
evolution of the FP’s, and the development of the five axioms, suggest that the
development of SDL has led to “conceptual growth… and consolidation within the
field” (Wilden et al., 2017, p351). Vargo and Lusch (2017, p47) describe SDL as a
“continuing narrative of value co-creation through resource integration and service
exchange”, which explains the continuous amendments made to the FP’s over the last
decade. However, the “underlying research foci and changes in conceptual structures
of SDL remain unclear” (Wilden et al., 2017, p346).
3.3.2 Service Dominant Orientation
As previously mentioned, one the drawbacks of SDL is that there is a lack of empirical
research that can be used to inform managers and help them to implement service
dominant practices (SDP), and little attention has been paid in the literature to the
capabilities required for a firm to accomplish SDL (Karpen et al., 2012). Karpen et al.
(2012) therefore developed a conceptual framework, known as Service Dominant
Orientation (SDO), which bridges SDL and SDP. The authors define this concept as,
“a portfolio of organisational capabilities that facilitate and enhance the reciprocal
integration of resources through individuated, relational, ethical, developmental,
empowered, and concerted interaction. Essentially, a SDO represents a set of operant
resources that help customers and other value network partners achieve greater valuein-context through the resulting interaction and resource integration processes” (p25).
70

An alternative definition is provided by Wilden and Gudergan (2017, p811): “servicedominant orientation is defined as the firm’s philosophy of how to conduct business
through a deeply rooted set of values and beliefs that guides the firms attempt to
achieve superior performance through emphasising co-creation in line with servicedominant logic”.
Karpen et al. (2012, p32) suggest that there are six capabilities that managers who
adopt a SDO should master:
“(a) understanding individual customers’ resource integration processes, contexts,
and desires; (b) communicating with and relating to customers through social
interaction processes; (c) engaging with customers in fair and non-opportunistic
interactions; (d) empowering customers to influence the service processes and/or
outcomes; (e) helping customers develop their own operant resources; and (f)
coordinating and integrating service flows toward customers”.
These six capabilities facilitate or enhance collaboration with network partners, in
order to help integration of resources and creation of value (Vargo and Lusch, 2008).
By developing these capabilities to the highest possible standard, a firm will be able
to compete with other providers (Karpen et al., 2012), and increase customer
satisfaction (Karpen, Bove, Lukas and Zyphur, 2015). These six capabilities highlight
the importance of resource integration, communication and interaction and cocreation, as being crucial to the success of an organisation, and their ability to gain
competitive advantage. Firms following a SDO ought to place focus on interaction and
the integration of resources as both independent and continuous processes for the
benefit of all value network partners (Karpen et al., 2012). Such organisations would
also benefit from having a mindset that values collaboration and long-term mutual
development (Prahalad and Ramaswamy, 2004). The quality of such interactions and
the perception of benefits received strengthen relationships within this network
(Karpen at al., 2015), and help build trust and commitment (Palmatier, Dant, Grewal
and Evans, 2006).
These six capabilities can be applied to the concept of GP federations, and could be
used to help the integration of the resources and the creation of value. Examples of
how are shown in Table 3.2.
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Capability
Understanding
individual customers’
resource integration
processes, contexts,
and desires
Communicating with
and relating to
customers through
social interaction
processes
Engaging with
customers in fair and
non-opportunistic
interactions
Empowering
customers to
influence the service
processes and/or
outcomes
Helping customers
develop their own
operant resources

Coordinating and
integrating service
flows toward
customers

Application to GP Federations
A GP federation may use the data they hold on their
member practices to enable them to contact relevant
practices when providing a new service. For example, they
may contact member practice whom they are aware have
an elderly patient population, when they are introducing a
service that provides home visits to the elderly.
A GP federation may wish to stimulate valuable dialogue
with their member practices, and therefore, may introduce
a private online network where members of staff can post
important information and encourage discussion on certain
topics, for example.
It is important for a GP federation to not abuse potential
power or information imbalances in the network, and
therefore, the GP federation may form a board of
representatives from each member practice to prevent this.
Those within the GP federation must learn from all
members’ knowledge and experience, therefore, all staff
from member general practices should have the
opportunity to share their ideas and suggestions, perhaps
using an online private network, for example.
All actors within the GP federation should be given the
opportunity to receive training on how to better use the
resources available. The federation may therefore choose
to run training sessions, on the latest medical technology,
for example.
The GP federation must also not burden member practices
with overly complex or unnecessary interactions. In order
to avoid this, they may choose to send a monthly
newsletter with key information to member practices, for
example.

Table 3.2 – Applying SDO to GP Federations (adapted from Karpen et al. (2012,
p32)).

The focus on resource integration, interaction and value co-creation builds on the SDL
FP’s (Vargo and Lusch, 2004; 2008; 2016), and assists practitioners in implementing
these FP’s. SDO therefore responds to many of the criticism of SDL. However, despite
a SDO assisting an organisation in aligning itself with value network partners, it can
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be difficult optimise all six of the capabilities at the same time, as the six capabilities
may not always have the same consequences (Karpen et al., 2012). Practitioners
should therefore consider which of the capabilities to prioritise in order to enhance
value co-creation (Karpen et al., 2015), which can be challenging. Not only does SDO
respond to such criticisms, the concept also develops further some of the ideas of SDL.
Firms following a SDO use the idea of co-production, which is optional within SDL,
to improve the service provisions and enhance service innovation. It is thought that by
giving customers or external stakeholders control over the interaction process, for
example, by asking for service feedback, they have the ability to assist in shaping the
final service outcome (Karpen et al., 2012), allowing them to co-create value.
Prior to Karpen at al.’s (2012) seminal work on SDO, very little research had been
conducted that looked at co-creation from a strategy perspective. Karpen at al. (2015)
carried out an empirical study in order to validate SDO, and found that in fact a service
dominant strategy orientation effects both customer and firm related performance
metrics. Their research also demonstrates that SDO is relevant for both service and
goods suppliers, and that the six proposed capabilities can positively impact both
market and financial performance. Wilden and Gudergan (2017) extended this
research and reinforced these findings, by investigating the impact of an organisations
SDO on marketing and technological capabilities, and its performance, finding that a
SDO does have direct impact on a business’ performance.
Wilden and Gudergan (2017) also drew links between SDO and a firm’s dynamic
capabilities, suggesting that SDO is conditioned by the organisation’s distribution of
dynamic capabilities. The research questioned how SDO related to both ordinary
capabilities, for example marketing capabilities, which use the firm’s resources in an
effective manner to produce an output, and to dynamic capabilities, which involve the
strategic shaping of such ordinary capabilities. SDO was shown to affects a firm’s
performance indirectly through the firm’s ordinary capabilities. It was also found that
a SDO was not the only factor that impacted on a firm’s efficiency and effectiveness
when working as part of a service system and that in fact, dynamic capabilities have
an impact too. Therefore, a SDO should influence the strategic decisions made by a
firm, and such decisions should concern the entire service system (Edvardsson, Klaus,
Payne and Frow, 2014; Vargo and Lusch, 2016), not just the customer.
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Karpen et al. (2012) suggested that in order to move the literature on SDO forward,
empirical research is needed to understand the cross-context relevance of these six
capabilities. Furthermore, an understanding of the implications of a SDO from a
network perspective is also needed, given that a SDO provides organisations the
opportunity to gain a competitive advantage by enhancing value co-creation with their
network partners. Finally, it has been suggested that research is required to understand
the dynamic effects of a SDO on an organisation’s performance (Karpen et al., 2015).
3.3.3 Value Co-Creation
Viewing value creation through a SDL lens, value creation occurs “when a potential
resource is turned into a specific benefit” (Lusch, Vargo and Wessels, 2008, p8). The
resource therefore may have no particular value itself, and therefore, value is created
by “economic actors who exchange a variety of resources that go beyond goods and
money” (Michel, Vargo and Lusch, 2008, p154). The concept of value co-creation
(Vargo and Lusch, 2008) was developed based on research on collaborative value
creation (Normann and Ramirez 1993; Prahalad and Ramaswamy 2000). Value cocreation is defined as the “benefit realised from integration of resources through
activities and interactions with collaborators in the customer’s service network”
(McColl- Kickert et al., 2012, p.370). Stakeholders within a network interact to cocreate value and provide each other with a service (Frow and Payne, 2011).
The idea of “value co-creation” (Vargo and Lusch, 2008) evolved from what was
originally, as part of the FP’s (Vargo and Lusch, 2004), “value co-production”. The
adaptation was made as Vargo and Lusch acknowledged that in fact value creation is
an interactional process. Value is always created using “unique combination of
resources and an idiosyncratic determination of value” (p8), and therefore, the
customer or user is always a co-creator of value. However, “co-production” is not
always required. Although, Vargo and Lusch (2008) do accept that co-production is a
component of value co-creation, as it acknowledges the participation the development
of the value offering, particularly when goods are used in the value creation process
(Vargo and Lusch, 2008).
Value is a subjective phenomenon, perceived by an individual, and therefore is context
dependent (Vargo and Lusch, 2008). SDL places focus on value-in-context (Vargo
and Lusch, 2008), rather than value-in-process, and therefore value is a collaborative
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effort between network partners, rather than value being embedded and distributable
(Karpen et al., 2012; Vargo and Lusch, 2008), again, moving on from a goods-based
logic. Edvardsson, Tronvoll and Gruber (2011) found that value co-creation is affected
by social forces and is reproduced in social structures. Actors that are part of a service
exchange learn, and can change their role within the service system, meaning that
value has to be understood within a context.
Prior to this, Sheth and Parvatiyar (1995) also identified the shift from “value
exchange” to “value creation” within the literature, highlighting the need for
interactive relationships when establishing value. Gummesson and Mele (2010) state
that value co-creation is enabled by actor to actor involvement, and it is a process that
takes place over time, during which parallel and sequential phases take place.
However, when taking a network approach to value co-creation, frequent and nonlinear aspects of the value co-creation process will stand out, as focus switches
between different actors within the network. Gummesson and Mele (2010) and Vargo,
Maglio, and Akaka (2008), suggest that there are two core phases underlying this
process: actor to actor interaction and integration of actors’ resources.
The FP’s of SDL (Vargo and Lusch, 2004) suggest that a service provider without
customers, or an end user, cannot produce anything of value. The customer, or end
user, must integrate their resources and competences into the service activity, and play
an active role in co-creating value, in order to receive anything of value (Zeithaml,
Bitner and Gremler, 2009). In order to assist customers in the co-creation of value
organisations need to understand what a customer wants to receive as a result of this
value co-creation process (Karpen et al., 2012). Grönroos (2008, p307) states that,
“value is created by customers in their practices and, therefore, a thorough
understanding of people’s, everyday practices has to be the starting-point for
developing a customer-centric offering based on a service logic”. By viewing
customers as an integral part of the value creation process, the role of the organisation
becomes that of a supporter and co-constructor of value, rather than that of a supplier
(Grönroos, 2008; Karpen et al., 2012; Michel, Vargo, and Lusch, 2008; Payne,
Storbacka and Frow, 2008; Ramírez, 1999; Vargo and Lusch, 2008). In the case of GP
federations, those working within the network integrate their resources to co-create
value. They are both the co-creator and the receiver of this value, and therefore, they
can put in place processes to co-create the value that they desire.
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Many of the developments in the academic literature regarding value co-creation, are
as a result of authors identifying the importance of value being co-created as part of a
network, through multiple actors, not simply through a dyadic relationship
(Gummesson, 2006; Gummesson and Mele, 2010; Karpen et al., 2012; Sheth and
Parvatiyar, 1995; Vargo and Lusch, 2008). Vargo and Lusch (2008) suggest that
creating value with customers, rather than for customers within a relational context,
shows the operant and co-creative nature of network partners as important resources
in the value creation process. Each of these network partners provides their own
unique resources to the process (Vargo and Lusch, 2008b). Communication between
network partners enriches the learning process (Ballantyne and Varey, 2006) and is
therefore crucial to the value co-creation process. It is crucial to understand the
dynamics of the value co-creation process, in order to improve both theoretical
development in marketing and for practical application, which enables the
improvement of the effectiveness and efficiency of service systems and networks
(Gummesson and Mele, 2010).

A rare piece of empirical research which focuses on the ways in which value is cocreated at micro, meso, and macro levels within the Portuguese healthcare ecosystem
(Beirão, Patrício and Fisk, 2017) does offer some insight into the ways in which value
is created through the sharing of information from Electronic Health Records. The
study identified co-creation factors: resource access; resource sharing; resource
recombination; resource monitoring and governance/institutions generation. These
factors enabled actors to integrate resources in multiple dynamic interactions to cocreate value outcomes. These value co-creation factors and outcomes were found to
differ across levels, but were also embedded and interdependent.
The ways in which value can be co-created in GP federations is evaluated in section
3.4.
3.3.4 Operand and Operant Resources
Resources can be classified as either operand or operant (Arnould, Price and Malshe,
2006). Operand resources are tangible assets, such as products and raw materials,
whereas, operant resources are generally intangible and shaped out of knowledge and
capabilities (Alves, Ferreira and Fernandes, 2016). In the case of a general practice,
operand resources include medical and IT equipment, and operant resources include
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the knowledge of a GP whom has a particular specialism, for example. Practices may
integrate these resources with the resources of other practices within a GP federation.
SDL and the co-creation of value places emphasis on an organisation and a consumer
or end user, and how they integrate their operant resources to co-create this value.
Vargo and Lusch (2016, p8) state that “operant resources are the fundamental source
of strategic benefit”. Operant resources held by an individual may be physical, social
or cultural (Arnould et al., 2006; Baron and Harris, 2008; Baron and Warnaby, 2011;
Rodie and Klein, 2000). Physical operant resources can exist in the form of energy,
strength, emotions and sensory motor endowment (Baron and Warnaby, 2011).
Cultural resources include specialised knowledge and skills, life expectancy and
historic imagination, and social resources consist of personal and cultural relationships
(Baron and Harris, 2008). It is therefore suggested that operant resources reflect an
individual’s capacities and socially interactive abilities (Alves et al., 2016).
In the process of value co-creation, consumers and organisations act as resource
integrators (Edvardsson et al., 2014; Vargo and Lusch, 2006). These consumers, which
are viewed as operant resources, contribute to the creation of value by integrating these
physical, social and cultural resources (Arnould et al., 2006). The consumer or end
user, and their resources and networks are seen to be critical parts of economic
exchange and the value creation process (Chandler and Wieland, 2010).
However, it is not only the consumer or end user that is seen as an operant resource.
Employees, business partners and other actors operating within the network are all
seen to be operant resources too. Such operant resources have been found to be a
critical part of the innovation process (Lusch, Vargo, and O’Brien, 2007). Ordanini
and Parasuraman (2011) found that the nature and the extent of the impact of the
operant resources can however vary, and therefore influence a firm’s service
innovation outcomes and therefore, the firm’s performance. This finding highlights
the impact of a firm’s operant resources on value co-creation. De Leon and Chatterjee
(2017) investigated the influence of resources, whether operand or operant, on
satisfaction, and used SDL to offer insights into this issue. It was found that human
capital, such as skills and knowledge, are more valuable than tangible products in
strengthening relationship quality with customers. This again, highlights the impact of
a firm’s operant resources on value co-creation.
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The working environment has been shown to impact employees and their effectiveness
as operant resources (Ordanini and Parasuraman, 2011). The working environment
should be participative, and encourage employees to share ideas and be motivated to
develop new ways of providing services (Gounaris, 2006) in order to co-create value.
Organisations that ‘‘treat their employees as operant resources will be able to develop
more innovative knowledge and skills and thus gain competitive advantage’’ (Lusch,
Vargo and O’Brien, 2007, p15). This is significant for GP federations, as these service
networks are built upon the benefit of being able to share knowledge (Hargreaves,
Irving and Holden, 2010), therefore, the working environment should encourage this.
3.3.5 Resource Integration
As evaluated in subsection 3.3.5, resources, and operant resources in particular, are a
vital part of the value co-creation process. A firm’s resources must be integrated into
the value co-creation process. Resource integration is defined as “the incorporation of
an actor’s resources into the processes of other actors. It implies a social and cultural
process that enables an actor to become a member of a network. Value co-creation
occurs by integrating actor resources in accordance with their expectations, needs and
capabilities” (Gummesson and Mele, 2010, p192). An actor can be a service provider
or a service beneficiary (Chandler and Wieland, 2010). Lusch et al. (2008, p8) state
that “organisations can be viewed as resource integrators which transform microspecialised competences (employee-level skills and knowledge) as well as other
internal and market-acquired resources into service provisioning”. GP federations are
an example of a resource integrator.
Research integration can be conducted in a number of different ways, all of which can
be categorised as either complementarity, redundancy or mixing. Complementarity
resource integration involves different actors having different resources that serve in
different ways, but need integrating to help become part of the value creating process.
Redundancy resource integration involves actors having similar resources, meaning
some of the resources are made redundant. Finally, mixing resource integration
involves actors having both complementarity and redundancy resources, as they have
some similar and some different resources (Gummesson and Mele, 2010). The
matching of resources is the fit between the resources, activities and processes held by
the actors (Grönroos and Helle, 2010), this is the core of resource integration
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(Gummesson and Mele, 2010), and the better the matching of resources, the greater
the potential value (Andreu, Sanchez and Mele, 2010).
Gummesson and Mele (2010, p193) state that resources become of value when they
are matched through a “resource-based value creation network”. An organisation
begins and develops as a unique combination of resources and contributes to this
resource-based value creation network in a different way. Resource heterogeneity
encourages organisations to search for partners to exchange, integrate and develop
resources with. This is known as “resourcing” (Lusch et al., 2008). The matching of
both complementarity and redundancy resources is key when it comes to defining the
role of each member of a network. Each actor’s potential for success within the
network is determined by its core competences, unique resources and its ability to
match their resources and position themselves in a network in which they can
contribute to its success in value co-creation. The value creation network is then able
to develop unique processes and barriers to imitation. Therefore, each member GP
practice must be able to provide resources that are of value to the GP federation, which
can be integrated as part of the value co-creation process. These resources must be
complementary to those resources of other member practices, and the practice must
position themselves in a network which they can contribute to the success of.
Service providers and service beneficiaries both exist within a specific context, and
within this context these actors integrate the resources that are available to them
(Chandler and Vargo, 2011). These actors are therefore embedded in this network.
Each of these networks are then embedded within larger networks (also referred to as
ecosystems, see subsection 2.3.1.3) (Chandler and Wieland, 2010). Service
beneficiaries, or customers, are required to hold a certain level of knowledge and skills
in order to achieve effective resource integration, and for them to able to contribute to
the value co-creation process (Grönroos, 2008), by acting on other resources and
providing benefits to the actor they are co-creating value with (Karpen at al., 2012).
Organisations should be able to engage with their customers in order to receive such
benefits (for example, feedback and ideas) (Normann and Ramírez, 1993), and should
also enter into relationships with other actors within the network, in order to get access
to “relational resources”. This will allow the organisation to customise their offering
to different consumer groups and can lead a firm to enter into strategic alliances, in
order to gain both complementary and idiosyncratic resources (Gummesson and Mele,
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2010, p189). Organisations may then be able to capitalise on these resources, and
ultimately, strengthen their position in the market (Gummesson and Mele, 2010;
Karpen et al., 2012). SD organisations therefore share their own resources
(knowledge, expertise, etc.) and use the resources of their co-creation partners, in order
to gain competitive advantage.
GP federations enable member general practices to integrate the resources they hold.
This can be operant resources, such as the knowledge of staff working in the practices,
or operand resources, such as medical equipment. By integrating the resources that
each individual practice holds, member practices are able to capitalise on these
resources and gain a competitive advantage in the healthcare ecosystem. For example,
by integrating resources, federations may be better positioned to bid on a contract to
provide a service, which as a single practice may not have been possible. Therefore,
member practices are co-creating value within the network, by integrating their
resources.
3.3.6 Service Innovation
According to SDL, a service innovation is an offering that has not previously been
available to an organisation’s customers. This could be either an addition to current
service provisions, or a change in the way that the service is delivered, therefore,
changes to the competences applied by the organisation or the customer are required
(Ordanini and Parasuraman, 2011). Service innovation can offer new solutions,
destroy existing markets, transform old markets or create new markets (Hauser, Tellis
and Griffin, 2006). Service innovation is becoming an increasingly important part of
business-to-business marketing (Chandler and Wieland, 2010), and an organisation
must be able to develop their service provision in order to remain competitive. The
development of new services relies on continuous renewal, creation, integration, and
transformation of key information and knowledge (Ballantyne and Varey, 2006b). The
FP’s of SDL recommend that there are three drivers of service innovation:
collaborative competences, dynamic capability of customer orientation, and
knowledge interfaces (Vargo and Lusch, 2008).
An organisation taking a SDL approach to innovation must view both itself and the
market with a SDL, in order to effectively compete through service. SDL is a logic
that is grounded philosophically in a commitment to collaborate with different entities
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within a network, such as customers, employees and other organisations. An
opportunity that organisations can take to compete through service, is to identify
innovative ways to provide service, and co-create value by working with other entities
within a service network (Lusch, Vargo and O’Brien, 2007).
No single actor has sufficient knowledge or resources to innovate at a competitive
level (Lusch et al., 2010), meaning that many organisations have turned to innovation
partners or alliances to ensure that they remain competitive within the market
(Chandler and Wieland, 2010). Such partners are seen as a potential source of
knowledge for service innovation. This is implied in the FP’s of SDL, which state ‘‘all
social and economic actors are resource integrators’’ (Vargo and Lusch, 2008, p7, see
Table 3.1). The participation of these value network partners in an organisation’s
innovation process can both enhance the processes internally and also expand the
external markets for the innovations developed (Ordanini and Parasuraman, 2011).
Lusch, Vargo, and O’Brien (2007) and SDL as a whole, supports this idea, suggesting
that an organisations ability to involve partners and work with them to implement
change, is at the core of effective service innovation processes. The potential for
fundamental changes to be put in place is also higher, as partners may influence
different changes that are in line with their own business priorities, in order to maintain
or improve their position within the service network (Afuah, 2000). Working with
business partners for service innovation is therefore most likely to involve major
projects that drive fundamental change (Pittaway, Robertson, Munir, Denyer and
Neely, 2004).
One of the major issues with relying on partners for knowledge, is that appropriate
channels of communication are not always implemented by organisations (Marinova,
2004). Knowledge integration mechanisms (KIMs) are “are formal processes and
structures that facilitate the capture, analysis, and synthesis of various types of
knowledge and the dissemination of that knowledge among different functional units”
(Ordanini and Parasuraman, 2011, p8), which enable an organisation to use the
information and knowledge provided by partners effectively to aid service innovation.
Effectively processing such information and integrating such resources, whilst
considering the entire service ecosystem, including both suppliers and customers, can
lead to innovation levels beyond what the individual firm is capable of achieving
(Ordanini and Parasuraman, 2011).
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Firms are also focusing on the management of relationships with such partners, in
order to maximise innovation opportunities (Chandler and Wieland, 2010). Not only
are relationships with business partners important, but relationships with customers
also play an important role in service innovation. Staff who deal directly with
customers play a vital role, due to their frequent interaction with customers, who may
provide feedback or commentary on how services could be improved. Mechanisms
should therefore be put in place to capture this valuable knowledge and information
(Ordanini and Parasuraman, 2011). SDL suggests that organisations should
collaborate with customers during service provision, in order to turn these customers
into an operant resource, which can be used to help service innovation (Vargo and
Lusch, 2004). Customers provide a source of knowledge and information, which
organisations often overlook (Blazevic and Lievens, 2008). Organisations should look
for ways to innovatively co-create value with customers, and should use a combination
of both a customer orientation and an innovative orientation, in order to develop an
operant resource that is capable of co-creating value (Ordanini and Parasuraman,
2011).
GP federations provide general practices with the opportunity to innovate new
services. This includes both services that the federation, through collaborative
working, can provide to member practices, but also includes providing new services
to the consumer, in this case patients. Federations must be able to provide innovative
services to member practices in order to keep up with changes in the ecosystem (see
subsection 2.3.1.3), and in order to remain competitive in the volatile healthcare
environment.

3.4 VIEWING SERVICE NETWORKS THROUGH A SDL LENS

3.4.1 Co-Creating Value in Networks
Anderson, Håkansson and Johanson (1994) in their seminal work, that has informed
much of the subsequent literature, investigated business relationships in business
networks and identified three dominant types of networks. They state that there are
‘deconstructed’ firms, in which firms focus on a subset of the value-adding functions,
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such as research and development, design or manufacturing, and rely on coordinated
relationships with other organisations to provide the other activities needed to add
value. Another model they suggest is the ‘value-adding partnership’ which involves
businesses managing the flow of goods or services along a value adding chain,
allowing smaller firms to compete with larger firms, who may complete the adding
value process. The final model is the ‘virtual corporation’, which involves organising
firms around a particular market opportunity, with the model lasting only for as long
as the opportunity. GP federations are an example of a ‘virtual corporation’, as they
have evolved as a result of the pressures that the NHS, and primary care in particular,
is facing at this time. The industry rhetoric is encouraging general practices to work
collaboratively in order to deal with these pressures. Therefore, a change in the
healthcare ecosystem could lead to a change in the way general practices are working,
and the GP federation model may no longer be an effective way of working for general
practices.
The approach taken to networks by Anderson, Håkansson and Johanson (1994) is
dyadic, and only considers the relationship between two entities. Whilst pioneering at
the time, this view is outdated, and a more holistic view is now taken to both service
and service networks. Barile et al. (2016) suggest that a systems understanding of
service is needed, in order to be able to solve problems within complex organisations.
They state that, “in an ever more complex and globalised world, a systems approach
grants decision makers a wider and more dynamic view of observed phenomena,
capable of capturing the rules that explain how systems behave in context, beyond
structural boundaries” (p655). Basole and Rouse (2008) support this, claiming that a
network perspective shifts focus from a resource-based view, to a perspective that
considers resource dependency, transaction costs and actor-network relationships.
Mele and Polese (2011) also propose that a holistic perspective of systems and
networks is necessary to enable an understanding of how the different parts interact
and fit together. Networks are therefore now seen to be created by dyads of actors that
are linked together, although not necessarily through horizontal or vertical chains
(Lusch and Vargo, 2014b).
The service research domain as a whole has moved beyond such dyadic business-toconsumer relationships, and now accepts that services are part of networks, that
involve interaction from consumers, businesses, governments and a wide range of
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other stakeholders. Barile, Pels, Polese and Saviano (2012) emphasised the importance
of viewing services through a wider lens, by considering not only the service system
itself, but also the service network and the service ecosystem it operates within. By
taking this point of view practitioners are able to expand their perspective on their
business, and ultimately face complex challenges from the business environment. In
the case of general practices, by viewing services through this wider lens and looking
at the bigger picture, they are able to form GP federations, placing them in a stronger
position to be able to face the current pressures that the NHS is under (Imison et al.,
2014). Ostrom et al. (2015) reinforce the idea of taking a wider perspective, by
suggesting that service systems have become too complex to reject input from
expertise outside of a service network.
Ostrom et al. (2015, p135) identified research priorities that were hoped to advance
the field of service marketing. One of the priorities identified was developing service
networks and systems. It was suggested that there were five areas of importance when
it comes to advancing research relating to service networks:
1. Fostering service network collaboration to enhance customer experiences
2. Building adaptive and flexible service systems to respond to dynamic
environments
3. Developing service platforms for value networks and service ecosystems
4. Creating service architecture and modularisation in the context of value
networks
5. Evolving systems engineering approaches for developing services
The evolution of service technology has created a more dynamic service environment,
in which value is co-created through complex networks of interactions between both
provider networks and consumer networks (Gummesson, 2008; Patrício, de Pinho,
Teixeira and Fisk, 2018). SDL states that it is within these networks that value is
collaboratively co-created (Vargo and Lusch, 2008), shifting the focus from dyadic
interactions, to many-to-many interactions (Lusch et al., 2010). SDL suggests that no
single actor or organisation has the adequate resources to single-handedly create value,
and places focus on ‘‘a commitment to collaborative processes with customers,
partners, and employees’’ (Lusch, Vargo, and O’Brien, 2007, p5). Vargo and Akaka
(2008, p211) state that we need “a network-to-network conceptualisation of
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relationships that converge on value creation through a web of resource integration”.
Resource integration is a network orientated process, in which actors integrate their
own resources with the resources of others, for their own benefit and the benefit of
others. GP federations facilitate the co-creation of value between general practices.
These networks involve many different interactions, between a vast range of different
actors. No single actor within the GP federation has the skills or resources to singlehandedly create value, they must work collaboratively with others within the
federation to co-create this value.
3.4.2 Co-Creating Value in Service Networks
Value co-creation is essential to an organisation’s survival. Value is co-created by
multiple actors and involves complex interactions in business networks (Vargo and
Lusch, 2011; Vargo and Lusch, 2016). Service networks often emerge as a result of a
consumer or business need, for example, in the case of GP federations, the need to
work collaboratively to deal with the pressures on the NHS (Imison et al., 2014). A
co-creation perspective focuses on boundary spanning collaboration between actors
within the value networks, highlighting the importance of capability-enabled outsidein processes with value actualisation as a central element and makes the betterment of
the value network a central goal (Karpen et al., 2012).
All actors involved in the exchange of value must be active in participating in this
service co-production in order to optimise the service they receive (Grönroos, 2006;
Vargo and Lusch, 2004). The consumer, or service receiver, and their own resources
and networks are critical in the value creation process (Chandler and Wieland, 2010).
Co-creation encourages actors within the network the contribute to the value creation
process by focusing on their core competence and cooperating with other actors within
the network, such as suppliers, business partners and customers, through various value
constellations (Normann and Ramirez, 1993). This helps minimise the risk of
providing the maximum possible value to consumers and being unprofitable in the
long term (Basole and Rouse, 2008). When viewing value from a network perspective,
stakeholders, or actors, contribute value and also expect value in return (Gummesson
and Mele, 2010).
Consumers are therefore, not only value receivers, but are also co-producers of value
(Prahalad and Ramaswamy, 2000). Integrating consumers into the value network and
85

the decision-making processes leads to the empowerment of customers (Karpen et al,
2012), who are now often becoming involved with designing the value offering.
Basole and Rouse (2008) further this idea, suggesting that consumers also drive and
determine the activities that take place within the value network, as without consumers
the product or service would not be consumed, meaning that the actors and activities
within the value network would be irrelevant. Sharma and Conduit (2016) found that
a co-creation culture comprises five key co-creation behaviours: co-production; codevelopment; co-advocacy; co-learning, and co-governance. A range of supportive cocreation behaviours stimulate the interactive nature of co-creation: dialogue; shared
market intelligence; mutual capability development and shared decision-making.
These behaviours are underpinned by organisational values of mutual respect,
empowerment, and mutual trust. In order to co-create value effectively a co-creation
culture should be developed.
Vargo and Lusch (2008, p7) state that “value is always uniquely and
phenomenologically determined by the beneficiary”, which supports the idea that
without consumers the value network and the value that is being created is irrelevant.
Applying this to the context of GP federations, those working within the general
practices that form federations co-create value by working together to provide services
more efficiently. These staff therefore co-produce value. Without these members of
staff, whether that be GPs, nurses or administrative staff, value could not be created.
At the same time, as these staff working within the GP federations, along with patients,
are beneficiaries, or consumers, of the value being created, in the sense that these
networks are potentially allowing them to work more efficiently, and generate more
income, or in the case of patients, have access to additional services, for example.
Without these actors the network would become irrelevant, as it would provide no
value.
Networks exist at many levels (Gummesson, 2006) and such networks also interact at
many levels, making them highly complex. Networks change according to context,
perspective and time (Gummesson, 2002), for example, GP federations may change
as new contracts become available to them, or as a new board member is appointed.
The nature of the relationships between the different entities in a service network can
affect the activities through which value is co-created. Relationships and the
interaction that occurs within these relationships are key to value co-creation in
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networks. The relationships that develop through a network, and the interactions and
collaboration that occurs as a result, catalyse co-creation processes within a network
(Chandler and Wieland, 2010; Gummesson and Mele, 2010).
Value co-creation can also have negative consequences, which is ignored in much of
the literature (Chowdhury, Gruber and Zolkiewski, 2016). Chowdhury et al. (2016)
found that sharing of responsibilities during the value co-creation process can result
in management having a lack of clarity in regards to what is expected of them, which
can lead to role ambiguity and misunderstandings between firms within a business-tobusiness network. Furthermore, Plé and Chumpitaz Cáceres (2010) also suggested that
actors working within a network may have different goals and that the interaction
between these actors may accidentally, or intentionally, lead to value co-destruction,
which they define as, “resources that are utilised positively to the benefit of the service
systems might also be used in a detrimental manner for one or all of the parties
involved” (p432). Balanced centricity is key in ensuring that all actors in the network
are supported in reaching their goals (Gummesson, 2008). Frow and Payne (2011)
suggest that value propositions have a key role in co-creation of value between
stakeholders and that the development of value propositions in multiple stakeholder
domains can provide an important mechanism for aligning value within a network.
The exertion of power can also shape value co-creation activities. Power plays can be
used as a means to mobilise the appropriate resources and to influence those involved
in the network to adhere to value co-creation objectives (Chowdhury et al., 2016).

3.5 CO-CREATING VALUE IN GP FEDERATIONS

3.5.1 Benefits of Collaborative Working in Healthcare
Both the industry rhetoric (Imison et al., 2014; NHS, 2014) and the academic literature
(Baxter et al., 2018; Campbell and Jovchelovitch, 2000; Hargreaves et al., 2010;
Kuziemsky and O'Sullivan, 2015; Lewis et al., 2017; Zuckerman and Kaluzny, 1995)
make suggestions regarding the benefits of collaborative working in healthcare. These
benefits are the ways in which GP federations could potentially co-create value. The
industry rhetoric provides little justification or evidence for these proposed benefits;
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however, the academic literature provides a limited empirical evidence to support the
suggestions made. There are parallels that can be drawn between the benefits stated in
the rhetoric and the benefits suggested in the academic literature, with cross over
between a number of the benefits. Table 3.3 shows the list of benefits provided by both
bodies of knowledge and shows how the benefits in the industry literature largely fit
under the broader benefits suggested in the rhetoric. The only exception to this is the
benefit of sharing risks (Lewis et al., 2017). Although it is limited, the academic
literature surrounding each of these benefits in healthcare is evaluated in the
subsections that follow.

Rhetoric
Economies of Scale

Sharing Skills and Expertise

Literature
of product

Sharing costs
development
Financial outcomes

and

technology

Developing opportunity to learn and adapt new
competencies
Enhancing ability to manage uncertainty and solve
complex problems
Sharing knowledge

Sharing Resources

Improving Patient Access

Gaining resources
Responding rapidly to market demands and
technological opportunities
Increasing patient satisfaction
Improving quality of care

Developing a Shared Identity Gaining mutual support and group synergy
Gaining acceptance of foreign governments
Sense of belonging and engagement
Taking account of local perspectives
Gaining influence over domain
Gaining access to new markets
Strengthening competitive position
Other
Sharing risks

Table 3.3 – Benefits of Collaborative Working Suggested by Industry Rhetoric and
Academic Literature
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3.5.2 Economies of Scale
The first benefit suggested by both the industry rhetoric and the academic literature is
the ability for models of collaborative working to create economies of scale.
Zuckerman and Kaluzny (1995) suggested that being part of a healthcare alliance
should be an investment, which pays off over time. Furthermore, Lewis et al. (2017)
found that models of collaborative working in healthcare in the US are aimed at two
things: improving healthcare outcomes and improving costs. It is stated that it is this
financial incentive that will encourage collaborative working. Dodd, Taylor, Bunyan,
White, Thomas and Upton (2011) studied integrated care teams in the UK and found
that the particular collaborative working model studied delivered value for money, and
reduced costs across the wider healthcare system.
However, contrary to this, Baxter et al. (2018) conducted a systematic review on the
effects of integration between healthcare service providers, in order to assess the
effects on delivery outcomes, such as effectiveness, efficiency and quality of care. The
review involved literature that was published between 2006 and 2017, that reported
integrated or co-ordinated care having an actual or perceived effect on service
delivery. Amongst other things (see subsection 3.5.5), the research indicated that there
is no evidence to support the idea that integrated care models either increase or reduce
costs. The findings of this systematic review provide an explanation as to why there is
very limited literature to support the idea that collaborative working can lead to
economies of scale or financial benefits in general. This thesis will build on the
empirical evidence base surrounding this, providing evidence to either support or
disprove that collaborative working in healthcare can lead to economies of scale.
3.5.3 Sharing Skills and Expertise
One of the most debated benefits in the literature is the ability to share knowledge, and
in fact, GP federations have been established based purely on this potential benefit
(Hargreaves et al., 2010). In order to share such knowledge, those working within the
collaborative network need to have an understanding of what services and resources
are available within the network, who they can collaborate with in the network and
what assets these potential partners have. Staff also need to have a broad system
perspective, so that they are able to position themselves in the context of the network
effectively (Kuziemsky and O'Sullivan, 2015). By doing so, it will then be possible
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for those who work within the network to access multidisciplinary expertise and
shared resources, in order to gain new skills and continued professional development
(Hargreaves et al., 2010).
Medical education currently trains physicians to become experts in one-to-one patient
encounters, meaning that they are individually experts, but in fact struggle to identify
who is part of the wider team and how other forms of expertise can help improve
patient care. This is no longer sufficient, and has led to a call for medical education to
focus on collaborating within complex intraprofessional systems (McDougall et al.,
2016). The NHS Five Year Forward View (NHS, 2014) is an example of
interprofessionalism in the industry rhetoric, calling for interprofessional primary
healthcare teams, which are able to share their expert knowledge in order to provide
integrated care. A GP federation is an example of an interprofessional primary
healthcare team.
Furthermore, Kuziemsky and O'Sullivan (2015, p231) discuss the concept of common
ground, which they define as “the shared knowledge, language, and beliefs that two
or more agents need to have for communication to occur”. This is an essential part of
successful collaboration, and assists in sharing information (Thraen, Bair, Mullin and
Weir, 2012). Common ground should be seen as a dynamic process that drives
collaboration in order to create a solution to a problem (Kuziemsky and O'Sullivan,
2015). In the case of a GP federation, creating common ground and sharing knowledge
is driving collaboration as those within the network have shared knowledge regarding
the pressures facing primary care, which has led them to create a solution to this
problem and form a GP federation. Therefore, sharing knowledge is not only a benefit
of collaborative working, but is what drives collaborative models of working to form.
3.5.4 Sharing Resources
The literature also identifies an ability to share resources as one of the benefits of
working within a network. Lewis et al. (2017) found that resource complementarity
was the most commonly stated reason for healthcare organisations to work
collaboratively. Resources are most effectively shared when those within a partnership
or network have complementary resources, rather than competitive resources. These
resources could be a number of different things, such as complementary services that
they offer and complementary organisational resources, such as one partnering
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organisation having substantial financial capital (Lewis et al., 2017). This aligns with
the literature surrounding resource integration, which proposes the idea of a resourcebased value creation network (Gummesson and Mele, 2010), in which an actor’s
resources must complement the resources of other actors within the network.
Coupe (2013) studied models of integrated service in healthcare, and found that in
order to integrate and share resources successfully, staff working within such
collaborative models need to have a common set of expectations and attitudes towards
working together. This successful integration of resources can lead to a reduction in
workload (Lyon, Miller and Pine, 2006), which would help to relieve one of the key
pressures on primary care in England (Imison et al., 2014).
Despite being the most commonly rated reason for working collaboratively in
healthcare, Baxter et al. (2018) in their systematic review, found that the transfer of
resources between partnering organisations has shown to be a challenge as a result of
changing levels of activity. Beacon (2015), who studied multi-disciplinary integrated
care teams in the UK, supported this, finding that there were challenges in shifting
resources between care providers. There is very limited evidence within the literature
to show that integrated models of care have significant impact on access to resources
(Baxter et al., 2018), therefore, this thesis will provide empirical evidence to support
or disprove this proposed benefit.
3.5.5 Improving Patient Access
Baxter et al. (2018) in their systematic review found that working collaboratively
helped to improve quality of care, increase patient satisfaction and improve patient
access. The evidence from different collaborative healthcare models studied in the
UK, showed that collaborative working led to patient waiting times and outpatient
appointments being reduced. Patients end of life wishes in hospitals were also met
more often. The system-wide impact on community and hospital-based services was
however unclear, with evidence for both increased and decreased use of community
services. There was also no evidence to support whether such models increased or
decreased costs, although a number of changes to the delivery of services were
identified.
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Collaborative working in primary care in Canada has also been found to improve
patient care outcomes (Hogg, Lemelin, Dahrouge, Liddy, Armstrong, Legault, Dalziel
and Zhang, 2009), with multi-disciplinary teams leading to better quality of care.
Integrated teams in primary care in the UK have also had positive impact on patient
access, with patients reporting they are able to access care locally (Coupe, 2013;
Tucker and Burgis, 2012). Dodd et al. (2011) also suggest that integrated models of
care can provide patients with access to a wider range of services. The literature
therefore provides evidence for models of collaborative working improving patient
access; however, little is known as to whether GP federations and the patients of their
member practices will also benefit from this.
3.5.6 Developing a Shared Identity
Another benefit of collaborative working is a GP federation’s ability to create a shared
identity. The healthcare literature suggests this benefits member practices in a number
of ways, such as: giving members of the network a sense of belonging and engagement
(Kuziemsky and O'Sullivan, 2015); being able to take account of local perspectives
(Campbell and Jovchelovitch, 2000); and creating group synergy and mutual support
(Lewis et al., 2017). Bélanger and Rodríguez (2008, p595) suggest that the importance
of forming a collective identity is overlooked and requires more attention in qualitative
research. The construction of this identity is important as it “holds the key to defining
the medical team as an entity, and to understanding the multi-disciplinary primary care
teams’ problematic negotiations of memberships, roles and legitimacy of diverse
professionals involved in it”. Developing a shared identity will therefore enable GP
federations to better understand each GP practices and each member of staff’s role in
the collaborative working model.
There is a general agreement in the literature regarding the difficulties of co-operating
in primary care (Hansson, Mattsson, Friberg, Segesten and Gedda, 2008), and
investment in the development of clear roles and efficient methods of communication
are significant in organisational change towards collaborative working (Bélanger and
Rodríguez, 2008). By establishing clear roles within GP federations and providing
member practices with efficient communication channels, practices will be able to cooperate more effectively, and therefore work towards a common aim as one
establishment.
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3.5.7 Sharing Risks
Although the industry rhetoric fails to acknowledge sharing risks as one of the benefits
of collaborative working, the academic literature highlights that GP practices can
benefit in this way. Lewis et al. (2017) looked at reasons why organisations
collaborated to form accountable care organisations in the United States and found
that there were four main reasons why organisations came together to work at scale,
one of which was reducing perceived or actual risk. Working as part of a collaborative
model allows for both risks and gains to be shared by all providers within the network
(Rittenhouse, Shortell and Fisher, 2009). The risks that Lewis et al. (2017) suggest can
be shared by working collaboratively are financial risks, which can be shared by GP
federations by sharing costs and creating economies of scale as discussed in subsection
3.5.2.
The academic literature surrounding healthcare provides very limited empirical
evidence to support any of the suggested benefits of collaborative working. This thesis
therefore will fill this gap in the academic literature, by providing support for or
disproving each of the proposed benefits of collaborative working in primary
healthcare.
3.5.8 Challenges of Collaborative Working in Healthcare
Although the literature analyses a number of benefits of working at scale, there are
also challenges that organisations may face when attempting to work collaboratively.
Lewis at al., (2017, p2) state that there are a number of challenges in building effective
partnerships, such as “issues of governance, leadership, building trust, developing
shared goals, managing highly interdependent work, clarifying roles and
responsibilities and managing potential conflict”. All of these challenges could impact
GP federations and their effectiveness as service networks. There are also potential
costs in participating in healthcare alliances, including: “loss of autonomy and control;
shared costs of failure; loss of resources or technical superiority; potential conflict
over goals or methods; and coordination challenges” Lewis at al., (2017, p2). These
costs should be considered by GP practices when joining collaborative working
models, such as GP federations. This thesis will test whether or not these challenges
and costs associated with collaborative working impact GP federations.
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Furthermore, Walker et al. (2007, p912) claim that there are five major barriers to
forming healthcare partnerships, these are: “uncertainty about funding of reform
implementation, variable commitment from reform actors, agency protection of
activities and funding, confidentiality of client information, and, concern about client
experience of the changes”. It has also been suggested that in fact, the idea of forming
and working as part of a collaborative healthcare model is no more than a “rhetorical
veil, masking the perpetuation of power asymmetries and the exclusion or co-optation
of certain stakeholders” (Aveling and Martin, 2013, p74). By studying GP federations
and assessing their effectiveness as service networks, this thesis will provide empirical
evidence to either support or disprove these claims.
One of the biggest challenges in collaborative working in healthcare is ensuring
consistent delivery of care. When working as part of a GP federation, care is delivered
by a range of different individuals from a range of different teams. These different
teams have different cultures, educational backgrounds, objectives and incentives,
which can place boundaries between these different professions. These professional
identities and boundaries impact how individuals work with their colleagues within a
network and this has implications on the care that patients receive (Powell and Davies,
2012). Furthermore, such differences between individuals in collaborative health
environments can make it difficult to establish common ground, as there is a need to
integrate different types of agents, policies and procedures (Kuziemsky and
O'Sullivan, 2015). It is therefore crucial for organisations to select collaborators
carefully in order to be successful (Lewis et al., 2017).
Another problem that often occurs as a result of collaboration is that there can be
asymmetries of power between partners. This can lead to unequal partnerships, which
prioritise the views of those already in positions of authority. The way healthcare
partnerships are structured and organised can often emphasise these asymmetries in
power (Aveling and Martin, 2013). An additional issue that often arises in partnerships
is an individual’s desire to maintain autonomy and refrain from sharing information
and resources. This prevents partners from forming common ground (Kuziemsky and
O'Sullivan, 2015).
It is worth noting that, the NHS have learnt from initiatives from all around the world
in order to aid them with the process of integrating many different services. So too,
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have studies from around the world been analysed as part of this literature review.
However, it is key to consider potential contextual differences before implementing
changes in England. Positive outcomes in the literature in regards to collaborative
working in healthcare may not be assumed in England and therefore, there is need for
greater clarity on how collaborative working may affect outcomes. In fact, doubts
regarding the ability of new models of care to deliver the proposed benefits have been
voiced and it has been stated that progress towards such new models has been slower
and less successful than expected (Baxter et al., 2018).

3.6 CHAPTER SUMMARY

This chapter had determined SDL as an appropriate lens through which to study the
complex phenomenon of GP federations and began by identifying calls from the
service network literature to investigate SDL and value co-creation in complex
contexts, such as healthcare. The development and growth of SDL was also critically
analysed, in order to critically analyse how the concept has developed as a result of
developments in the wider body of literature. The fundamental premises of SDL were
then considered, applying each of these to GP federations, in order to reinforce SDLs
relevance.
It was then established that a SDO was necessary for an organisation to effectively
integrate resources to co-create value. This perspective is said to enable practitioners
to implement a SDL. The six capabilities of SDO were identified: “(a) understanding
individual customers’ resource integration processes, contexts, and desires; (b)
communicating with and relating to customers through social interaction processes;
(c) engaging with customers in fair and non-opportunistic interactions; (d)
empowering customers to influence the service processes and/or outcomes; (e) helping
customers develop their own operant resources; and (f) coordinating and integrating
service flows toward customers” (Karpen et al., 2012, p32), and evaluated, giving
examples of how each of the capabilities could be achieved in a GP federation. Value
co-creation and resource integration were identified as being two key components of
SDL and SDO.
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The literature surrounding value co-creation was next explored, and it was established
that value is co-created by multiple actors who exchange resources. Without an end
user, nothing of value can be created. The resources that are exchanged often go
beyond goods and money, and can be either operant or operand. Operand resources
are tangible products, whereas operant resources are intangible, for example, skills
and knowledge. All members of a service network are seen to be an operant resource,
as their skills and knowledge are required to both create and consumer value. These
resources must be integrated by actors within the service network into the value cocreation process. In order to effectively compete through service, organisations must
provide innovative service. Without network partners it would not be possible to do
so, as no single actors has sufficient knowledge and resources to do so.
Service networks were then identified as being an important part of SDL, as service
networks encourage interaction, therefore leading to value co-creation. The different
ways in which value can be co-created within GP federations were analysed, and it
was found that these benefits of working collaboratively can be categorised as:
economies of scale; sharing skills and expertise; sharing resources; improving patient
access; developing a shared identity and sharing risks. However, there is limited
empirical evidence to support the benefits of collaborative working that are suggested
within the literature, particularly for GP federations. The challenges of working at
scale in healthcare were also identified, with building trust and identifying shared
goals being two of the predominant problems. This thesis will empirically investigate
these proposed benefits and challenges of collaborative working in primary care.
The literature review is now complete. A number of gaps in the research surrounding
service networks and value co-creation have been identified, which dictates the design
of the primary research. This thesis now turns to consider the methodology and
research methods that were used.
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CHAPTER 4 - METHODOLOGY

4.1 INTRODUCTION

This chapter focuses on the research methodology that has been employed to respond
to the following research questions:
RQ1. How effective for service research is SDL in terms of enhancing understanding
of service networks and the ways in which they do and do not co-create value?

RQ2. How useful are the established principles of business and social networks to
service networks? That is, which knowledge is transferrable and in what ways
do service networks require a unique perspective?

RQ3. How do different structural elements and characteristics of service networks
impact their effectiveness of working at scale?

RQ4. How does examining service networks from a service systems perspective that
incorporates

micro

(individual

GP

practice), meso

(the structural

operationalisation of the federation) and macro (wider ecosystem including
NHS and Government) levels uncover previously unrecognised opportunities
and barriers to effective performance?

Six sets of data have been collected. Desk research was used as a starting point for this
thesis, which was carried out in order to collate a list of the GP federations that were
operating in England. The researcher then collected pilot semi-structured interview
data as part of a research team. This data highlighted the significance of federations in
the day to day working of primary care providers. The researcher then conducted a
series of participant observations, which offered the researcher the opportunity to
collect a range of documents that provided an additional data set. Netnographic
research was also carried out, and this data along with the observational data enabled
the researcher to form a series of semi-structured interview questions. The data
97

collected from these semi-structured interviews was used as the main source of
evidence in this thesis. CASE partners (see Chapter 1) assisted in the access to
participants and supported with their expert knowledge of the primary healthcare
sector.
A summary of the data collection techniques and how they are each linked is shown
in Figure 4.1.
The chapter begins by considering the philosophical approach taken to this mixed
methods research. Focus then turns to the development of the instruments and
procedures used to collect the data, showing how a combination of desk research,
netnography, participant observations, document collection and semi-structured
interviews have been used to generate a reliable data set. Issues of validity and bias
and how they were combatted are also considered. The sample and its recruitment are
discussed, before moving on to the ethical considerations made by the researcher,
stating how such issues were handled. The topic of data analysis is finally approached,
and thematic analysis is established to be the most appropriate method for this research
and its dynamic data set.
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Figure 4.1 Data Collection Method
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4.2 RESEARCH PHILOSOPHY

The relationship between the philosophy of social science, and social science itself, is
an area of much discussion. The philosophy of social science is a “reflexive activity”,
in the sense that it is an activity of different order than the practice of social science
itself (Delanty and Strydom, 2003, p1). The philosophy behind social science is
thought to lead to underlying biases in research, making this a much-debated subject
area. Such philosophies can influence a researcher’s understanding and interpretation
of research findings, leading to social science being criticised for being subjective
(Sayer, 2010). Academics such as Cetina, (1991) and Law (2004) have attempted to
clarify and resolve such issues, however, this has led to further complications in the
philosophies of social science. This subsection will discuss the philosophical
underpinnings of the research design, method and most importantly, the affect that
these underpinnings will have on the interpretation of findings, in relation to the
specific research question.
An obvious place to begin this exploration is with Guba and Lincoln’s idea of
philosophical paradigms. Guba and Lincoln (1994, p105) described a paradigm as,
“the basic belief system or worldview that guides the investigator, not only in choices
of method but in ontologically and epistemologically fundamental ways”. Inquiry
paradigms affect the entire research process. They underpin the way in which a
researcher sees the world, and therefore, the way in which they interpret their research
findings. It is important in social science research that a researcher’s philosophical
stance is made clear, so that the reader can gage an understanding of their data
interpretation process. This will make the reader aware of how this knowledge or
theory has been formed. In many cases this can open up the researcher to criticism,
however, there is no right or wrong answer in terms of which philosophical stance is
taken by the scholar.
Guba and Lincoln (1994) propose that there are three key philosophical questions that
help to define such inquiry paradigms. They claim that the way each of these questions
is answered constrains and is linked with how the other questions might be answered.
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The first proposed question is the ontological question, which asks, “what is the form
and nature of reality and, therefore, what is there that can be known about it?” (p108).
The second question that is the epistemological question. This question asks, “what is
the nature of the relationship between the knower or would-be knower and what would
be known?” The final question is the methodological question, which asks, “how can
the inquirer (would-be knower) go about finding out whatever he or she believes to be
known?” (p108). This philosophical question looks at how the researcher plans to go
about finding out what they need to know. Much like the epistemological question,
methodology looks at how we come to have knowledge, but this time, in a more
practical nature. This is more than just the method, the method should fit with the
methodology, which in turn, should be in line with the responses to the ontological
and epistemological questions. Each of these questions will be explored in the
following subsection.
4.2.1 Positivism versus Interpretivism
There are two major philosophical traditions that are generally followed when it comes
to social sciences research - positivism and interpretivism (Williamson, 2006). These
two alternative stances are based on different assumptions about the nature of reality,
which Guba and Lincoln (1994) label as the ontology. Positivism and interpretivism
also represent the two opposing sides of the qualitative versus quantitative debate, with
positivistic research generally adopting a quantitative stance, and interpretivist
researchers predominantly taking a qualitative stance (Baškarada, and Koronios,
2018).
Positivism has been the dominant philosophical approach taken to science and social
science in particular, for over 150 years (Ponterotto, 2005). The idea is difficult to
define, as it is applied in various ways (Hasan, 2016), however, Merriam and Tisdell
(2015, p23) state that a positivist orientation “assumes that reality exists “out there”
and that it is observable, stable, and measurable”. Positivists state that knowledge can
only be based on what can be observed and experienced, with focus being placed on
measurement and objectivity. Researchers adopting this stance arrive at knowledge by
gathering the facts that provide the basis for laws (Bryman and Bell, 2003;
Hammersley, 1993), and by reducing relationships to cause and effect (Clarke, 2009).
The positivist philosophical stance therefore lends itself to quantitative data collection
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methods. This approach uses deductive reasoning and begins with theories and models
that are used to test hypotheses. Surveys and experiments are most commonly used as
part of this approach, allowing generalisations to be made (Williamson, 2006). The
primary aim of positivistic inquiry is to generate an explanation that can ultimately
lead to prediction and the control of the phenomena (Ponterotto, 2005).
The paradigms within social science change over time, rather than being stable and
constant like the natural sciences, who offer a “pre-paradigmatic” argument
(Flyvbjerg, 2001, p31). These paradigms change as a result of “waves of intellectual
fashion” (Flyvbjerg, 2001, p30), where one paradigm is often replaced with another
(Guba and Lincoln, 1994). Baert and Rubio (2009) have suggested that there are three
phases of evolution that the positivist paradigm has been through since its
development. The first phase referred to the positivism of Auguste Comte in the
nineteenth century, the second phase began in the early twentieth century and is known
as the logical positivism phase and finally, in the mid-twentieth century the deductivenomological model was developed. During each of these phases the influence of
different positivists, such as Emile Durkheim, shaped the development of positivism
(Hasan, 2016), making it what it is today.
A positivist approach provides numerous tools for research, however, the approach
has faced criticism in regards to whether it is appropriate for studying the complex
social world (Hasan, 2016). The focus on objective reality causes a lack of
understanding of the social phenomena being studied from an individuals’ perspective.
By using a scientific model to conduct research it is difficult to understand the
complexities of the social world, leading to many social scientists to adopt approaches
such as phenomenology, which encouraged the collection of rich qualitative data
(Alvesson and Sköldberg, 2009). Furthermore, by placing focus on quantitative data
collection methods, complex behaviours were often reduced to simple actions,
ignoring the context in which they took place (Sayer, 1992), making this approach
inappropriate for this research. Subjective, qualitative, ethnographic and hermeneutic
approaches have been developed in order to overcome the limitations of the
positivistic approach to social sciences research (Hasan, 2016). Although this
approach is still widely used by quantitative researchers (Ponterotto, 2005), it is not
applicable to this research, given its focus on measurement and objectivity.
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Interpretivism, often also referred to as constructivism (Ponterotto, 2005) or antipositivism (Giedymin, 1975), is the most common approach to qualitative research
(Merriam and Tisdell, 2015). This approach places emphasis on the meanings and
experiences of human beings (Williamson, 2006). Merriam and Tisdell (2015, p23)
state that interpretive research “assumes that reality is socially constructed; that is,
there is no single, observable reality. Rather, there are multiple realities, or
interpretations, of a single event”. Interpretivists share the view that social science, the
study of people and their institutions, is fundamentally different to the natural sciences,
and state that this should be considered when conducting research (Bryman and Bell,
2003). This philosophy suggests that humans are involved in interpreting their world,
and therefore interpretivist researchers believe that the social world is constructed by
people (Williamson, 2006). Interpretivists therefore aim to understand human
behaviour, whereas positivists attempt to explain human behaviour (Bryman and Bell,
2003). The goal is not to generalise (Hammersley, 1993), as it is when taking a
positivistic approach. Interpretivists use naturalistic inquiry, and study phenomena in
their natural context. Inductive reasoning is used as part of this approach, combining
multiple premises to form a conclusion. Qualitative data collection methods are
therefore preferred by interpretivists (Williamson, 2006).
This philosophical approach was developed in response to the positivist movement led
by Auguste Comte in the nineteenth century (Hasan, 2016) and aims to address the
limitations of this approach. The interpretive approach is rooted in the thinking of
Immanuel Kant and is part of what is often referred to as the German idealist tradition.
Many of Kant’s ideas were built on by Edmund Husserl, who developed the idea of
phenomenology, which is said to underpin all forms of interpretivist research in some
way (Bryman and Bell, 2003; Prasad, 2015).
Considering the research questions and the two opposing philosophical stances, an
interpretivist approach to this research will be adopted. By taking this approach the
researcher will use qualitative data collection methods to develop a rich and detailed
understanding of the phenomena of GP federations, and gain an understanding of
peoples’ meanings and experiences related to this subject. Therefore, multiple realities
will be considered and participants will be studied in their natural context in order to
establish multiple premises, which will be combined to form on conclusion as to
whether federations are an effective service network model in primary healthcare.
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Although interpretivism derives meanings at the expense of generating theories
(Baškarada, and Koronios, 2018), social sciences are context dependent, as
background contexts and human behaviours change over time (Faber and Scheper,
2003), and therefore, it is key in this research to consider the context in which
participants are being studied, and to understand that generalisation of findings is not
always appropriate.
4.2.2 Objectivism versus Constructionism
When it comes to the nature of reality and understanding how reality is formed and
exists (Jacquette, 2002) there are two predominant approaches (Bryman and Bell,
2003; Hazelrigg, 1986). The first approach to be considered is objectivism.
Objectivism is the ontological position that states that social phenomena and their
meanings exist independently of social actors. Therefore, such phenomena are beyond
our reach and influence (Bryman and Bell, 2003). This approach assumes that social
and natural reality have an independent existence before human cognition (Brannick
and Coghlan, 2007). An objectivist ontology normally underpins a positivist
epistemology, as positivists often search for an overarching set of standards which can
be applied to all (Johnson and Duberley, 2000).
The second ontological approach is constructionism, which also often referred to as
constructivism (Bryman and Bell, 2003; Hazelrigg, 1986). This opposing position
suggests that social phenomena and their meanings are formed by social actors. Social
phenomena are therefore produced through social interaction and are constantly being
revised. A researcher’s own accounts of the social world are seen to be constructions
(Bryman and Bell, 2003). Constructionism suggests that knowledge is developed as a
result of the actors’ social interaction with the world (Packer and Goicoechea, 2000)
and without this interaction the actor would have no knowledge of the phenomena.
A constructionist stance is taken to this research, given that in order to understand
what makes an effective GP federation, individuals accounts must be considered in
order to uncover the views of these social actors that make up the social phenomena
of a GP federation. These views will portray each individuals’ form of reality, showing
how they understand and socially produce the phenomena that is a GP federation.
Given that GP federations are a relatively new phenomena, with little definition
provided, it is of key importance to gain an understanding of what those working
104

within a GP federation recognise such service networks as, and what the reality that
they have constructed is.

Ontology

Philosophical
Question
What is the form and
nature of reality and,
therefore, what is
there that can be
known about it?

Approach

Explanation

Constructionism Reality is constructed.
Social phenomena are
produced through
social interaction and
are in a constant state
of revision.
Interpretivism
Participants studied in
their natural context
and multiple realities
considered in order to
form conclusions.

Epistemology What is the nature of
the relationship
between the knower
or would-be knower
and what would be
known?
Methodology How can the inquirer Multi-Methods
(would-be knower) go
about finding out
whatever he or she
believes to be known?

A collection of
qualitative methods
used to gain an
understanding of GP
federations from
numerous
perspectives.

Table 4.1 – Philosophical Questions and Answers (adapted from Guba and Lincoln
(1994, p108)).

Now that the ontological and epistemological questions have been answered
(summarised in Table 4.1), the methodology will be discussed. Both the ontological
and epistemological stances were considered when designing the multi-methods
methodology, ensuring that each individual data collection method was in keeping
with the approaches taken.
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4.3 DATA COLLECTION INSTRUMENTS AND PROCEDURES

It was never the intention of this thesis to develop new methods of qualitative data
collection. Instead, the research questions were addressed using multiple wellestablished qualitative data collection methods, as shown in Figure 4.1. Desk research,
semi-structured interviews, netnography, observations and document collection were
used to collect data as part of the multi-methods approach taken.
4.3.1 Mixed Methods versus Multi-Methods Research
Given the ontological approach taken to the research, and the need to study the
phenomena of GP federations from numerous perspectives, the researcher chose to
adopt a range of different data collection techniques, in order to obtain a series of rich
and insightful data. The use of more than one method of data collection is often
referred to as mixed methods research (see for example: Bergman, 2008; Brannen,
2005; Cameron, 2011; Johnson and Onwuegbuzie, 2004; Tashakkori and Creswell,
2007; Tashakkori and Teddlie, 2010 and Venkatesh, Brown, and Bala, 2013).
The literature on mixed methods research is unclear as to whether mixed methods
research must include the use of both qualitative and quantitative data collection
methods. Johnson, Onwuegbuzie and Turner (2007, p129) define mixed methods
research as, “an intellectual and practical synthesis based on qualitative and
quantitative research; it is the third methodological or research paradigm (along with
qualitative and quantitative research). It recognises the importance of traditional
quantitative and qualitative research but also offers a powerful third paradigm choice
that often will provide the most informative, complete, balanced, and useful research
results”. The view that mixed methods research must incorporate both qualitative and
quantitative data collection methods has much support (Bergman, 2008; Cameron,
2011; Johnson and Onwuegbuzie, 2004; Tashakkori and Creswell, 2007; Tashakkori
and Teddlie, 2010 and Venkatesh, Brown, and Bala, 2013). However, Brannen (2005,
p4) defines mixed methods research as, “a research strategy employing more than one
type of research method. The methods may be a mix or qualitative and quantitative
methods, a mix of quantitative methods or a mix of qualitative methods”, implying
that mixed methods research can include the use of purely qualitative or quantitative
methods.
106

Morse (2003) distinguished between mixed methods and multi-methods research.
Mixed methods research is defined as, “the incorporation of various qualitative and
quantitative strategies within a single project that may have either a qualitative or a
quantitative theoretical drive. The “imported” strategies are supplemental to the major
or core method and serve to enlighten or provide clues that are followed up within the
core method” (p190). Morse (2003, p190) compares this to a multi-method research
design, which is defined as, “the conduct of two or more research methods, each
conducted rigorously and complete in itself, in one project. The results are then
triangulated to form a comprehensive whole”. Taking into account the work of Morse
(2003), the research in hand uses five qualitative data collection techniques, all of
which generated complete data sets that were triangulated to form this thesis and give
a comprehensive and complete understanding of the phenomena being studied. Each
of the individual data collection techniques revealed unique findings (see Chapters 5
and 6), and each method was employed rigorously, however, all the methods used
were qualitative in nature, and no numerical, quantitative data was gathered.
Therefore, according to the definitions of mixed methods and multi-methods research
given by Morse (2003), the research conducted should be labelled as multi-methods
research.
A multi-methods approach has alternatively been defined as “the use of multiple
methods with complementary strengths and different weaknesses in relation to a given
set of research problems. But these criteria don't imply that one must always employ
a mix of qualitative and quantitative methods in each project” (Brewer and Hunter,
2005, p63). This emphasises the importance of using multiple methods in order to
counteract the limitations of individual research methods. A multi-method research
strategy should focus on the demands of the research problem, rather than on using a
specified set of methods. Therefore, the research design employed will aim to use
qualitative research methods that complement one another and minimise each other’s
limitations, in order to respond to the demands of the proposed research questions.
4.3.2 Multi-Methods Research
Multi-methods research is a well-established methodology (Mingers and Brocklesby,
1997) and is commonly used in medical research (see for instance Lucas, Ingram,
Redmond, Cabral, Turnbull and Hay, 2017; Reid, Hartling, Ali, Le, Norris and Scott,
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2017) and sociology research (see for instance Bértoa, 2017; Logie, James, Tharao
and Loutfy, 2012; McKenzie, 2017; van Hennika and Hillewaerea, 2017 and Williams
and Gemperle, 2017). However, there are also examples of this approach being used
in business and management research (see for instance Chankov, Huett and Bendul,
2018; Chen. Zhao, Lewis and Squire, 2016 and Obilo and Alford, 2018). Taking a
multi-methods approach allows a researcher to deal with the richness of the real world,
making the approach suitable for studying GP federations in practice (Mingers and
Brocklesby, 1997). The authors argue the use of multi-methods in research, on the
basis that practitioners are using these techniques already, although, such
methodologies require skill and flexibility from the researcher.
As part of the multi-methods approach being taken, desk research, semi-structured
interviews, participant observation, netnography and document collection have been
carried out. Each of these methods are discussed in the following subsections, making
reference to how each method will be used to minimise the limitations of the other
methods being used as part of the multi-methods approach. An overview of the steps
taken throughout the research process are shown in Table 4.2.

1
2
3
4
5
6
7
8
9

Desk research was conducted in order to collate a list of GP federations that
are in operation.
Pilot semi-structured interviews were conducted.
The researcher gained access to an online forum used by a GP federation and
uses the website for netnographic data collection.
GP federation directors’ meetings were attended by the researcher, in order
for her to make observations.
The researcher attended a number of industry events related to GP
federations, also to make observations.
Documents were collected at the meetings and events attended by the
researcher for analysis.
The researcher conducted semi-structured interviews.
Desk research data set was updated by the researcher.
The researcher collated and analysed all data.

Table 4.2 – Overview of Research Process
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4.3.3 Desk Research
The research process began with secondary desk research. The researcher used
academic research and information available on the internet to collate a list of GP
federations that were operating in 2015, when the research project began. The internet
was identified as an appropriate data source, as any available primary data can serve
as secondary data (Hox and Beoije, 2005). The list collated included the names of the
GP federations, their website address where possible, and any key information that
was available online, such as the number of member practices. This information was
collated in a Microsoft Excel spreadsheet, as shown in Figure 4.2, and enabled the
researcher to address research questions that the data had not originally been collected
for (Hox and Beoije, 2005). The information gave the researcher an understanding of
the GP federations that were operating and the different models that were in existence
in 2015. This list was then updated in 2018, enabling the researcher to understand how
GP federations had evolved and developed over the three-year period.
The desk research was collected using the internet as the secondary data source. One
issue with secondary data collection is that it can be difficult to locate useful data
sources (Hox and Beoije, 2005), however, the internet made this possible and provided
easily accessible data. An online search engine was used and key terms such as “GP
federation”, “GP alliance” and “primary care federation” were entered. The original
data collection, conducted in 2015, did not involve internet searchers for the term
“primary care network”, as this term was not used within the industry until the
introduction of the NHS Long Term Plan in January 2019 (NHS, 2019).
The researcher used the search engine results as a starting point for the data search.
Websites such as www.rcgp.org.uk and www.nuffieldtrust.org.uk were also used as
data sources. All information that was seen to be relevant was added to the spreadsheet
that had been created. In 2018 the researcher revisited the data, in order to update the
findings. Each individual web address in the spreadsheet was revisited, and any
changes were noted. The same online searches were carried out, using the same terms
used in 2015, and any additional GP federations that were found to be operating at this
stage were added to the list, so that observations on the uptake of this model, or lack
of, could too be noted.
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Secondary data collection is often combined with other data collection methods
(Johnson and Turner, 2003) making it suitable for use in this research. This method is
also both time and cost effective (Easterby-Smith, Thorpe and Jackson, 2008) and
allows a researcher to study trends over time (Johnson and Turner, 2003). As with all
data collection methods, there are limitations. For example, secondary data collection
is criticised for removing qualitative data from its context and taking away the personal
involvement of the researcher in the data collection process (Silverman, 2011).
However, given that this method is being used as part of a multi-methods research
approach, such issues have been combatted.
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Figure 4.2 – Desk Research Example
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Bury GP Federation

Bromley GP Alliance Ltd

http://www.bics.nhs.uk/

Brighton and Hove Integrated Care Service
As a primary care led organisation we do this by leading
integration between NHS and others organisations or
communities to achieve our purpose.

Our ambition is for all health and wellbeing services to be
personalised, compassionate and tailored to peoples need.

Key Information (2015)
Brighton and Hove Integrated Care Services is an innovative
not-for-profit social enterprise and primary care federation,
bringing together GPs, clinicians, staff and other health
partners to improve services and patient care.

Bury GP Federation was created to enhance the delivery of
health and care services to our local population. We now
http://www.burygpfederation.com/about
have 30 of the town’s 33 General Practices in membership
and therefore cover 91% of the 200,000 people of Bury.

Federation still operating and now has 30 out of
the 31 GPs in Bury as member practices.

X

X

Still Exists No Longer Exists
Update (2018)
X
This has now become Brighton and Hove
Wellbeing service and is no longer a federation by
definition.

We deliver with GP practices, NHS organisations and other
independent sector providers to radically transform health
care systems, so that every personal interaction moves from
“what’s the matter” to “what matters to you”.
Still operating and shows little change since 2015.
Bromley GP Alliance Ltd is a Federation of 39 practices in
Bromley covering a population of approximately 300,000
patients. The Alliance was formed in March 2014 to support
the sustainability of general practice in Bromley both in terms
http://www.bromleygpalliance.co.uk/index.html
of providing back office support to practices and services. We
are currently piloting hub based GP appointments that all
practices can book into, to support seven day access.

Website

Alliance

New Federation

4.3.4 Pilot Interviews
The next stage of data collection was the undertaking of a series of pilot semistructured interviews. The researcher assisted on a major research project that was
conducted by a team of researchers and academics. The project evaluated the impact
of a funding bid that had been won by the Green Federation (see subsection 4.4.1).
The Prime Ministers Challenge Fund (PMCF) was set aside to encourage innovation
in primary care, and the Green Federation chose to use this funding to improve patient
access to primary care by using their large-scale footprint. The researcher conducted
the semi-structured pilot interviews either face to face, or over the telephone, between
June and August 2016. The pilot interview schedule is shown in Appendix E. The
participants included a range of members of staff that were working within the 29
practices that were part of the Green Federation, and whose employers were therefore
beneficiaries of the PMCF funding. The sample included GPs and practice managers.
These interviews were therefore used as a scoping exercise, providing a deeper insight
into the ways in which GP federations operate. Conducting these pilot interviews also
enabled the researcher to ensure that questions were clear for participants and that the
questions flowed well and were ordered correctly so that conversation was encouraged
(Bryman and Bell, 2003; Merriam and Tisdell, 2015).
Each transcription was saved under a code name on a password protected drive. Each
transcript was then read by the researcher, in order to understand the data set. 19
scripts, of the 94 interviews conducted by the team, were then selected to include data
that was relevant to this research. Decisions made regarding the relevance of each
script was based on the relevant literature (see for example Imison et al., 2014; NHS,
2014; NHS England, 2016; 2017; Nuffield Trust, 2013; RCGP, 2007; 2013; Rosen et
al., 2016), and key words such as “alliance”, “federation”, “collaboration” and
“working at scale” were used to identify credible scripts.
See subsection 4.3.8 for further discussion and justification for the use of semistructured interviews.
4.3.5 Netnography
Netnographic data collection was the next step in the data collection process.
Netnography is defined as, “a written account resulting from fieldwork studying the
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cultures and communities that emerge from on-line, computer mediated, or internetbased communications, where both the field work and the textual account are
methodologically informed by the traditions and techniques of cultural anthropology”
(Kozinets, 1998, p 366). Netnography is a relatively new method of data collection,
and has emerged as a result of the rise in the use of the internet. This method offers
the researcher the opportunity to become part of the community that is being studied,
enabling them to make observations and collect data (Kozinets, 1998). Despite being
a well respected method, this method of data collection has never been a mainstream
technique of data collection and probably never will be (Kozinets, Scaraboto and
Parmentier, 2018). However, the method is complementary to many other research
methods (Sharma, Ahuja and Alavi, 2018), and therefore is suitable for use as part of
a multi-methods research approach. Using this technique presented a unique
opportunity to study data on an online platform that represented a GP federation and
its members.
Data was collected from an online social network designed and developed specifically
for those working as part of the Green Federation. The website (www.gpask.net) is a
private network that is only accessible to those working within this GP federation. The
website enables members, such as GPs, nurses and administrative staff, from member
practices, to discuss a range of topics, from job roles to improving services for patients.
Netnography is best used in online communities that represent a focused and research
relevant group (Kozinets, 2002), as this sample does.
An issue that the use of netnography presents is that not all demographics are
represented online (Kozinets, 1998). This was the case in this research, as not all
members of staff from the practices were present on the website. Although all
members of staff had this facility available to them, many chose not to use it, with
approximately 100 members of staff from 29 practices, accessing the website.
Netnography is also useful in identifying lead users of online platforms (Belz and
Baumbach, 2010). In this case, the website was predominantly used by those who were
directly involved with the GP federation, meaning that a large proportion of staff were
not represented. This was mainly due to nursing and administrative staff seeing this
resource as being non-beneficial in their job role. The reasoning behind this is further
discussed in Chapter 6. The netnographic data collected was however, primarily used
to identify themes for discussion in interviews, rather to gather specfic findings from.
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The demographics that were not represented by the netnographic data set were
represented within the data sets collected using other methods. Another issue with this
method of data collection is that it can be also be difficult to gain consent from
participants (Kozinets, 2002). However, because the online forum being studied was
a private platform, the researcher was able to post on the website, informing all
members of their presence and purpose. This is discussed further in subsection 4.5.1.
Data from the website’s development in October 2015, up to January 2018 has been
analysed for the purposes of this research. In January 2018 the website was disabled
by the GP federation. The reasons for this were not made known to the researcher.
One of the benefits of netnographic research is that the researcher has the opportunity
to study continuous data (Sharma et al., 2018). All data from this time frame was made
available to the researcher at any point. The researcher analysed each individual post
on the forum and selected all discussions and posts that were directly relevant to the
GP federation and collaborative working. Selection was based on themes that were
dominant within the industry literature (see for example Imison et al., 2014; NHS,
2014; NHS England, 2016; 2017; Nuffield Trust, 2013; RCGP, 2007; 2013 and Rosen
et al., 2016), with key words being used to identify relevant sources. Words such as
“alliance”, “federation”, “collaboration”, “working at scale” and the GP federations
name were used, along with words that the researcher, based on information from
CASE partners, knew had links to the GP federation. For example, the researcher was
aware that the PMCF was a contract that the GP federation had won, and therefore this
term was used to identify credible posts.
A total of 39 posts were shortlisted for analysis. Each of these 39 posts, as with most
netnographic data, were textual in nature. This can be problematic given that body
language and behaviour can not be observed online, making it difficult to put the text
in to context (Kozinets, 2002), although, netnography does enable the researcher to
gain an understanding of communcation and cultures (Sandlin, 2007). Given that
participant observations and face-to-face semi-structured interviews were also used,
the researcher was able to observe and gain knowledge of the wider context through
these alternative methods.
Netnographic data collection is extremely efficient (Sharma et al., 2018), as the
internet offers the researcher already transcribed data, in this case in the form of forum
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posts and comments. The selected posts had been written by six different people, and
covered topics such as contracts that the GP federation were bidding for or had won,
and ways practices could save money. Each individual post had between 9 and 127
views, and between 0 and 30 comments (for more detail see Appendix A).
After collating relevant posts, the researcher identified key themes in the data (see
section 4.6). These data themes, along with the observations conducted, were used to
inform the development of the interview questions, which provided the primary source
of evidence for analysis and discussion in this thesis.
4.3.6 Participant Observations
The researcher additionally undertook a series of overt participant observations. This
method is one of the best-known methods of data collection in business and
management research (Bryman and Bell, 2003). Participant observations involve the
researcher taking part in “the daily activities, rituals, interactions, and events of a
group of people as one of the means of learning the explicit and tacit aspects of their
life routines and their culture” (DeWalt and DeWalt, 2011, p12). Participant
observation allows a researcher to “check definitions of terms that participants use in
interviews, observe events that informants may be unable or unwilling to share when
doing so would be impolitic, impolite, or insensitive, and observe situations
informants have described in interviews, thereby making them aware of distortions or
inaccuracies in description provided by those informants” (Kawulich, 2005, p4),
therefore, making it an appropriate method to use alongside interviews as part of a
multi-methods approach to data collection. Employing further methods of data
collection also increases the validity of the observational data (Kawulich, 2005).
Furthermore, participant observations allow the researcher to experience the context
being studied first hand, and also enable the researcher to identify and explore research
questions that emerge throughout the process of the research (Iacono, Brown, and
Holtham, 2009).
The term “participant observation” implies that only observation is taking place,
however, participant observation often involves the researcher obtaining further data
by interviewing participants and collecting documents (Bryman and Bell, 2003). This
research too involved interviews and document collection, however, these data
collection methods are discussed separately in subsections 4.3.7 and 4.3.8, in order to
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clearly set out the steps taken to collect data using these techniques. Therefore, for the
purpose of this subsection, “participant observation” refers to observing the behaviour
of participants.
Two different sets of observations were carried out. The first set of observations were
carried out at monthly board meetings, held by the Green Federation. Spradley (2016)
suggests that any social situation as long as it has people present who are engaging in
activities, is suitable for observation. These meetings were therefore seen to be
appropriate for observation. Access can often be problematic in participant
observations (DeWalt and DeWalt, 2011), however, access was granted by CASE
partners, making initial contact possible. Overt observations, meaning that participants
were aware of the researchers’ presence, were conducted in order to minimise ethical
issues (Bryman and Bell, 2003). The observations were conducted in professional, yet
relaxed, environments, where all particpants were in a familiar situation and they felt
comfortable. These meetings were held on the last Wednesday of every month at 7pm,
at a local general practice. Each meeting lasted approximately two hours, and was
attended by the six directors, three management consultants, two of whom are on the
board, and one administrative assistant. The meetings were used to discuss numerous
topics, such as putting together contracts, the development of the GP federation, and
the provision of new services (see Appendix B). These observations took place
between October 2016 and November 2017. A total of 11 meetings were attended
during this period.
The researcher also attended the Blue Federations first annual general meeting in
November 2017. This meeting was held at a member GP practice and was attended by
the board of directors, management consultants and staff from member practices. This
first meeting was used as an opportunity for the GP federation to inform their members
of their role and objectives. Access to this meeting was also granted by CASE partners.
One limitation of participant observations is that the researchers presence, when made
known to participants, can affect participants behaviour (Iacono, Brown, and Holtham,
2009). This is a difficult issue to resolve, as unless covert observations are conducted,
which raise even further ethical issues, as particpants are unaware of the researchers
role, then little can be done to prevent this occuring. However, in order to minimise
the affects of researcher presence, participants, where possible, were made aware of

116

the researchers presence and purpose, and informed of their right to not be involved in
the observations. This is discussed further in section 4.5.
During these meetings the researcher made full field notes (Bryman and Bell, 2003)
on the topics discussed and observed behaviours and interactions. After each meeting
all notes were typed up and added to the observation record (see Appendix B), before
being analysed (see section 4.6). By making thorough, comprehensive notes the
researcher minimised the risk of misinterpretation, which Iacono et al. (2009) suggest
to be one of the limitations of observational data collection. Additional limitations that
can effect the findings of observational data are: a lack objectivity (Iacono et al.,
2009); the issue of bias (DeWalt and DeWalt, 2011); and problems with observations
not representing reality due to the researcher making observations based only on their
interests (Johnson and Sackett, 1998). These issues were combatted by collecting
relevant documentation, such as meeting minutes, to provide evidence and support for
the observations that had been made.
Furthermore, the researcher also attended a number of industry events around the UK.
The researcher was made aware of such events by CASE partners, and online
newsletters from industry bodies. The events observed were “social situations with
similar activities” (Spradley, 2016, p43), as they were attended by similar participants
with a common interest of collaborative working. Three events were attended for
observation purposes, shown in Table 4.3.
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Table 4.3 – Industry Events Observed
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Approximately 200 people from all
over the UK, most of which worked
for CCGs, or were GPs or practice
managers.

To present thoughts on topics such as
how working at scale can improve
access for patients and organising a
successful collaborative change
programme.

Purpose

RCGP and the Nuffield Trust

Host

Audience

December 2016

London, UK

Right Access to the Right Care Event:
How Can Working at Scale Help?

Date

Location

Event

Involved presentations from those
who had been involved in forming
GP federations, offering financial,
legal and other forms of advice.

Approximately 100 GPs and
practices managers, most of which
were from northern England.

Open Forum Events, in association
with Lockhart’s Solicitors

January 2017

Leeds, UK

Federations, Mergers and Alliances

Focused on the high impact actions
that are suggested to release time in
primary care. One of the key actions
suggested by NHS England, is to work
collaboratively and at scale. A number
of people presented methods that they
had employed to assist in doing so.

Approximately 200 people, most of
whom were GPs or practice managers
from around Cheshire and Merseyside.

NHS England

November 2017

Chester, UK

Releasing Time for Care in General
Practice

As with the observations at GP federation directors’ meetings, during each of these
events the researcher made full field notes on the topics discussed and presented and
observed behaviours and interactions. After each event all notes were typed up and
added to the observation record (see Appendix B), before being analysed (see section
4.6).
The data collected from observations, along with the netnographic data was used to
inform the development of the interview questions (see subsection 4.3.8) that provided
the primary source of evidence in this thesis.
4.3.7 Document Collection
Whilst attending meetings and events for observation purposes, the researcher also
collected a series of different documents. The term “document” can refer to written,
visual, digital, and physical material that are relevant to the research (Merriam and
Tisdell, 2015). Documents can be collected in a wide range of settings (Silverman,
2011) and researchers may collect a variety of documents as part of this process, such
as reports, newspapers and diaries (Bryman and Bell, 2003). Scott (1990) suggests that
in order for a document to be appropriate for analysis it must be authentic, credible,
representative and have meaning. Each of these criteria were considered when
selecting documents for collection. The following organisational documents (Bryman
and Bell, 2003) were collected throughout the research process:


3 x monthly newsletters distributed by the Green Federation.



4 x agendas and minutes from monthly GP federation directors’ meetings at
the Green Federation.



3 x itineraries for the industry events attended.



3 x presentations given at the industry events attended.



Other literature distributed at each of the industry events, such as marketing
materials from a range of different organisations that work alongside GP
federations.

Document collection and analysis has numerous advantages, such as; being fast and
financially efficient; being a simple way to supplement other data collection methods;
and helping to provide context to the phenomena being studied (Bowen, 2009).
However, Bowen (2009) also suggests that the documents collected may lack the detail
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needed by the researcher, and that an incomplete collection of documents can lead to
bias. Furthermore, documents can not always be regarded as providing objective
accounts, as often they have been written by a member of the organisation, who wants
to put a particular point across, therefore, it is recommended that documents are
considered in the context of other data sources (Bryman and Bell, 2003). However,
the documents collected and analysed as part of this research, were predominantly
used to support the data from the netnography, observations and interviews, rather
than to generate additional stand alone findings. These alternative data collection
methods provide the richness and detail required, and ensure that the data is unbias
and objective.
The researcher used the documents collected to help build a bigger picture of GP
federations and to provide an understanding of the background information of the GP
federations (Bryman and Bell, 2003). The documents also gave the researcher an
understanding of what information and direction external bodies, such as NHS
England and the RCGP, offer to both GP federations, and those general practices that
do not work collaboratively. All documents collected were approached with
consideration of their place in the organisational setting and the cultural values
attached to them (Merriam and Tisdell, 2015; Silverman, 2011).
4.3.8 Semi-Structured Interviews
Interviews are the most widely employed data collection method in qualitative
research (Bryman and Bell, 2003). Semi-structured interviews in particular, offer
researchers the opportunity to conduct guided but open interviews (Easterby-Smith et
al., 2008), during which the researcher is able to gain an insight into participants
thoughts and feelings regarding the phenomena being studied and the social world it
exists within (Cassell and Symon, 2004; Silverman, 2011). Interviews of a semistructured nature also allow the researcher to raise questions that are uncovered by
participants answers during the interview, and to clarify answers where necessary
(Easterby-Smith et al., 2008). The netnography (see subsection 4.3.5) and participant
observations (see subsection 4.3.6) conducted were used to guide the formation of the
semi-structured interview questions. The themes identified in this data were grouped,
to form the following categories (shown in Table 4.4), which were used to put a
framework in place for the interview questions:
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Forming a GP federation



Benefits of forming GP federations



Management of the GP federation



Communication within the GP federation



The future of GP federations

The data obtained from these semi-structured interviews was the primary source of
evidence to support this thesis (see Chapter 5).

Interview Question Group
Netnography Theme
Extended Opening
Additional Services
Training
IT
Efficiencies
Successful Bids
Research/ Pilots
Observation Theme
Leadership

Benefits of forming GP federations
Benefits of forming GP federations
Benefits of forming GP federations
Benefits of forming GP federations
Benefits of forming GP federations
Benefits of forming GP federations/ Management of the
GP federation
Benefits of forming GP federations

Management of the GP federation/ The future of GP
federations
Entrepreneurship
Management of the GP federation/ The future of GP
federations
Willingness to Participate Forming a GP federation/ The future of GP federations
Lack of Knowledge/ Management of the GP federation/ Forming a GP
Experience
federation
Isolation in the Network Communication within the GP federation/ Management
of the GP federation
Communication
Communication within the GP federation/ Management
of the GP federation
Efficiencies
Benefits of forming GP federations
Adding Value
Benefits of forming GP federations/ The future of GP
federations

Table 4.4 – Netnographic and Observational Themes and the Formation of Interview
Questions
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These themes were used to devise a list of questions, however, given that the
interviews were semi-structured, the researcher had the opportunity to deviate from
these proposed questions (Walle, 2014), allowing the collection of rich data (Bryman
and Bell, 2003). The interview schedule is shown in Appendix F. By following a loose
structure and ensuring that certain topics were discussed during the interview, the
researcher was able to collect data that could be used for comparison (Bryman and
Bell, 2003). For example, the researcher asked every participant how they
communicated within the GP federation. This meant that the answers given by
participants from a certain GP federation could be compared with those who worked
within another federation. By using a semi-structured interviewing method, the
researcher was also able to pick up on points of interest in the answers received from
participants and find out more about issues of relevance that the proposed interview
questions may not have necessarily picked up on (Walle, 2014). The researcher also
adapted the interview questions in advance of each interview to suit the individual
participant (Easterby-Smith et al., 2008). For example, if interviewing a board member
from a GP federation, more emphasis may have been placed on how the federation
was initially formed and developed, whereas this may not have been discussed with a
nurse or a member of administrative staff.
The first three interviews were treated as pilot interviews. This enabled the researcher
to ensure that questions were clear for participants and that the questions flowed well
and were ordered correctly so that conversation was encouraged (Bryman and Bell,
2003; Merriam and Tisdell, 2015). Pilot interviews also offered the researcher the
opportunity to ensure that none of the questions provided useless data (Merriam and
Tisdell, 2015). The flexible nature of semi-structured interviews allowed the
researcher to adapt the questions as the interview process went on and make changes
based on learnings from previous interviews (Walle, 2014).
After deciding on the sample population (discussed in detail in section 4.4), the
researcher began recruiting participants (see subsection 4.4.1). Interviews are one of
the most accepted forms of data collection by participants, and research has shown
that the participants of many interviews enjoy the interview process (Cassell and
Symon, 2004). All interviews were arranged and agreed over email. The interview
process then began. All participants were given flexibility in regards to where and
when the interviews took place, ensuring that they felt comfortable and that time with
122

the participant was used to best effect (Gupta and Awasthy, 2015). All interviews took
place during the participant’s working day, and the majority were conducted in their
place of work, either in an office or a communal staff or meeting room. One interview
was conducted in a café, and one interview was carried out over the telephone, neither
of which affected the quality of the interview and the data collected. By carrying out
the majority of interviews face-to-face, the researcher was able to observe the
participants body language, providing a further insight than their verbal responses
(Barriball and While, 1994). Participants were informed that interviews could take as
long or as little time needed, but the researcher recommended that interviews would
take approximately one hour. All interviews took between 30 minutes and 1 hour and
10 minutes.
At the beginning of each interview the participant was given both an information sheet
(see Appendix C) and a consent form (see Appendix D). They were each asked to read
the information sheet and inform the researcher if they had any questions, and sign
and return the consent form before the interview began. Interviews can often be subject
to demand characteristics (Opdenakker, 2006), meaning that participants give socially
desirable, and in some case untrue answers, to the questions being asked by the
researcher, leading to inaccurate findings. In order to minimise the risk of demand
characteristics, all participants were also told there were no correct or incorrect
answers. Participants were also asked for their permission for the researcher to voice
record the interviews. All participants agreed. The interviews were then conducted,
and each participant was thanked before the researcher left. The researcher also
emailed each participant after the interview, to thank them for their time and input,
and ensured them that they could contact the researcher without hesitation if they had
any questions.
Each voice recording was then transferred on to the researchers’ computer and
securely saved on a password protected drive, under a code number so that the data
was anonymised. The researcher then transcribed each interview in Microsoft Word,
using a template that the researcher had developed. Again, each transcription was
saved under a code number and on a password protected drive. Conducting,
transcribing and analysing interviews is a very time consuming process in comparison
with other methods of data collection and requires a certain level of skill from the
researcher (Walle, 2014), however, interviews enable a researcher to collect more
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detailed and rich data than any other method allows (Cassell and Symon, 2004), which
is extremely valuable when investigating an evolving and little explored topic, such as
GP federations.
4.3.9 Combating Issues of Validity and Bias
The issue of validity is usually applied to research that is quantitative in nature,
however, if qualitative research is not capable of generating valid results, then policies
and predictions based on such studies cannot be relied on. Maxwell (1992) in a seminal
publication, developed five categories of validity that are applicable to qualitative and
naturalistic inquiry. It is emphasised that these categories refer to the validity of the
accounts, not the methodology used or the data collected, as the data itself or the
method used to collect the data cannot be seen to be invalid. Rather, it is the inferences
drawn from the data that could be seen to be invalid.
The first type of validity to consider in relation to qualitative research is descriptive
validity, which refers to the factual accuracy of the researcher account. For example,
how do you know if a statement was really given in an interview by a participant?
How do you know that this has not been distorted by the researcher? In order to combat
descriptive validity in this research, the researcher followed a number of procedures:


A copy of all netnographic data analysed has been kept by the researcher, so
that it can be used as a point of reference if needed. This will ensure that all
data is accurately interpreted.



The researcher made thorough and as accurate as possible notes during all
observations, ensuring that notes were not made retrospectively where
possible, in order to avoid distortion or misinterpretation of events. The
terminology used in all notes aimed to describe all events exactly as they
occurred, and the researcher made note of all observations that were relevant
to the research questions.



Participants were not quoted on anything they said during observations,
instead, the researcher used observations to study behaviour and interactions,
rather than to collect quotes.



All documents that were analysed have also been kept by the researcher, to
avoid misinterpretation. This will allow the researcher to answer any questions
there may in regards to the data used.
124



All interviews were voice recorded, with permission of the participant, and
transcribed word for word by the researcher. All audio recordings and
transcriptions have been kept and securely stored by the researcher.



All data collected will be securely stored for ten years after completion of this
research, in line with ethical policies (discussed in subsection 4.5).

Each of the other validity categories proposed by Maxwell (1992) are dependent on
descriptive validity.
The second category of validity referred to is interpretative validity. Given that
qualitative research often places emphasis on participant’s perspectives, it is key that
the researcher understands phenomena from the participant’s perspective, rather than
their own. Therefore, in this instance, the phenomena of GP federations and
collaborative working in primary care has been interpreted taking into consideration
the healthcare context in which the research has been conducted. The researcher used
her knowledge, which has been developed through the course of this research, to give
meaning to the data collected.
Theoretical validity addresses the theoretical constructs that the researcher applies to
the research, and the appropriateness of this. This theory can refer to either physical
events or mental constructs. The research in hand studies GP federations from a
service networks point of view. Therefore, the issue is the legitimacy of the application
of service networks to the facts established through data collection, and whether the
participants being studied agree with what the facts are established to be. This issue
has been dealt with by working with CASE partners, who were able to offer an insight
into primary care and provide feedback throughout the process of this research.
The fourth category of validity stated by Maxwell (1992) is generalisability. This
refers to “the extent to which one can extend the account of a particular situation or
population to other persons, times, or settings than those directly studied” (p293). In
qualitative research systematic generalisation does not normally occur, as the research
design does not normally allow for it. However, qualitative research is used to make
sense of the phenomena being studied, and shows how the same process in a different
context can lead to different outcomes. Therefore, generalisations are made to similar
situations, rather than to an entire population. In relation to this research,
generalisations can be made to other GP federations, however, the concept of
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collaborative working as part of a service network may be applied to a variety of
different contexts, although, the outcomes may be different to those stated in this
thesis.
The final category of validity is evaluative validity (Maxwell, 1992). This type of
validity involves the application of an evaluative framework to the objects being
studied. However, this type of validity is not central to qualitative research (Hannes,
Lockwood and Pearson, 2010) therefore, an evaluative framework was not applied to
the objects being studied.
Another issue for consideration is the issue of bias. Given that in qualitative research
the researcher is often seen to be the research instrument (Chenail, 2011), it is
important that the researcher does not impose their knowledge, thoughts and opinions
on the research. A number of techniques were used to ensure that this was not the case.
Firstly, a multi-methods approach was taken, employing five different data collection
techniques (see subsections 4.3.3, 4.3.4, 4.3.5, 4.3.6, 4.3.7 and 4.3.8). This allowed
the researcher to avoid subjectivity and distortion, and validate all findings (Jonsen
and Jehn, 2009), by comparing multiple data sets. For example, observations made at
GP federation directors’ meetings can be validated by the minutes of the meeting,
which were collected as part of the document collection process. Also, by taking this
approach the researcher was able to use netnographic and observational data, collected
early on in the research process, to inform the semi-structured interview questions (see
subsection 4.3.8), meaning that the data collected from interviews built on and
reinforced the data that has already been collected.
Pilot studies are additional method that can be used to avoid bias (Chenail, 2011). Pilot
interviews were conducted, and the flexible nature of multi-methods research and
semi-structure interviews also meant that the interview questions could be adapted as
necessary throughout the process of the interviews. This allowed the researcher to
make changes to any questions that were felt to be inappropriate. However, no changes
were made to the questions as a result of bias.
Furthermore, when conducting interviews, the researcher ensured that they
communicated with participants in a way that was not leading or suggestive. Open
ended and well communicated questions were used to ensure that participants were
able to respond accurately. The line of questioning was kept reasonably consistent
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when interviewing different participants, still ensuring that the results are more
generalisable and show well established clear themes.
Finally, in order to prevent the research being affected by bias, a reflexive approach
was taken. This approach involves the researcher considering their own biases and
previous knowledge and thoughts, when collecting and interpreting data, and ensuring
that these biases do not impact the research in any way (Palaganas, Sanchez, Molintas
and Caricativo, 2017). This was discussed in more detail in subsection 4.2.

4.4 SAMPLE

Given the ontological approach being taken, it was necessary to include a sample that
represented the distinctions within the organisational population (Cassell and Symon,
2004), in that different GP federations of varying structure were considered, and a
diverse range of participants were included. The sample was of a size that allowed a
number of different viewpoints, increasing the validity of the research (Mason, 2010;
Ritchie, Lewis, Nicholls and Ormston, 2013; Sandelowski, 1995).
4.4.1 Recruitment of Sample
Given that GP federations have not been the subject of extensive research in the past,
a research frame was not used to guide sample recruitment, however, the relevant
literature was used to steer the decisions made (see for instance Bryman and Bell, 2003
and Ritchie et al., 2013). The criteria for recruitment used was relatively open, with
the aim of collecting a diverse data set. The literature (see for example Imison et al.,
2014; NHS, 2014; NHS England, 2016; 2017; Nuffield Trust, 2013; RCGP, 2007;
2013 and Rosen et al., 2016) indicates that there are a range of forms that GP
federations may take, such as limited companies and charities. Therefore, the sample
aimed to capture as much variety as possible. It was therefore decided that for the
purposes of observations and netnographic data collection, any operating GP
federation was suitable for study, and any event relating to collaborative working
within primary healthcare was appropriate to observe. Additionally, when recruiting
interview participants, those who worked within a general practice that was part of a
selected GP federation were approached, along with individuals that had worked with
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GP federations. This allowed a cross-section of general practices, including staff in a
number of different job roles, such as practice managers, nurse and GPs to be
represented.
Both convenience sampling and a snowballing technique (Onwuegbuzie and Collins,
2007) were used to recruit such participants, due to the difficulties involved in
accessing participants within the healthcare sector (see subsection 4.4.3). Initial
participants were recruited via contacts made through the PhD CASE studentship, with
further participants being identified at industry events, such as:


The Green Federation Expo, UK.



Releasing Time for Care in General Practice, Chester, UK.



Right Access to the Right Care Event: How Can Working at Scale Help?
London, UK.



Federations, Mergers and Alliance, Leeds, UK.

A number of participants were also able to put the researcher in contact with other
potential participants. The researcher ensured that a range of ages, genders, job roles
and general practices were represented within the sample. Participants were recruited
using the following methods:


Researcher approached CASE studentship partners, at the Green Federation,
and gained permission to attend board meetings for observational purposes,
and to use private online network developed by the GP federation for
netnographic data collection.



Green Federation contacts were used to recruit initial interview participants.



Researcher posted on the Green Federation private online network to recruit
further participants.



Researcher signed up to newsletters from relevant bodies within the healthcare
industry, in order to receive news of national events relating to collaborative
working in primary healthcare.



Recruited further participants at such events.



Management consultants employed by the Green Federation were used to help
recruit participants from another GP federation they had worked with.



Interview participants were asked whether colleagues would be interested in
taking part in the research.
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Emails were sent to GP partners and practice managers in Merseyside, and the
surrounding areas, explaining what the research was about, and asking if they
would like to be involved.

Such techniques enabled the recruitment of one GP federation, who gave the
researcher permission to attend board meetings, one GP federation for netnographic
research, 19 pilot interview participants from one federation and 14 interview
participants, from four different GP federations in England. Details of the four GP
federations are shown in Table 4.5 and discussed further in Chapters 5 and 6, and
details of pilot interview and interview participants are shown in Tables 4.6 and 4.7.

Name
Year
Formed
No. of
Practices
No. of
Patients
Legal
Formation

No. of
Directors

Green
Federation
2014

Red
Federation
2009

Blue
Federation
2017

Yellow
Federation
2016

29

6

18

29

300,000

50,000

150,000

230,000

Limited
Company
(Not for
Profit)

None (based
on interpractice
agreement
only)
0

Limited
Company
(Not for
Profit)

Community
Benefit
Society

6

0

6

Table 4.5 – Overview of GP Federations in Sample

4.4.2 Representation within Sample
As the pilot interviews were conducted as part of a wider research project, the entire
sample of 94 participants was broad in terms of the gender and jobs roles of the
individual. However, the participants involved in the pilot study for this thesis
included practice managers and GPs, shown in Table 4.6.
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Job Role

Gender

GP
Female
Male
Practice Manager
Female
Male
Total

Number
12
3
9
7
7
0
19

Table 4.6 – Pilot Interview Sample

Interview participant recruitment was conducted until the sample represented the
organisational population and until the responses from each of the four GP federations
started to become saturated. As shown in Table 4.7, the sample of participants
represented a number of different genders, age groups, job roles and general practices.
These are summarised in Table 4.8.

Age

Gender

Job Role

Service
(Years)

GP Federation

1

41-50

Male

Legal Partner

2

2
3

51-60
31-40

Male
Male

4.5
6

4

51-60

Female

25

Red Federation

5
6

41-50
41-50

Female
Male

9
12

Green Federation
Blue Federation

7

51-60

Male

23

Blue Federation

8

51-60

Female

2

Green Federation

9

31-40

Female

Practice Manager
GP/ Federation
Director
Practice Manager/
Federation Support
Officer
Nurse
GP/ Federation
Director/ Chair
GP/ Federation
Director
Lead Nurse & Practice
Manager
Practice Manager/
Federation Support
Officer

Legal Firm (offer
advice to GP
federations)
Green Federation
Green Federation

2

Red Federation
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10

41-50

Female

24

Green Federation

Female

GP/ Former
Federation Director
Practice Manager

11

51-60

20

41-50
41-50

Female
Male

Data Manager
Practice Manager

12
0.5

41-50

Male

GP/ Federation
Director

10

Yellow
Federation
Green Federation
Yellow
Federation
Yellow
Federation

12
13
14

Table 4.7 – Interview Sample Demographics

Gender
Age

Job Role

Male
Female
31 – 40 years old
41 – 50 years old
51 – 60 years old
Board Member
GPs
Nurse
Practice Manager
Administrative Staff
Other

No. of
Participants
7
7
2
7
5
7
5
2
6
1
1

Table 4.8 – Overview of Interview Sample

The interview participants had lengths of service between 6 months and 25 years, and
worked within 12 different GP practices that were part of 4 different GP federations.
One participant worked for an organisation that worked alongside GP federations.
As shown, the sample represents different genders, ages, different general practices
and length of service well, with a relatively even distribution throughout, making it a
purposeful sample (Sandelowski, 1995).
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In terms of the representation of GP federations, as shown in Table 4.5, the researcher
attempted to include GP federations that differed in terms of how long they had been
established, how many practices and patients they had, geographical location and also
legal structure. The four GP federations are positioned around North West England,
and the West Midlands, and are within approximately a one-hundred-mile radius of
one another. The sample therefore only represents Northern and Western England,
leaving Southern and Eastern areas unstudied. The four GP federations also represent
three different legal structures that may be used by GP federations (Imison et al.,
2014).
4.4.3 Non-Response Rate
Despite using convenience and snowballing recruitment techniques, there were a
number of issues in recruiting participants for the purposes of this research. One of the
key issues in recruiting participants was the difficulty in making contact and gaining
access to those working within GP federations. The NHS, including primary care, is
extremely difficult to access, given that staff contact details are not made public.
Therefore, the researcher had to use contacts gained through the CASE studentship
and those met at industry events, to act as gatekeepers, giving access to others that
worked within primary care. This difficulty is illustrated by the following examples:


Over 100 emails were sent to GP practices within Merseyside, and only one
response was received.



The researcher posted on Green Federations online private network, that had
over 300 members, and again, only one response was received.



The researcher also appealed for participants at an industry event, with an
audience of over 200 people, and only one participant came forward.



More than 10 individuals agreed to take part in the research, but either
withdrew, or did not respond to attempts of contact made by the researcher.
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4.5 ETHICAL CONSIDERATIONS

Table 4.9 sets out the ethical considerations that must be imposed on academic
research, explaining what each of these considerations mean, and how they have been
applied to this research. These considerations are based on the ethical guidelines set
out by the University of Liverpool Ethics Committee and the Economic and Social
Research Council (ESRC). Each of these considerations is then discussed further, with
details on the procedures put in place to ensure such ethical standards are met.

Ethical
Explanation
Consideration
Consent
Where possible
participants must be
informed of the purpose,
methods and uses of the
research.

Confidentiality The anonymity of
participants must be
respected, and the data
must also be anonymised
and comply with the
principles set out in the
Data Protection Act.
Risk
Risk must be minimised,
and risk to harm must be
avoided for both the
researcher and
participants. The rights
and dignity of individuals
and groups should also be
respected.
Conflict
The independence of the
research must be made
clear, and any conflicts of

Application
All participants were briefed on the
purposes of the research, what it
involved and how the data would
be used. Participants were given an
information sheet containing this
information. Participants were also
given contact details for those
responsible for the study (see
Appendix C).
All participant data is anonymised
and treated confidentially and
complies with the Data Protection
Act. Participants are informed of
this before taking part in the
research.
Risks assessed in advance,
although, little risk is involved in
method of data collection. The
dignity of participants was also
respected, no participant had to
answer anything they were
uncomfortable with. This was also
made clear in the information sheet.
No conflicts of interest. Research
has been conducted with integrity
and transparency.

133

Statutory
Requirements

Benefit

interest must be made
known.
The research must
conform to both statutory
requirements, and the
requirements of the
University of Liverpool
and the ESRC.
Research should aim to
maximise benefit for
individuals and society.

All ethical and data protection
requirements have been adhered to.

Research findings will be used for
this purpose.

Table 4.9 – Ethical Considerations (adapted from University of Liverpool (2016), and
ESRC (2018)).

4.5.1 Consent of Participants
In order to gain consent of those being observed within the online network, a post was
added to the online network, informing all members of the virtual community that the
researcher would be observing and analysing data on the website. The post explained
the purposes of the research, and that the researcher was on a CASE studentship,
receiving support from the Green Federation. The information sheet (see Appendix C)
was also attached for viewing. All members were provided with an email address to
contact if they did not wish to be part of the study. No objections were received.
When making overt participant observations at GP federation board meetings, all
attendees were made aware of the researchers’ presence and purpose. The researcher
was introduced to the group, and the purpose of both the research and the observations
was made clear. All those in attendance at the meetings also were given the researchers
email address, which could be used to raise any questions or concerns, none of which
were received. At larger scale industry events, informed consent was not received as
this would not have been possible at such large-scale events. Event organisers were
however made aware of the role of the researcher, and the research that was being
conducting.
All participation in the semi-structured interviews was voluntary, given that
participants were required to give up time in their working day to take part in the
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research. Prior to interviews, all participants were briefly informed on the purpose of
the study, along with other details, such as how long the interview would
approximately take, via email, or face to face conversation, and asked whether they
would like to participate. All those that agreed to take part in the study received a copy
of both the information sheet (see Appendix C) and the consent form (see Appendix
D) before the interview began. Participants were given as much time as needed to read
and sign the forms. The information sheet outlined briefly the purpose of the study,
reasons for taking part, and what would happen with the data collected, along with
researchers contact details. The issues of confidentiality and the right to withdraw from
the study were also covered in the information sheet. The consent form asked
participants to agree to a number of terms, and sign and date, to say that they were
happy to take part in the research. Both the information sheet and the consent form
were approved by the University of Liverpool Ethics Committee. All signed consent
forms will be stored for ten years, in line with university ethical guidelines.
The information sheet provided to participants that took part in the interview process
did not stress the exact purpose of the study (i.e. to understand how GP federations
operate as a service network), as emphasis on this aspect was not necessary.
Participants would have received little to no benefit from being made aware of this
detail, however, participants, if required, can be provided with a copy of this thesis
upon request. Effort was also made to ensure that the information sheet provided was
kept simple, but was informative, in order to make it as participant friendly as possible.
4.5.2 Confidentiality
All data extracted and analysed as part of the netnography was anonymised. All names
were removed from posts and comments, and any names referred to with the text being
analysed were also removed. Likewise, all observational data and interviews have also
been anonymised, making reference to no individual. All audio recordings and
transcriptions have been saved without participants names. All data has been stored
on a password protected drive. Participants were informed of all these measures by the
information sheet provided. Participants were also told that all audio recordings were
for transcription purposes only and would only be heard by the project team. The GP
federations involved have also been given code names for the purpose of this thesis,
in order for the organisations to remain anonymous.
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Respecting the anonymity and confidentiality provisions of the ethics approval, certain
contextual information relating to the GP federations involved in the data collection
process had to be precluded from this thesis. This includes information such as the
exact location of the federations and details regarding the demographics of the patient
populations of member practices. This information, although of great value, cannot be
disclosed.
4.5.3 Avoiding Risk
Although there has been minimal physical risk involved in the research, intrusive
research must involve the consideration of inflicting anxiety or embarrassment upon
research participants. Neither the netnographic nor the observational data collection
methods were at risk of this, however, semi-structured interviews could potentially
lead to such issues. In order to avoid this, interview questions were carefully
considered, ensuring that participants would be comfortable in discussing their
answers. Sample interview questions, along with an overview of this entire
methodology, were assessed and approved by the University of Liverpool Ethics
Committee.
Risks faced by both the participants and the researcher ought to be considered to
ensure safe practice. All interviews and observations were conducted in safe public
places, such as GP practices and cafés, so that both parties felt comfortable in the
surrounding environment, and so that participants felt they could discuss any
confidential information or opinions.
4.5.4 Conflicts of Interest
The research undertaken has been funded by the ESRC and supported by a CASE
partner. The GP federation that the CASE partners are a part of are a subject of this
research, however, it is quite usual for a CASE student to study the organisation they
are partnered with. This therefore is not being proposed as conflict of interest. In order
to reinforce this, a further three GP federations, who are independent of the research,
have been studied, adding an additional dimension to the research.
4.5.5 Benefits for Individuals and Society
Research should be conducted with the aim of maximising benefit for both individuals
and society. It is hoped that upon publication of this thesis, findings will be used to
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help inform policy makers and practitioners on the formation and operation of GP
federations, and the benefits of collaborative working. An opinion piece has already
been published discussing the benefits of collaborative working, on the online
healthcare publication Pulse (Sinton, Hunter-Jones and Sudbury-Riley, 2017). The
research also aims to make an academic contribution to the literature surrounding
service networks, allowing this field of knowledge to develop and evolve.

4.6 DATA ANALYSIS INSTRUMENTS AND PROCEDURES

Having considered a range of analysis methods, including discourse analysis and
content analysis, thematic analysis was established to be most appropriate for this
research. Thematic analysis is suitable for use with a wide range of qualitative research
methods (Boyatzis, 1998) and allows the researcher to identify reoccurring themes
across a data set (Braun and Clarke, 2006; Guest, MacQueen and Namey, 2012).
Thematic analysis and how it was applied to this research are discussed in the
following subsections.
4.6.1 Thematic Analysis
Thematic analysis is one of the most popular methods of qualitative data analysis when
it comes to social sciences research (Grbich, 2012; Guest et al., 2012). Thematic
analysis is defined as, “a method for identifying, analysing, and reporting patterns
(themes) within data. It minimally organises and describes your data set in (rich) detail.
However, it also often goes further than this, and interprets various aspects of the
research topic” (Braun and Clarke, 2006, p6). Thematic analyses “move beyond
counting explicit words or phrases and focus on identifying and describing both
implicit and explicit ideas within the data, that is, themes. Codes are then typically
developed to represent the identified themes and applied or linked to raw data as
summary markers for later analysis” (Guest et al., 2012, p10).
Given the multi-methods nature of this research, thematic analysis is of particular
value as it is a tool that be used across a range of different methods (Boyatzis, 1998).
Thematic analysis allows for theoretical freedom, as it is a flexible tool that can
provide detailed and complex accounts of qualitative data (Braun and Clarke, 2006;
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Guest et al., 2012). Thematic analysis is often criticised for taking a lenient approach
to data analysis (Braun and Clarke, 2006) and for fragmenting results, with scholars
such as Hollway and Jefferson (2000) stating that this method neglects the whole
picture that the data set provides. As the data is analysed and organised according to
the researchers’ sense of how it connects, the data can abstract issues from the way
they really appear. However, Joffe and Yardley (2004) argue that the aim of thematic
analysis is in fact to describe and identify meanings given by participants, rather than
linking these meanings together. The aim of this research is to establish whether and
how GP federations are effective service networks, therefore, there is no requirement
to link the views of each respondent. Instead, each unique response was individually
considered and analysed. By doing so, each individual participant and their responses
can be analysed in context (Joffe and Yardley, 2004) and the complexities of meaning
within the textual data set can be captured (Guest et al., 2012).
Thematic analysis is often condemned for being an “unnamed” method of analysis
(Braun and Clarke, 2006, p79), unlike the likes of discourse analysis and grounded
theory. Often thematic analysis is given a different name, such as grounded theory or
cross-case analysis (Gibson and Brown, 2009) however, it is argued that thematic
analysis is a method in its own right (Braun and Clarke, 2006). Braun and Clarke
(2006) in their seminal work on thematic analysis outlined what the method is and
how it should be used, as well as highlighting potential limitations of the method. It is
the work of Braun and Clarke (2006) that has been used to guide the data analysis
process in this thesis.
4.6.2 Alternative Data Analysis Techniques
Other data analysis methods were also considered for the purposes of this thesis,
including discourse analysis and content analysis. According to Johnstone (2018, p2)
discourse analysis is, “the study of language, in the everyday sense in which most
people use the term. What most people mean when they say “language” is talk,
communication, discourse”. Discourse analysis identifies patterns in language across
texts, paying particular attention to the relationship between the language and the
context that it is being used within. Discourse analysis is used to present different
views of the world and different understandings (Paltridge, 2012). The method
typically gives a detailed account of the perspectives within a set of text (Thomas,
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2006). In social science, what is interesting within this text is not what has been said
or the words that have been used, but the social construction and meanings created
through this discourse (Lune and Berg, 2016). Typically, this method of data analysis
involves the ‘internal’ study of text and the ‘external’ study of the context. This
method can be applied to written text or transcribed spoken words (Gee, 2010), and
encourages the researcher to focus on not only what is said, but also how it is said.
Discourse analysis has been criticised as there are a number of different views in
regards to what it actually is (Paltridge, 2012). In social science it is argued that all
work is concerned with the analysis of discourse, yet researchers in this field often
take up the term in their own different ways (Fairclough, 2003). Despite the
interpretivist philosophical stance being taken, for the purposes of this thesis discourse
analysis was deemed to be less appropriate than thematic analysis. Although the
meanings behind the data collected are significant, what is important in this case is to
identify reoccurring themes and issues within the data set, rather than focusing on the
relationship between the language and the context.
Content analysis is defined as “a careful, detailed, systematic examination and
interpretation of a particular body of material in an effort to identify patterns, themes,
assumptions, and meanings” (Lune and Berg, 2016, p182). The method is frequently
used in qualitative research and involves the researcher applying codes and counting
the number of times the code is applied. By doing so, the researcher can identify which
codes are applied the most and which concepts are the most important for the
participant being interviewed. In most cases codes are developed deductively, which
can be used as descriptive information about the data, or can be analysed as
quantitative data (Leech and Onwuegbuzie, 2007). This method of data analysis has a
number of advantages, including being systematic, transferable and applicable to large
qualitative data sets, although the method can be problematic for very open studies
that require inductive coding (Mayring, 2004). Furthermore, content analysis is
usually applied to materials that have been produced not for the purposes of the
research in hand (Lune and Berg, 2016), therefore making this method of analysis
inappropriate for this thesis.
Table 4.10 below provides a summary of each of these data analysis methods, giving
reasons for selecting thematic data analysis.
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Analysis Method

Definition

Thematic Analysis

“… a method for identifying,
analysing, and reporting patterns
(themes) within data. It minimally
organises and describes your data
set in (rich) detail. However, it
also often goes further than this,
and interprets various aspects of
the research topic” (Braun and
Clarke, 2006, p6).

Discourse Analysis

“… the study of language, in the
everyday sense in which most
people use the term. What most
people mean when they say
“language” is talk,
communication, discourse”
Johnstone (2018, p2).

Content Analysis

“… content analysis is a careful,
detailed, systematic examination
and interpretation of a particular
body of material in an effort to
identify patterns, themes,
assumptions, and meanings”
(Lune and Berg, 2016, p182).

Reason For/ Against
Selection
Applicable to a range
of different qualitative
research methods.
Allows for each
participants response to
be individually
interpreted, rather than
attempting to link
responses to form one
view.
Too much focused
placed on the
relationship between
the language being
used and the context,
rather than the themes
and issues arising from
the data.
Usually applied to
materials that have
been produced for
purposes other than the
research.

Table 4.10 – Data Analysis Methods

4.6.3 Manual vs Computerised Thematic Analysis
Many qualitative researchers now choose to conduct analysis using computer
software, also known as CAQDAS (Computer Aided Qualitative Data Analysis
Software), such as NVIVO. However, it is not a universally accepted method in
qualitative data analysis, as it is with quantitative research (Bryman and Bell, 2003).
There are both strengths and limitations to using this method, both of which have been
considered.
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One of the primary benefits of using computerised analysis is that it can allow a
researcher to deal with larger volumes of data and can help to generate figures and
outputs, such as graphs, quickly (Carcery, 2011; Joffe and Yardley, 2004). However,
in the case of this research this was not seen to be necessary, as the research questions
did not demand a large data set, and it was not necessary to create figures and outputs,
as it often is in quantitative research. Additionally, not only interview data was
collected, the data set is composed of data collected using multiple qualitative data
collection methods, not all of which would be suitable for computerised analysis. For
example, the documents collected were in a range of different forms, such as leaflets
and slideshows, which would make computerised analysis difficult. This issue was
overcome by using word processing programmes such as Microsoft Word and Excel,
which were more appropriate for use with multi-methods research. This allowed the
researcher to organise and input the data and work with it in a manageable way.
Computerised analysis removes the researcher from the data and can therefore lead to
a disconnect between the researcher and their data. Furthermore, Bryman and Bell
(2003) state that computerised data analysis can fragment data, meaning that the
narrative flow of transcriptions or observation notes can be lost. By manually
analysing the data the researcher has the opportunity to maximise their knowledge of
the data, and the context in which it was collected, making manual thematic analysis
more appropriate for this research.
4.6.4 Theme and Code Development
Often by the time a researcher has completed their data collection they have a clear
idea of what the data set contains and the key issues that have emerged. The researcher
may also have been presented with the opportunity to explore issues that were not
originally considered when forming the research questions (Grbich, 2012). This was
the case in this research. Once the researcher became familiar with the data set, the
themes and codes were developed for analysis, shown in Table 4.11. The terms theme
and code are often used interchangeably in the literature; however, a theme refers to a
specific pattern in the data that the researcher is interested in (Joffe and Yardley,
2004). A code can be either inductive or deductive in nature. Inductive coding is when
the code is drawn from the data itself (Joffe and Yardley, 2004), for example, a code
may emerge as a result of the researchers’ gut feeling or the respondents’ views on the
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subject being studied (Grbich, 2012). Deductive coding, on the other hand, is when
codes have been drawn from the relevant theory and literature. By using deductive
coding, the research is able to test prior discoveries (Joffe and Yardley, 2004). Braun
and Clarke (2006) refer to deductive coding as theoretical coding. In this instance, the
researcher used a combination of inductive and deductive coding. As shown in Table
4.11, there are two overarching themes in the data. The first theme is benefits of
federating, and this theme and the relevant codes were derived from the literature (see
for instance Imison et al., 2014; NHS England, 2016; RCGP, 2013), and are therefore
deductive codes. The second theme, characteristics, and the relevant codes were all
established as a result of the participants responses to interview questions, as well as
observations made throughout the data collection process, and are therefore inductive
codes.
It was decided that analysis would be conducted on a semantic level (Braun and
Clarke, 2006), and that the researcher would analyse the surface meaning of the data,
and not look beyond what the participant has said during an interview or observation
or has written online or in a document that has been collected for analysis. This
minimised the risk of misinterpretation and was most appropriate given that the
researcher aimed to understand the bigger picture of GP federations, rather than
unpicking how individuals felt about the phenomena.
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Theme
Benefits of
Federating

Sub-Themes
Benefits of
Federating

Code(s)

Economies of Scale
Sharing Skills and Expertise
Improving Patient Access
Sharing Resources
Developing a Shared Identity
Sharing Risks
Characteristics

Knowledge
Experience (+)
Experience (-)
Knowledge (+)
Knowledge (-)
External Expertise (+)
External Expertise (-)

Characteristics

Team Work
Willingness (+)
Willingness (-)
Inclusion in the Network (+)
Exclusion in the Network (-)

Characteristics

Skills
Leadership (+)
Leadership (-)
Communication (+)
Communication (-)

Characteristics

Value
Adding Value

Table 4.11 – Development of Themes and Codes

Once the themes and codes had been established the code book was developed
(example shown in Figure 4.3). The full code book is shown in Appendix G. A code
book shows a description of each code, along with instructions when and when not,
the code should be applied. This helps to distinguish how the codes link, and the
similarities and differences between each code (Guest et al., 2012). By developing a
code book, the researcher makes it explicit how codes have been assigned to the data.
The codes shown in both the code book (Figure 4.3) and in Table 4.11 are the codes
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that were assigned to all data sets, except the desk research data set (discussed in
subsection 4.6.5).
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Figure 4.3 – Code Book Example
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Communication (+)

Reference to forms of communication
(positive)

Positive reference to the ways in which the
GP federations or member practices
communicate, and how often they do so. Also
makes reference to the ways in which these
methods of communication have been used to
help in the running of the GP federations, how
these methods have been used to improve
ways of working, and the positive
implications of communication in general.
Apply this code to positive ways in which
member practices communicate with the GP
federation and other member practices.
Do not use this code to reference
communication with those external to the GP
federation.

Code Label

Short
Definition

Full
Definition

When to Use

When Not to
Use

Do not use this code to reference
communication with those external to the GP
federation.

Apply this code to negative ways in which
member practices communicate with the GP
federation and other member practices.

Negative reference to the ways in which the
GP federation or member practices
communicate, and how often they do so. Also
makes reference to the problems they have
with communication and other negative
implications of communication in general.

Reference to forms of communication
(negative)

Communication (-)

The researcher used the methods suggested by Braun and Clarke (2006) and Silverman
(2011) to thematically analyse the data. The researcher began by familiarising herself
with the data set. At this stage initial notes were made. Codes were then generated
based on the data and applied to the entire data set. These codes were then grouped
into themes, as shown in Table 4.11. The themes were then reviewed in order to ensure
that they were relevant to the data set. This then made it possible to refine themes and
make links between them. Each of the data sets were analysed in this way, however,
due to the nature of some of the data sets this method was adapted to suit accordingly.
The way in which each specific data set was analysed is discussed in the following
subsections.
4.6.5 Desk Research Analysis
The data collected through the use of desk research was analysed in a slightly different
way, given that the data was not rich in nature and was not fitting with the themes and
codes established. Instead, very basic analysis was conducted by revisiting the website
of each of the GP federations that were established in 2015, and stating whether that
GP federation was still in existance or not. Additonal GP federations were also added
to the list and assigned to the category of new GP federation. This enabled the
researcher to collate some very simple findings, which showed how many GP
federations were still in existance, how many federations had folded and how many
new GP federations had been developed between 2015 and 2018. This analysis was
however still a form of thematic analysis, given that the data was assigned to one of
the following three themes:


GP Federation still in existance



GP Federation no longe in existance



New GP Federation

4.6.6 Semi-Structured Interview Analysis
Both the pilot semi-structured interviews that were collected as part of the research
team and the semi-structured interviews that were conducted by the researcher were
analysed in the same way. Each transcription was first read by the researcher in order
to familiarise themselves with the data. Each individual sentence was then read line
by line, and codes were assigned where relevant. Codes were assigned by either
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changing the colour of the text, or by highlighting the text in a specified colour, as
shown in the key (see Figure 4.4 for example of transcription form used and Figure
4.5 for Coding Key).
Once the transcription had been coded all quotes were added to a Microsoft Excel
spreadsheet, as shown in Figure 4.6. This data bank included each quote and the
relevant codes assigned, the participant number, their role and their GP federation, and
then notes were made on each quote to explain the context in which the quote had been
given. This allowed the researcher to keep all the data in one place and meant that the
data could be sorted in different ways, making it easier for the research to look at
specific codes and spot trends and patterns in the data. As with all files containing
participants data, this file was stored on a secure, password protected drive.
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Figure 4.4 – Interview Transcription Form

Figure 4.5 – Coding Key
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Figure 4.6 – Data Bank Example
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4.6.7 Netnography Analysis
The netnographic data again was analysed using thematic analysis. As it was not
possible to save the forum threads for analysis, the researcher read each post, before
reading them again line by line. Any relevant quotes were then copied and pasted into
the data bank (as shown in Figure 4.6) on the netnography tab. Here the quotes were
assigned the relevant codes, and it was noted which participant had said each quote
and what their role was. Notes were also made to place the quotes in context.
4.6.8 Observation Analysis
The participant observations again were analysed in the same way. All observation
notes were read by the researcher in order to familiarise themselves with the data. The
notes were then read point by point by the researcher and coded using the key, as with
the interview transcripts. Again, each point was then added to the observation tab of
the data bank (as shown in Figure 4.6) and was assigned a code. Each point also was
assigned information on where the observation was made in order to give it context.
4.6.9 Document Collection Analysis
As the majority of documents collected were in paper format and electronic copies
were not available, the analysis was carried on paper instead of on a computer,
however, the analysis was conducted using the same method. Again, the documents
were read in order to familiarise the researcher with the material. The document was
then read line by line and the relevant codes were assigned to the data. The data was
then added into the data bank (shown in Figure 4.6), making note of the assigned
codes, what the document was and where it had been collected.
Once all data had been analysed and collated in the data bank (see Figure 4.6) the
researcher was able to identify patterns and trends in the data. This is discussed in
Chapters 5 and 6.
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4.7 CHAPTER SUMMARY

This chapter began by discussing the philosophical stance taken to the research. A
constructionist ontological position is taken to reality, and an interpretivist approach
is taken to knowledge. This stance emphasises the importance of collecting rich and
detailed qualitative data, which allow a researcher to understand people’s meanings
and experiences related to a phenomenon by studying the phenomena in its natural
context. In order to consider multiple realities a multi-methods methodology was
deemed to be most appropriate.
The instruments and procedures used to collect the data were then discussed. The
multi-methods approach taken to the research enabled the researcher to use a range of
methods to collect data. The process began with desk research, in order to establish a
list of GP federations that were operating in England. A series of semi-structured
interviews were then conducted as part of a research team. It was at this stage that the
researcher became aware of how GP federations were a central part of the day to day
operations of a GP practice. Next, netnographic research on an online private network
operated by one of the GP federations was conducted. Participant observations were
also performed and a variety of documents were collected and analysed and used
alongside the netnographic data to form a series of semi-structured interview
questions. 14 interviews were then conducted with members of staff from four
different GP federations.
The convenience and snowballing sampling techniques used allowed the researcher to
recruit participants when possible. The primary healthcare sector proved to be a
difficult environment in which to recruit participants, however, the researcher was able
to recruit a purposeful sample, which allowed the collection of data from participants
of different genders, ages, job roles and GP practices, all of which were part of four
different GP federations that each had unique characteristics.
Ethical considerations were made throughout the entire data collection and analysis
process, with specific emphasis being placed on the issues of consent and
confidentiality. A number of measures were taken to ensure that all participants were
treated in accordance with the ethical guidelines set by the University of Liverpool
and the Economic and Social Research Council.
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Finally, the method of data analysis was identified. Thematic analysis was used by the
researcher in order to establish the reoccurring themes in the data. A range of themes
and codes were developed and applied to each data set. All data was compiled into a
data bank, making the data easy to manage and work with.
Now that the methodology and research methods have been discussed, the thesis now
moves on to Chapter 5, the research findings.
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CHAPTER 5 - RESEARCH RESULTS

5.1 INTRODUCTION

This chapter presents the primary data collected. The chapter begins by establishing
profiles for each of the federations studied, identifying the size, structure, purpose and
length of service of each model. The characteristics that are shown by the federations
studied are then identified, including flexibility, willingness, experience and
communication. Attention then turns to the benefits of working at scale, presenting
data to demonstrate how federating can lead to the development of economies of scale,
sharing skills and resources, creating a shared identity and improving access for
patients. These findings are then analysed in Chapter 6, in order to understand different
collaborative models, how collaborative working can enable the co-creation of value
in healthcare, and the characteristics that lead to the establishment of an effective
federation.
Table 5.1 shows the research questions for this thesis and how each of these research
questions have been investigated through the collection of primary data.
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Research Question
RQ1. How effective for service
research is SDL in terms of
enhancing understanding of service
networks and the ways in which they
do and do not co-create value?
RQ2. How useful are the
established principles of business
and social networks to service
networks? That is, which knowledge
is transferrable and in what ways do
service networks require a unique
perspective?
RQ3. How do different structural
elements and characteristics of
service networks impact their
effectiveness of working at scale?

RQ4. How does examining service
networks from a service systems
perspective that incorporates micro
(individual GP practice), meso (the
structural operationalisation of the
federation) and macro (wider
ecosystem including NHS and
Government) levels uncover
previously unrecognised
opportunities and barriers to
effective performance?

Investigation
The data collection methods were employed
to further understanding of GP federations
and service networks as a whole, in order to
evaluate how SDL can be used to enhance
this understanding.
Netnography, participant observations and
semi-structured interviews were used to
identify the structural elements that are
shown by federations and the individuals
that work within these service networks, in
order to highlight the ways in which service
networks require a unique perspective.
Netnography, participant observations,
document collection and semi-structured
interviews were used to highlight the
characteristics that are shown by individuals
that work within these service networks,
considering how they can impact their
effectiveness of working at scale.
Netnography, participant observations,
document collection and semi-structured
interviews were used to advance knowledge
on the nuances of collaborative working as
evidenced within a GP federation model. In
particular whether or not this model has the
capacity to co-create value, and how,
considering the benefits of working at scale.

Table 5.1- Research Questions and Corresponding Investigation

5.2 FEDERATION PROFILES

The following analysis begins with a profile for each of the four federations that have
been studied as part of this research. The profiles acknowledge the key attributes of
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each of the federations, considering how long the federation has been in operation, the
number of member practices, the composition of the board of directors, the legal
formations, the services they provide and more. This information is summarised in
Table 5.2. Certain contextual information however, has had to be precluded from this
thesis due issues of confidentiality. This is discussed in more detail in subsection 4.5.2.

Year
Formed
No. of
Practices
No. of
Patients
Legal
Formation
No. of
Directors

Green
Federation
2014

Red
Federation
2009

Blue
Federation
2017

Yellow
Federation
2016

29

6

18

29

300,000

50,000

150,000

230,000

Limited
Company
(Not for
Profit)

None (based
on interpractice
agreement
only)
0

Limited
Company
(Not for
Profit)

Community
Benefit
Society

6

0

6

Table 5.2 – Summary of GP Federation Profiles

5.2.1 Green Federation
Green Federation is based in the North West of England and consists of 29 GP
practices. Originally, the Green Federation was operating as two separate federations,
however, they came together in 2016, as the federations were local to one another, and
were assisted by the same management consultancy company. It was apparent that
they could achieve more as one organisation. The federation state that they have four
goals (Green Federation, 2018), shown in Table 5.3:
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Federation Goal
1) To support our
practices while
allowing them to
maintain their identity
and independence

2) To help our
practices achieve the
benefits of working at
scale

3) To help win bids
and bring new income
into primary care

4) To represent our
practices as providers
in the wider health
economy

Evidence of Achievement
The federation offers support to practices by providing
members with the facilities to discuss problems and raise
issues. The online private network that was used as a
primary data source for this thesis is an example of one of
the resources member practices are able to access when in
need of support. The federation also has staff that are able
to support with issues in the day to day running of a GP
practice, such as IT and contracts. The practices are
however able to maintain their own individual identity and
independence, as practices are able to select which
services they source from the federation, to suit the needs
of their own practice. Practices are not standardised in any
way.
Objective is vague, in that it suggests that the federation
will help member practices achieve the benefits of
working at scale, however, it does not suggest what these
benefits are. The interview data provides evidence to show
that member practices are in fact receiving a number of
benefits as a result of working at scale (discussed in
section 5.3), however, this objective in particular does not
allude to something specific that can be achieved.
The federation have won a number of bids and brought
significant income into primary care. For example, the
federation won a significant contract, which enabled the
improvement of patient access across the federation. This
objective in particular was shown to be of key importance
at directors’ board meetings, with many discussions
focusing on the ways in which the federation could bring
new income into primary care.
The participant observations showed that the board of
directors represent the federation on a number of different
boards in the wider healthcare economy. This enabled
board members to feed information back to member
general practices on what is happening in healthcare
locally. It has also allowed the federation to develop an
identity that represents all member practices.

Table 5.3 – Green Federation: Goals and Achievements
These four goals, suggested on the federation’s website, indicate that the primary
objective of the federation is to provide support to member practices. Although, the
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data collected during participant observations showed that focus was placed on
Objective 3, winning bids and bringing new income into primary care. Many of the
discussions held at federation board meetings were centred around the different
services that general practices could provide in order to increase their income. The
observations and the interviews did however give evidence to show that the federation
was achieving all of these objectives at some level.
The 29 practices that make up the federation have a patient population of
approximately 300,000 people, across seven towns. The patient population across the
federation varies significantly in terms of demographics. All general practices within
the locality are part of the federation, however, the practices that form the federation
sit under two different Clinical Commissioning Groups (CCGs). These two CCGs
work closely together and often carry out joint commissioning (Green CCG, 2018),
however, there is no evidence of any plans to merge.
The federation is set up as a not for profit limited company. No dividends are taken by
the board, or any other party. All income received by the federation is spent on paying
members of staff, such as directors and management consultants, and on improving
services for practices and ultimately patients. An initial £1 per patient fee was paid by
each practice to join the federation. Income is generally generated by bidding for
contracts from the local CCG. The federation is also involved in medical research and
trials, providing additional funds (Green Federation, 2018).
Before the two federations merged, each had four directors on the board. When the
two federations became one, all four directors from both federations formed a board,
however, two directors have since stepped down. The federation now has six directors,
all of which are GPs from practices within the federation. The directors and other
board members, including two management consultants and a secretary, meet on a
monthly basis.
Each director takes responsibility for certain tasks and represents the federation at
different meetings. These tasks are delegated based upon the skill set and knowledge
of each individual. The directors are paid for the time that they devote to the federation.
A team of directors were elected upon development of the federation in 2014, and
every three years each director must stand down, or be re-elected, giving other GPs
that work as part of the federation the opportunity to taken on a director’s role.
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The board of directors communicate with member practices via a monthly newsletter,
which is emailed to practice managers and senior partners. Additionally, the federation
also developed a private online social network for all members of staff within the
network to post questions and announcements for others to see. This website was the
subject of the netnographic data collection. This was a key communication tool for
this federation, however, this website folded in January 2018 and has not been
redeveloped since. The reasoning behind this was not made clear and was not
communicated to those who used the website, or the researcher. This lack of
communication was also reflected in other scenarios and discussed further in
subsection 5.4.1.
This online platform was used by staff from member practices to discuss a wide range
of topics such as opening hours, IT and training. The discussions on this platform were
analysed to identify some of the key roles and priorities for the Green Federation, as
shown in Table 5.4. Additional services, cutting costs and saving time were shown to
be regularly discussed on the website, which is also reflected in the interview data that
displays the benefits felt by the Green Federation.
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Topic
Extended Opening
Additional Services
Training
IT
Saving Time
Saving Money
Successful Bids
Research/ Pilots
Average

Number of
Related Posts
15
22
7
11
16
18
10
8
13

Number of
Views on
Related Posts
681
884
310
491
744
848
396
443
600

Number of
Comments on
Related Posts
90
84
41
95
106
137
42
64
82

Table 5.4 – Summary of Netnographic Data

5.2.2 Red Federation
Red Federation is a small federation operating in the North West of England, and has
six member practices, that cover approximately 50,000 patients. The federation is one
of five federations that cover 28 GP practices across the town. Each of these five
federations has an elected GP on the CCG governing board (Red CCG, 2017). The six
member practices are spread across the town, and are not positioned in the immediate
locality of one another, meaning that the patient demographic is varied, in terms of
socio-economic status and the health issues being dealt with.
The six practices came together as a federation on the basis of like-mindedness, rather
than being based on location. The federation formed nine years ago, in the hopes of
carrying out collaborative project work and bringing new services into the area,
however, many of these projects failed to get off the ground, due to a lack of funding.
The federation now place emphasis on the need to support each other and having a
larger voice in primary care, so that they are able to influence decisions made in the
wider healthcare ecosystem. Although the Red Federation has no official objectives,
the aims that they discuss, of supporting each other and having a larger voice in
primary care, were evidenced in the data, with one member of staff, when asked how
the federation had benefitted them, stating:
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“I think mainly through the support of all the practices, and getting an agreed
consensus. If there was something we really didn’t like, that the CCG might be
trying to put through, as a group of practices we can go and feel like we’re
more empowered” (Practice Manager and Federation Support Officer).
The Red Federation is not seen by its members to be a providing body; therefore, the
federation makes no income. The only funding is received from the local CCG and is
used to cover practice managers time to attend meetings and to pay for an online
training package that the federation has purchased. This online training package for
administrative staff is the only product or service that the federation centrally provides
for member practices.
The federation holds monthly meetings, which are attended by the senior partner and
the practice manager from each of the member practices, however, those in attendance
are not seen as a board. Attendance is voluntary. These meetings are used to discuss
issues that have been put forward by the CCG, such as new services, finances and IT,
as well as topics put forward by member practices. The meetings often are attended
by a speaker, such as management from the local hospital, or the chair of the CCG.
All communication within the federation is conducted via email. The federation
support officer sends the minutes from each meeting to every partner in every practice,
and any correspondence with the federation is also communicated through the
federation support officer. The practice managers from the member practices also meet
on occasion, to provide one another with support and advice.
5.2.3 Blue Federation
Blue Federation was developed in 2017, and has 18 member practices, in the East
Midlands, UK, covering 150,000 patients. The patient population in this area is of a
relatively high average age and has low deprivation levels. A lot of focus is therefore
placed around caring for the aging population.
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The practices came together in 2017, with the following aims:
1. To reduce workload for practice staff.
2. To increase job satisfaction for practice staff.
3. To create financial stability for all practices.
4. To improve patient care.
5. To share ideas amongst practices.

The aims given by the Blue Federation are specific in terms of what they are hoping
to achieve. However, given that at the time of data collection the federation was in the
early stages of development, it is difficult to assess whether these objectives had been
achieved. The participant observations at initial meetings showed that the federations
were encouraging and enabling member practices to share ideas, although it was too
early to suggest whether any of the other objectives had been met.
Blue Federation is assisted by the same management consultancy group as Green
Federation. Much like with the Green Federation, the management consultants assist
with tasks such as winning contracts and IT operations. The consultancy company
offer the same services to both federations.
The federation is managed by a board of six directors, who meet monthly, along with
the management consultants, to discuss the operations of the federation. Each of these
directors were elected and will stand for up to three years before facing re-election.
The board of directors consists of both GPs and practice managers.
Blue Federation is a not for profit limited company. Board members and consultancy
staff are paid for their time, although no dividends are drawn from the company. All
profit is invested back into the business to assist with growth and development. Each
member practice made a £1 per patient contribution to join the federation when it was
first formed.
At the time of data collection this federation was still in early stages of development,
and had undertaken its first significant project. The board had also been investigating
practice efficiencies and looking at how they can improve ways of working. The
federation was developing a manifest of the services they wish to provide to both
practices and patients.
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All communication within the federation is done via email. The federation sends out
a monthly newsletter to practices, letting them know what the federation is working
on. The federation also held meetings in their early stages of development for all
member practices to attend, to inform practices what the federation was, and what it
was hoping to achieve. The federation planned to continue holding these meetings, in
order to keep member practices involved.
5.2.4 Yellow Federation
Yellow Federation was established in October 2016, and operates in the North West
of England. The federation has 29 member practices, covering 230,000 patients. The
footprint for this federation is considered to be economically deprived, which
significantly impacts the health issues being dealt with by member practices. Focus in
the local healthcare economy is placed upon issues such as obesity and addiction.
The federation has three primary aims (Yellow Federation, 2017):
1. Providing, procuring or organising the provision of health and care services.
2. Working with statutory bodies and partner agencies to improve health
outcomes.
3. Promoting best practice, education and learning in health and social care
services.
The aims of the Yellow Federation focus around what they can provide for their patient
group and how they provide these services.
Yellow Federation is one of two federations operating within the locality. Of 52
practices in the area, 29 are members of Yellow Federation, covering over 70 per cent
of the patient population in the locality (Yellow Federation, 2017a). The two
federations are not split based on location, the practices within each of the federations
are spread across the locality. The two federations have very different ethoses,
although, there is a call from some members of staff for the two federations to become
one in the future.
The Yellow Federation is set up as a Community Benefit Society, which the federation
describe on their website, by stating that: “community benefit societies conduct
business for the benefit of their community. Profits are not distributed among
members, or external shareholders, but returned to the local community, in [Yellow
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Federation's] case, any profits go direct back to local healthcare in [name of town]”
(Yellow Federation, 2017). Yellow Federation is therefore owned by its
members. “Members hold shares and control the society democratically, on a onemember one-vote basis. The society must exist primarily for the benefit of the wider
community, and members should not receive preferential treatment. Profits must be
used for the benefit of the community (although interest on shares can be paid to
members, up to a maximum rate)” (www.resourcecentre.org.uk, 2016). The objectives
of this federation focus on the services provided for patients, which is in line with the
organisational structure chosen, as this too focuses on benefitting the community.
Yellow Federation has a board of seven directors, made up of both GPs and practice
managers. The board meet at least once a month to discuss the development of the
federation. They also hold regular members meetings, which staff from all member
practices are invited to attend. These meetings are used to get input and feedback from
all practices and inform staff on the latest news and developments. The federation also
regularly communicates with member practices via email. Board members keep in
touch with partners and practice managers to keep them up to date, and also to ask for
thoughts and opinions on certain topics. Staff from member practices are also able to
make contact with the federation and approach board members to discuss different
subjects.
Despite the fact that Yellow Federation was recently developed at the time of data
collection, the federation has had a number of achievements. For example, the
federation has provided practices with opportunities to extend access, allowing them
to open early mornings, evenings and weekends, improving services for patients, and
allowing practices to earn additional income. The primary focus of the federation has
been to build strong links with other organisations. So far, the federation has worked
with the local hospitals, hospices, charities, and a range of other primary and
secondary care providers, in order to improve the efficiency of healthcare services in
the local community.
Each of the federations studied are all unique in the way in which they have formed,
are structured and operate. These differences, and in some cases, similarities, and their
impact on how effective each federation is, is analysed in Chapter 6.
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5.3 CHARACTERISTICS OF FEDERATIONS

The data collected has also been analysed to establish a list of the characteristics shown
by federations and the individuals working as part of them. By doing so, it will be
possible to understand the characteristics that lead to an effective federation, in that
the network is able to achieve the objectives the organisation has set. Table 5.5 shows
the different characteristics displayed by the federations studied. These characteristics
are attributes of individuals within the networks, which have been recognised to have
an impact on the effectiveness of the federations in achieving their objectives. Table
5.5 shows the number of quotes relating to each characteristic, the number of
participants out of a possible 14 that mentioned this characteristic, and whether any
individual actor within each of the four federations displayed this characteristic. The
positive and negative comments regarding each characteristic have been considered
separately.
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No. of Quotes

No. of Participants

Green Federation

Red Federation

Blue Federation

Yellow Federation

Characteristic
Communication (+)
Communication (-)
Experience (+)
Experience (-)
Knowledge (+)
Knowledge (-)
Inclusion (+)
Isolation (-)
Leadership (+)
Leadership (-)
Willingness (+)
Willingness (-)
Adding Value
Flexibility

34
40
7
15
7
13
55
16
26
12
22
7
40
7

10
9
3
8
4
9
11
8
10
5
7
6
10
4

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
No
Yes
No
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes

Table 5.5 – Overview of Characteristics in Interview Data

5.3.1 Communication
The first theme established from the data set was communication. Communication was
the most frequently discussed characteristic, and has shown to have a significant
impact on the effectiveness of the federations studied in achieving their objectives.
Communication was discussed in both a positive and negative light, both of which are
considered below.
The participants discussed numerous ways in which the federations communicated
with member practices, such as email, telephone newsletter and private online social
networks. A participant from Yellow Federation when asked how they communicate
with practices responded:
“A lot of emails, I will send out letters as frequently as I can, and the other
board members would communicate in various ways, lots of phone calls. We
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see them face to face at meetings with the CCG. We don’t have a social media
presence really… we have the website, and that’s updated” (GP and
Federation Director, Yellow Federation).
A participant from Green Federation was asked the same question and responded:
“…more recently they’ve had a newsletter, which has been excellent… So, new
website, new newsletter, which is better and more visible. I think the thing that
doesn’t always filter down necessarily always is the why… But if you’re not
having that conversation with somebody face to face, and you’re distant from
it, then all of that is going on in the background, and day to day you wouldn’t
notice that they existed. I think probably they don’t get that daily drip feed of,
“we’re doing this because… and we’re doing that because… just so you know”
…” (GP and Federation Director, Green Federation).
This also shows the importance of regular face to face communication, for example,
at meetings. This idea is supported by another participant, who stated:
“… also going along to all the meetings and things that they represent
themselves at, they will always tell you new things that are out, work that they
are doing, things to expect that are happening… it’s really useful to have that
information and support as well” (Data Manager, Green Federation).
Participants also discussed how communication within primary care as a whole has
improved as a result of the federation:
“… they keep you informed… they’ll say they want to do something and they’ll
work towards it, and keep you informed on how it’s going, and my experience,
and I’ll have to say it been a surprise … you get an answer quickly, and that’s
very valuable, very valuable because I spend a lot of time chasing up answers
from the CCG, and it’s a waste of my time. With the alliance you don’t have to
do that…” (Practice Manager, Green Federation).
This was further supported by a participant at Yellow Federation:
“… things have been much easier since we’ve had a federation. I mean, the
CCG are fine, there’s no problem, but they are so busy, and we are, and I think
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the [Yellow Federation] bridge that gap and improve communication”
(Practice Manager, Yellow Federation).
Furthermore, the frequency of communication was also mentioned, emphasising the
importance of regular communication:
“… there isn’t a week that goes by without them being in touch about
something” (Practice Manager, Yellow Federation).
On the other hand, there was also a large number of comments in regards to problems
with communication from federations. Some participants even stated that they were
unclear on the purpose and structure of the federation:
“I think it probably is, but the problem is, you don’t know what they are doing.
So, I don’t know what the alliance are actually doing, or if they are being
successful, because I don’t really know how their success or failure is
impacting my work, because of the lack of communication from them” (Nurse,
Green Federation).
The participant continued:
“…nobody has ever sent us a structure, which would be really nice if you had
a structure, this is [local CCG], and this little group of practices here are the
alliance, whatever we are, and this is why we are an alliance, and this is how
we integrate with CCICP, CCG, because you don’t really know” (Nurse,
Green Federation).
This was confirmed by another member of staff from the same federation:
“…I would be surprised if you went downstairs and asked one of the admin
girls what the alliance is, I think they would look at you blank personally”
(Practice Manager and Nurse, Green Federation).
This is however an issue that many of the federations are aware of and hope to
improve:
“I think the main things that can improve is the communication, but also the
clarity of roles, clarity of purpose, and clarity of what we’re trying to achieve.
If we could do that, that would be great.” (GP and Federation Director, Green
Federation).
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The data shows that this is a common problem across federations, with a participant
from Yellow Federation saying:
“I think if you asked the practices what we do, I think they would often struggle
to answer that question, some would definitely understand. We’re different and
the engagement is different with different practices, but we’re a new concept
and I think many of them don’t understand how we can help them survive, we
have to build that, but some practices are engaged” (GP and Federation
Director, Yellow Federation).
Communication is therefore shown to be a significant issue within federations. Despite
the fact that federations are using communications methods, such as meeting and
newsletters, to share information with member practices, the right information in some
cases is not reaching the right person. There is also an evident lack of understanding
in regards to staff working within member practices knowing the purpose of the
federations, which will impact the effectiveness of the federation as the network will
not be utilised by its members.
5.3.2 Experience
The data also showed that there is a significant lack of experience when it comes to
working as part of a federation. The majority of comments made in regards to
experience were negative, with very few members of staff being able to discuss their
experiences of working collaboratively.
One member of staff who had worked in different roles within the healthcare industry
stated that he had used his past experience to assist him to work at a strategic level:
“… I think it my ability to be involved with things at a strategic level and bring
stuff here, but also take stuff that I have done in the past and say I know you’re
going down that road, but do you know this road exists and is 40 percent
cheaper, or 50 percent faster?” (Practice Manager, Yellow Federation).
However, the data suggested a significant lack of experience, with many participants
stating that they were unsure what the aim of the federation was:
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“… that’s one of the things I think we need to tighten up on. So, what are we
for, who are we for, who’s doing what and how are we going to do that?” (GP
and Federation Director, Green Federation).
The participant continued:
“…federations in general and the alliance are at a point where I think they’ve
done a bit of learning, they’ve done a bit of “we haven’t done that so perhaps
we’ll have a go”, they’ve done a bit of things coming to fruition, and there’s
probably going to be an explosion of opportunity … there’s a reflection bit
now of we could get massively involved in community services, or we get
massively involved in system change, or we could withdraw from all of that,
and just go back to what we started with” (GP and Federation Director, Green
Federation).
A participant from a different federation also stated that they did not know much about
federations when they were initially forming Yellow Federation:
“…I didn’t know much about them at the time at all, it was testing the water
for me, saying what do we think, shall we try something, and I think it’s
important we had to do something and try and spread over [name of town]”
(GP and Federation Director, Yellow Federation).
This was illustrated further by Red Federation, who have been unable to provide any
services or get any projects up and running:
“We’ve looked at doing quite a lot of projects, but they never really got off the
ground” (Practice Manager and Federation Support Officer, Red Federation).
When asked what they would like the federation to provide for their practice in the
future one participant responded:
“Well, sometimes you don’t know what you don’t know” (Practice Manager,
Yellow Federation).
This shows the lack experience of working collaboratively staff have had, and that
they are unaware of what a federation is capable of being or what they are capable of
providing. However, given that this is a relatively new model this is to be expected.
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This is also supported by the data collected during desk research. When the initial disk
research was conducted in 2015, there were 79 federations found to be operating in
England, although, there may have been others that perhaps did not have websites.
The most recent desk research, conducted in 2019, showed that of these 79 federations,
69 were still in operation, 8 were no longer in existence and 2 have become part of
new federations (shown in Table 5.6).

2015
Federations in
Operation
79

Still in
Operation
69
87%

2019
No Longer in
Operation
8
10%

Formed New
Federation
2
3%

Table 5.6 – Desk Research Findings

These findings show that although a large percentage of the federations identified were
still in operation after four years, ten per cent of these federations had ceased
operations, which is likely to be as a result of issues caused by this lack of experience.
5.3.3 Knowledge
As with experience, the data showed participants had little knowledge on federations,
and there was little discussion of participants having a strong knowledge on working
collaboratively. One participant stated:
“I think in reality nobody knew what federations were all about, and initially
the thing was, should we speculate and be part of it, because we might be
missing out on something amazing if it all turns out to be great, and if we’re
not part of it it’ll be too late… and that’s why I think now is a critical time
because people have got their head around the idea of the alliance, and what
this alliance is capable of, or at least what it can do, and what it can’t do, so I
guess then it is, is it doing things that are desirable or not? …” (GP and
Federation Director, Green Federation).
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A participant from the same federation also stated that they were not aware of how a
federation works. In fact, the nurse was made aware of the number of practices that
were a part of this federation by the researcher:
“Well it’s a bit difficult for me to say that because I don’t actually know what
the model is, what is the model? I mean, you’ve told me know that there are
[number] GP practices in the alliance, I didn’t know that… I don’t know how
it all works” (Nurse, Green Federation).
Participants also showed that they often did not have the knowledge to set up schemes
and projects for their member practices, meaning they were unable to fulfil their
potential and provide the best services they could for member practices:
“… it was really complicated when we decided to try and do things. We had to
try and do things that weren’t really in existence anywhere else that we could
do more in a community setting. And that was really where we struggled”
(Practice Manager and Federation Support Officer, Red Federation).
The participant continued:
“There’s so many ways of doing the same thing, and I don’t know what works
and what doesn’t work to be honest” (Practice Manager and Federation
Support Officer, Red Federation).
5.3.4 Inclusion or Isolation within a Network
Participants also regularly discussed how they had either worked as part of a
federation, or how they had felt that they had not been included within the network.
These comments were made in reference to a number of different situations, such as
making decisions in regards to the operations of the federation and being
communicated with. This is discussed in more detail in the following subsections.
5.3.4.1 Inclusion within a Network
Participants from each of the four federations referred to feeling included in the
federation. One participant suggested that they had felt that they had been involved in
shaping the federation and guiding the way the federation worked so that it suited their
practice as well as other member practices:
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“…Whereas with the GP alliance we were joining a concept, working with,
and shaping what we thought was the way we wanted to work, and the other
practices who joined wanted to work as well” (Practice Manager, Green
Federation).
This comment was reinforced by another participant from the same federation,
showing the importance of practices involvement in the federation:
“...I think it should come from practices; a federation is exactly that isn’t it. A
federation of practices, not essentially an elected entity. It is an elected entity
but it’s not something that you would give autonomy to… I think really what’s
next needs to be a seeking of practices, so what is important to you, do you
mind that we’re doing this, is that fitting with your ideas, does the fact that you
can now see what we’re doing with community services and that you’ve got a
say, does that make it worth it?… in which case then, do you want to carry on
funding that activity?” (GP and Federation Director, Green Federation).
The same participant emphasised the importance of practices feeling a part of a
federation that they wanted to work with:
“…so one of the things that would make a good federation would be one that
had buy in from the practices in a spiritual sense, that they liked it and wanted
it, so not only would they say what they wanted, but they also felt they were
part of it and that it was an entity that belonged to them and spoke for them,
and I think that would make it successful in whatever it did” (GP and
Federation Director, Green Federation).
Communication was shown to have a big influence on how included member practices
felt. One participant discussed how he kept his staff up to date on the federation so
that they felt included:
“I’ve always made a point of keeping staff informed, because if they know
what’s going on, they feel included and they are aware of stuff.” (Practice
Manager, Green Federation).
Not only was communication within practices shown to be key in making staff feel
included within the network, but so was communication within the wider primary care
community:
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“… but now we have got a GP who is on the alliance board as a director, so
we get a lot more feedback and he will know what is going on, so that helps us
I think definitely. And he can explain things… So, I feel that they offer a lot of
support and if you want to go to them with an idea, they are open to listening
to it to be fair” (Practice Manager and Nurse, Green Federation).
Participants also felt positively about the board of directors involving people in a range
of roles. This made staff feel as if they were being represented:
“The people at the top are doctors, and they know the problems that we are
having in surgeries. They’ve included practice managers and they know the
problems that the admin side are having, and that’s so important” (Practice
Manager, Yellow Federation).
The same participant also mentioned the importance of the board involving member
practices when making decisions:
“… you’ve got your board that makes decisions, but I find that before they
make any decisions there’s always a consultation.” (Practice Manager, Yellow
Federation).
This was confirmed by another participant from the same federation, who stated that
their value set is to make decisions on behalf of all member practices, rather than
making decisions for them:
“Are we sitting above or are we sitting with, well I suppose on a bureaucratic
level it’s probably above, but that’s not what our value set is, it’s not our ethos
and it’s important to clarify that really” (GP and Federation Director, Yellow
Federation).
5.3.4.2 Isolation within a Network
On the other hand, participants in some circumstances felt as if they had become
isolated within the service network, and were not involved perhaps in communications
from the federation or making decisions on behalf of the federation.
A participant from Green Federation stated that they were not aware of who within the
network they should communicate with:
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“Well it would we better if we actually knew who the alliance is, and how we
communicate with them, because we don’t know who the alliance is… when
you have an idea and think “why do we do this, why do we do this each and
every day, why don’t we do this?”, you don’t know who to take it to” (Nurse,
Green Federation).
A participant from the same federation stated that their practice was often not involved
in communications or decision making:
“… it’s taken us a while to get really integrated with the alliance, for lots of
reasons... I think sometimes it does feel like, because it is very centred around
one practice or one area…” (Practice Manager and Nurse, Green Federation).
Continuing:
“.. I would say the weakness in it would be that the ideas come from a single
soul source, which is great for that person to do that, but maybe as federation,
should there not be more involvement from the practices” (Practice Manager
and Nurse, Green Federation).
Another participant also commented on difficulties in getting people to work together:
“… it’s the usual thing with GP’s, a lot of people go into general practice
because they like to be their own boss, so then trying to get them to work
together can be difficult” (GP and Former Federation Director, Green
Federation).
5.3.5 Leadership
Another characteristic of federations that the data set proved to be of key significance
is leadership. Participants discussed the leadership of the four federations both
positively and negatively. Leadership has shown however to be one of the most
significant characteristics, and has a great impact on the effectiveness of the
federations. This was discussed by a legal partner who specialised in working with
federations:
“…I certainly could quite easily find one federation which is having no effect
what so ever, it’s totally ineffective, and there’s others which have had a lot of
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impact. It’s just the way that they, the people in charge, are dealing with it”
(Legal Partner).
The majority of comments based on leadership were made in regards to the boards
heading the federations. These board members were seen to be responsible for driving
the federations:
“You had at the time say two or three really driven people, who were helping,
they were delivering an out of hour’s access fund for essentially 30 practices,
it’s a big project…” (GP and Federation Director, Green Federation).
The boards were also seen to be business minded, innovating and forward thinking:
“… because [practice name] are known to be very business minded, very
forward thinking, bringing in outside clinics, using the resources we’ve got
here quite widely… I think that’s why we became probably the lead for it”
(Nurse, Green Federation).
Another participant supported this suggesting:
“And [federation director’s name] is good at all this blue-sky thinking. He
does it on GP Ask, he says “what about this, any interest in that?” …”
(Practice Manager, Green Federation).
Thinking outside the box and having a strong contact network was also seen to be
important:
“… he is always looking at things out further afield, he has come across this,
and I think it’s always good to have contacts like that, people that are not just
focusing on the day job, that are looking a bit outside the box and I like that”
(Practice Manager and Nurse, Green Federation).
Many participants also credited the directors and suggested they were what made the
federations successful:
“… the management of the organisation, I don’t think you could improve it”
(Practice Manager, Yellow Federation).
Another participant supported this, when asked what had made the federation
successful:
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“… I think that it’s the people running it…” (Data Manager, Green
Federation).
Additionally, the fact that those working within primary care were the ones leading
federations was seen really positively by those working within member practices:
“We’re the clinicians, we’re the managers, we’re the receptionists, there is no
point putting a layer above us that says, ‘I think it would be a great idea to do
this or that’, well what’s that based on? They’ve not done the job… being in a
federation that does do that, that does look at that and does set up services for
areas is what we need” (Practice Manager, Yellow Federation).
The leadership of the federations did however receive some level of criticism;
however, this criticism was primarily from the directors themselves, rather than those
working in member practices. These criticisms are linked to the objectives of the
federations, in that it can be unclear what the intentions and purposes of the network
are. One participant criticised the leadership, stating that they need to clarify what the
role of the federation is:
“I think it’s time to pull the socks up and either become something or not… if
you can’t still really say with absolute clarity, what you are doing, I think the
danger would be in that model, that in a few years’ time it just filtered out”
(GP and Federation Director, Green Federation).
Another participant suggested that it is difficult to deal with different opinions when
it comes to managing the federation:
“There are differences of opinions that are sometimes quite hard to swallow,
and there are people that if they shout louder, they might get what they want.
You need a strong chair…” (Practice Manager and Federation Support Officer,
Red Federation).
A participant from the same federation also stated that the board is not very proactive:
“It’s not a very proactive group, and not many decisions get made…” (Practice
Manager and Federation Support Officer, Red Federation).
The majority of data that referred to the leadership of federations was very positive.
The boards were suggested to be made up of innovative, hardworking and driven
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individuals, and their work on behalf of member practices was highly valued.
However, the data showed that clarity was needed from those leading the federation
regarding the roles of the federations.
5.3.6 Willingness
Many of the interview responses showed either a willingness or a resistance to working
as part of a federation from participants. A willingness to work together was often as
a result of being able to work with like-minded and supportive practices, and resistance
was often due to the perceived increase in workload and commitment.
Being able to work with practices that are like-minded and have similar objectives
made practices much more willing to work as part of the federation, as discussed by a
participant from Red Federation:
“I think we were one of the first federations to form in our area, because if we
didn’t form, the PCT [Primary Care Trust] as it was then, was going to push
people together, and we wanted to go with the practices that we felt were likeminded” (Practice Manager and Federation Support Officer, Red Federation).
This was also seen to be the case at Yellow Federation:
“The [Yellow Federation] was set up with a number of like-minded GPs, and
we joined it straight away. We felt that it was the way forward” (Practice
Manager, Yellow Federation).
The participant continued:
“I think this practice moved into [Yellow Federation] because that had an
ethos which fitted with the practice… [Yellow Federation] set itself up in a way
that looked at the patient first, and I think that’s the way that they are still
doing it” (Practice Manager, Yellow Federation).
The support of other practices was also commented upon by another participant:
“… all the practices that are in it are very supportive, everybody has problems
here and problems there and when we go to the federation and mentioned
we’ve got a problem with this, everyone rallies round, they sort it. You get
volunteers to do things and everyone pulls their weight” (Practice Manager,
Yellow Federation).
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This willingness is also part of Yellow Federations value set, emphasising the
importance of this:
“Our value set is sort of openness and transparency and inclusion of all, and
willingness to participate with everybody and collaborate with providers.
Obviously, patients are the centre, and sustainable, resilient general practice”
(GP and Federation Director, Yellow Federation).
However, there is also a level of resistance from member practices in those federations
that follow a more formal structure. One participant showed how they were resistant
to getting any more involved in the federation than he already was:
“We don’t have any involvement in the actual management of the alliance, nor
would we want to, to be honest. I mean I think they have GP partners on the
board of directors, but we don’t get involved at that level, and I certainly
wouldn’t want to be involved at that level. I’m quite happy to let them get on
with it, provided it’s providing us with all the benefits” (Practice Manager,
Green Federation).
Another participant also discussed resistance to get involved because of the
commitment:
“… we rotate the chair. We did have a chair for two years that was set, and
we paid the chair and a vice chair… then they were due to retire and nobody
wanted to take that on because it’s quite a big commitment, so we rotate it
now…” (Practice Manager and Federation Support Officer, Red Federation).
A participant from Green Federation suggested that they feel the federation increases
their workload:
“For us as a nursing team, the alliance just gives us a hell of a lot more work
to do… So, from a nursing point of view, it hasn’t impacted in a way that’s
saved us work, it’s made us work” (Nurse, Green Federation).
This idea is supported by a participant from Red Federation:
“To be honest, some people are so scared that if you come up with an idea,
you’re going to be the one that has to run with it and you’ve got so much else
to be done, that it’s just not worth it. Whereas if you have a board and you said
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to a board member we would like to do this, that would then be their
responsibility, so I think a lot of it is that there is lots of good ideas out there
but there’s just not enough time for people to do it” (Practice Manager and
Federation Support Officer, Red Federation).
Participants showed both willingness and resistance to working as part of a federation.
Participants were willing to work collaboratively as they felt it gave them the
opportunity to work with like-minded and supportive practices, however, they too
resisted as they felt being a member of a federation increased their workload and
taking on additional roles to assist the federation was a significant commitment.
5.3.7 Adding Value
The data set showed that many participants felt that being part of a federation had
added value to their practice, whether this be through the administrative and clinical
services they provide, or through the additional contracts they have been able to take
on, enabling them to increase their income.
When asked whether they felt joining the alliance was good value for money one
participant replied:
“… we paid [amount] to join the alliance up front, and it was quite painful to
write that cheque to be honest, because we didn’t know what we were buying.
But I’d have paid twice, three times that in hindsight with what we’ve had… I
mean yeah, we participate in the alliance, and they take a cut of the money
they generate for us, but I’m not going to quibble about that. We just get good
stuff all the time” (Practice Manager, Green Federation).
Another participant discussed the benefits they had felt in their practice from being a
member of Green Federation:
“… certainly the schemes like opening at weekends, and the hub… I think
there has been some funding for the unsociable hours, which we wouldn’t have
got, and that has enabled us to open at weekends, to fund early morning
surgeries, late night surgeries, I think that’s been a really big bonus for us…,
they work on a lot of the IT projects that we have benefitted from, and now I
feel like it’s just starting to get momentum a little bit now, as regards to looking
at bulk buying, group buying, or maybe doing things on a bigger scale slightly,
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I think it’s just starting to take off” (Practice Manager and Nurse, Green
Federation).
A participant when asked what the federation had provided for practices said:
“Lots of projects, it’s been great, [name of funding], that’s the main one
financially. But there are all sorts of other things, like the dictation machines,
things were using every day, ECG machines. Things like the freedom to speak
up guardian, and I’ve just been reading some emails today about the new data
protection regulations, that’s going to be tackled at an alliance level, which is
great” (GP and Former Federation Director, Green Federation).
When asked if they felt the federation was good value for money one participant
responded:
“… looking at it now, the equipment we have had, the things we are now able
to do, it’s definitely worth it” (Data Manager, Green Federation).
A participant from Yellow Federation was also asked what their federation had
provided for practices, and claimed:
“The key work streams we have is the extended hours, so GP extended hours…
We have secured the position of community clinical pharmacists in some
practices; we are developing something around training and care navigation
in practice. We’ve been commissioned to do public health checks… and we are
very much involved in delivering the commissioners intention of place-based
care systems…” (GP and Federation Director, Yellow Federation).
The participant continued to list the services that the federation had provided.
As a whole the federations were seen by participants to provide services to practices,
which added value to the general practices. Where practices had paid a fee to become
part of a federation, all respondents had stated that this fee had been good value for
money, with many stating that they had received more value from being a part of the
federation than what they had paid. However, despite the interview respondents
placing a focus on monetary value, the federations have been proven to co-create value
by integrating the resources of the actors within the network.
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5.3.8 Flexibility and Agility
The final characteristic shown to be important within the data was a federation’s ability
to be agile and flexible to individual practices needs and the wider primary healthcare
ecosystem. Each individual general practice works in very different ways, and many
practices wish to continue being autonomous and making their own decisions. It can
therefore be difficult for federations to implement standardisation without taking this
away from practices. This difficulty was illustrated by a participant who stated:
“I think it’s really hard because every practice works so differently. I think it’s
then hard for you all to work exactly the same… and I really think it depends
on the partners in the practice, as to how each practice works” (Practice
Manager and Federation Support Officer, Red Federation).
A participant from Yellow Federation suggested that their federation allows them to
flexible, which they see as being of key importance:
“I like the flexibility, but so far, there might be something that we say, “no, we
don’t like the way you’re doing that we are going alone” …” (Practice
Manager, Yellow Federation).
Green Federation also allow member practice to choose which services practices use
and provide to their patients:
“There’re all these different things, but you don’t have to do any of them if you
don’t want to, and its realising what the needs of your patients are. Because
all the different surgeries have different demographics of patients…” (Data
Manager, Green Federation).
A participant from Yellow Federation discussed how a federation is able to be agile
and respond to change within the healthcare environment, unlike a CCG:
“I think the thing for the federation is to always be responding, so as the
demographic, as the healthcare requirement changes, that the federation can
respond to that because the CCG can’t. The CCG is too bigger multi-headed
beast, to respond in real time, but a federation can. A federation of 51 practices
can flex… so that’s the most important things for them – one federation and
commissioning services pertinent to the area that we are in” (Practice
Manager, Yellow Federation).
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This participant also commented on the federation’s ability to change itself as an
organisation as well as what it provides, in order to respond to the unpredictable
healthcare environment:
“… I think the federation is still young enough that we could change it, we
could mutate it a little bit, transform it, it’s not old enough to be set in its ways
yet. But what I have seen is a group of managers, of leaders who are happy to
change if it fits” (Practice Manager, Yellow Federation).
Although flexibility and agility were not commonly discussed during the interviews
this is a key characteristic at a strategic level.

5.4 BENEFITS OF WORKING AT SCALE

As discussed in Chapter 3, there are similarities between the benefits suggested by the
industry rhetoric (Imison et al., 2014) and the academic literature (Baxter et al., 2018;
Campbell and Jovchelovitch, 2000; Hargreaves et al., 2010; Kuziemsky and
O'Sullivan, 2015; Lewis et al., 2017; Zuckerman and Kaluzny, 1995). Table 5.7 shows
the overlap between the benefits of collaborative working in the two different bodies
of information. The ability to share risks is established as being an important benefit
of collaborative working in the academic literature, however, it is not acknowledged
in the industry rhetoric. Therefore, sharing risks, along with the five benefits suggested
in the industry rhetoric, will be evaluated for the purposes of this thesis.
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Rhetoric
Economies of Scale

Literature
Sharing costs of product and technology
development
Financial outcomes

Sharing Skills and Expertise

Developing opportunity to learn and adapt new
competencies
Enhancing ability to manage uncertainty and solve
complex problems
Sharing knowledge

Sharing Resources

Improving Patient Access

Gaining resources
Responding rapidly to market demands and
technological opportunities
Increasing patient satisfaction
Improving quality of care

Developing a Shared
Identity

Other

Gaining mutual support and group synergy
Gaining acceptance of foreign governments
Sense of belonging and engagement
Taking account of local perspectives
Gaining influence over domain
Gaining access to new markets
Strengthening competitive position
Sharing risks

Table 5.7 – Benefits of Collaborative Working Suggested by Industry Rhetoric and
Academic Literature

Attention will also be paid to more specific benefits of collaborative working that were
identified in the data set, but were not considered in the literature or rhetoric, including
protecting the future of general practice and fears of becoming an outlier. Table 5.8
below provides a breakdown of each of the individual sub-themes identified in the
data set. Each of these sub-themes and the data presented will be explored and
evaluated in detail in Chapter 6.

183

Benefit
Economies of Scale

Sharing Skills and Expertise

Sharing Resources

Improving Patient Access
Developing a Shared Identity

Sharing Risks

Sub-Theme
Opportunities for Larger Contracts
Increase in Income
Improved Buying Power
Information Exchange
Sharing Best Practice
Sharing Specialist Skills
Sharing Back Office Resources
Sharing Clinical Services
Sharing Premises
Sharing Workload
Improving Patient Access
Having a Shared Voice
Sharing a Similar Ethos
Fear of Becoming an Outlier
The Future of General Practice
Sharing Risks

Table 5.8– Sub-Themes Identified in Data Set

Table 5.9 displays how frequently each of the proposed benefits was discussed during
the interview phase of data collection, and how many participants mentioned each
benefit, when asked questions indirectly relating to each of these. The table also shows
which of the four federations studied have experienced each of the benefits as a result
of working as part of a federation.
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No. of Quotes

No. of Participants

Green Federation

Red Federation

Blue Federation

Yellow Federation

Benefit
Economies of
Scale
Sharing Skills
and Expertise
Sharing
Resources
Improving
Patient Access
Developing a
Shared Identity
Sharing Risks

17

10

Yes

Yes

Yes

Yes

34

11

Yes

Yes

Yes

Yes

32

10

Yes

Yes

Yes

Yes

5

2

Yes

No

Yes

No

37

11

Yes

Yes

Yes

Yes

0

0

Yes

Yes

Yes

Yes

Table 5.9 - Overview of Benefits of Collaborative Working in Interview Data

The data providing evidence for each of these benefits and the sub-themes shown in
Table 5.8 will now be presented.
5.4.1 Economies of Scale
The first proposed benefit of working collaboratively is the ability to create economies
of scale. The data shows that the four federations each benefitted from different
economies of scale. By working collaboratively, three out of the four federations were
able to bid on larger contracts, than would have been possible as a single practice.
Practices received additional income as a result of being part of a federation and
providing additional services, and had stronger buying power when it came to
purchasing a range of different products and services, as they were able to buy in larger
quantities across the federation. This is discussed in more detail in the following
subsections.
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5.4.1.1 Opportunities for Larger Contracts
One of the most frequently discussed benefits of working at scale was practices ability
to bid on contracts that are too large for a single GP practice. Many of the clinical
contracts put out to tender by CCGs are bigger than any one practice is capable of
delivering. Federations are able to place bids for such services on behalf of their
member practices, giving practices the opportunity to provide these services to their
patients. Bidding for large contracts was seen by many participants as being one of the
key roles of federations. When was asked what the roles of the federation were, one
participant responded:
“… to look for funding streams… you can’t bid for contracts on a single
practice basis, so being part of a federation will allow us to bid for contracts
that are larger than what we are” (GP and Federation Director, Green
Federation).
A further participant responded:
“… they’re an organisation which is big enough that it can take on contracts
for larger populations than any practice could or would be able to do” (Legal
Partner).
A participant from another federation suggested that although they still work as a
single practice in some instances, where the practice feel they can take on the work
individually, but they are also able to approach the federation with suggestions on
contracts they should bid for as a federation:
“If a contract for something comes up, we would look at it and if we felt that
we could deal with it just us, we could go for it. If it we felt it was too big for
us, then we would probably take it to the federation…” (Practice Manager,
Yellow Federation).
This quote provides evidence of the confidence that practices have in federations to
bid for and take on larger scale contracts. It also shows the two-way relationship
between practices and federations, and their ability to converse in regards to how and
when it is best to work as a federation and when it is best to do things at a smaller
scale or at practice level.
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Bidding for large contracts was a common benefit received by three of the four
federations studied. Those interviewed from Red Federation made no mention of
winning contracts. As previously identified, Red Federation do not aim to provide
services, and therefore they do not bid for contracts as a group of practices.
5.4.1.2 Increase in Income
By creating economies of scale practices are also able to increase their level of income
and reduce their level of expenditure. Federations were seen by many participants as
a vehicle to assist in bringing additional funding streams in to practices. By bidding
for larger contracts, as discussed in subsection 5.4.1.1, practices can provide additional
services, giving them the opportunity to generate an additional source of income. This
was discussed by a participant when asked what the federation had provided for their
practice:
“… we’ve got additional funding streams, we’re getting more revenue, we’re
more profitable… we work harder because we’ve got more to do, the GP’s
work harder, if that’s possible, but it’s good, positive, constructive work”
(Practice Manager, Green Federation).
This has been seen to be of great benefit to practices:
“… the revenue we get from the alliance initiatives… is fantastic, and an
enormous help to me, hence why I’m such a big advocate… when you’re
running a business it’s all about the revenue. We can’t give the service to the
patients if we’ve not got the money to do it” (Practice Manager, Green
Federation).
This additional income has allowed practices to invest further into the resources and
the services they provide to patients. Without working as part of the federation, the
practices would not have the finances to do so:
“… the available money that they have for reinvestment is way beyond what
any GP practice has. And just their resources generally” (Legal Partner).
Only respondents working as part of Green Federation made any mention of an
increase in income and funding. When asked about what the federation provided for
their practices respondents from the other federations discussed services the federation
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provided and more physical resources, rather than income. It is however likely that the
services that were discussed provided additional income to these practices, and that
participants chose not to discuss this with the researcher, either due to a lack of
knowledge or for confidentiality reasons. The focus on income in conversations with
participants from the Green Federation, and also in the participant observations
conducted, are in line with the organisation’s objectives. The Green Federation is the
only network that specifically mentions income in their list of objectives, and only
staff from this network mentioned this during interview.
5.4.1.3 Improved Buying Power
Buying power was the most commonly discussed theme when participants were asked
about the assistance and services provided by the federations. The federations used
their buying power to reduce the cost of a range of different resources and services,
such as medical equipment, back office IT packages, training packages and utility
bills:
“There’s a buying group… to be able to get your stationary, get your vaccines,
all these different services, in to your practice cheaper. If you’re just as one
practice you wouldn’t be able to do that, but if you’re all working together you
can get discounts on things” (Data Manager, Green Federation).
Yellow Federation have also set up centralised buying group in order to create
economies of scale:
“… there’s an awful lot of big buying, bulk buying being set up for us… she’s
negotiated with energy providers, with medical supply providers, with
everybody, so we have got that footprint now, as opposed to a five percent
discount for a single practice, it’s now a twenty percent discount across two
thirds of the [name of town], which is really, really good” (Practice Manager,
Yellow Federation).
A participant also discussed how the practice they worked within led this idea for
Green Federation:
“… as a business they can’t really buy a lot with only 30,000 patients behind
them… so they haven’t got big buying power. So, I think they went right, if we
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get together and obviously, the directive was to form these coalitions... and
they’ve basically gone come on get behind us” (Nurse, Green Federation).
Those working with Red Federation have also collaborated with those from other
federations in the area to receive even greater discounts on a training package they
use:
“… I joined forces with that other federation so that we could get a bigger
discount, and I’ve done it again this year and now we have got 4 federations
working together, so I’ve got an even bigger discount for us” (Practice
Manager and Federation Support Officer, Red Federation).
The data has shown that all federations studied have benefitted in part from economies
of scale, through working collaboratively. The data shows that by working as part of
a larger network, practices were able to take on larger contracts, receive higher levels
of income, and reduce spending by buying as a group. Ultimately, this should lead
practices to being more solvent and therefore more financially sustainable, however,
there is no direct evidence in the data to show this. There is however evidence that by
working collaboratively practices are benefitting from economies of scale.
5.4.2 Sharing Skills and Expertise
As well as offering economies of scale, working collaboratively also provides general
practices the opportunity to share the skills and expertise of their employees. General
practices employ staff in a vast range of both clinical and administrative roles, from
GP’s, nurses, physiotherapists and pharmacists, to receptionists, practice mangers,
data managers and IT specialists. Staff in all roles have specialist skills and knowledge,
whether this be gained through experience, through specialist training or other
methods. By working as part of a federation staff are able to share such skills and
expertise, allowing the improvement of the services provided to patients. The data
shows that working at scale enables information exchange, the sharing of best practice
and the sharing of specialist skills. This is discussed in further detail in the following
subsections.
5.4.2.1 Information Exchange
Working collaboratively presents general practice employees with the opportunity to
network and meet with staff from other general practices, whether this be at meetings,
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on the telephone or via online platforms. This communication allows employees to
exchange knowledge and information, whether this be in regards to IT systems, the
latest medical equipment or a specialist diagnosis. The participant observations
showed that staff from the federations did not always take advantage of these
opportunities and platforms. However, being part of a federation has opened up the
opportunities for practices to do so, whereas in the past this was not the case:
“… [colleagues name] has been a strong advocate of making the forum a
meaningful exchange, information exchange, ideas exchange, help each other,
there was very little sharing between practices, there’s much, much more now”
(Practice Manager, Green Federation).
Another participant agreed with this, stating:
“Comparing where we are now, with where we were three years ago, it’s an
amazing difference. Practices talk to each other a lot more, and share
information, which is great. That just makes sense for the future” (GP and
Former Federation Director, Green Federation).
This comment is significant in that it highlights a dramatic change in the way that
general practices now work as a result of such collaborative models. Prior to the
development of federations, individual GP practices were isolated organisations,
whereas a level of trust is now being built between practices, encouraging them to
work together and support one another. As a result of this, staff have built relationships
with colleagues in other GP practices, who they can rely on for help and support:
“… if I want to ask a question and think “I wonder what other practices are
doing on that”, I’ll email the federation managers because I know them really
well, and I know they’ll answer me” (Practice Manager and Federation Support
Officer, Red Federation).
Another participant stated that they have learnt a lot from colleagues in other practices,
helping them in their role:
“… its successful in that regularly GPs attend and switch opinions and you
learn a lot… you can’t possibly keep up with everything… so, as a place for
practice managers and GPs to meet and have that two hours to go over and
thrash things out… it’s great…. I probably come away with one thing, two
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things every month, which I think, I probably need to know that” (Practice
Manager and Federation Support Officer, Red Federation).
A participant from another federation made comments that support this idea:
“… I talk to my colleagues and my peers across the whole of [name of town]
regularly, I think we all do, we lean on each other quite a lot. So, if I’m not
quite sure what something is, I could spend three hours reading on google, or
I could go and ring [colleagues name], and say “hi [colleagues name], what’s
this?” …” (Practice Manager, Yellow Federation).
All those interviewed who mentioned the sharing of knowledge did so in a positive
light, and saw it as a chance to help them improve in both their role and in the services
their practices provide:
“…I’m all for sharing knowledge and ideas, so to me it makes sense” (Practice
Manager and Nurse, Green Federation).
All of the federations studied showed evidence that federations present opportunities
to exchange information at numerous different levels. The data showed that this was
a welcomed change from the private and inclusive nature of general practice in the
past. Staff were open to sharing knowledge with those that are part of the federation,
and provide one another with support when necessary.
5.4.2.2 Sharing Best Practice
As well as sharing information, staff within federations are also able to share their best
practices and protocols with others in order to improve their ways of working. For
example, they may share the system they use to allocate appointments. One participant
discussed how they are able to bring ideas back from the federation meetings and
implement these ideas in their practice:
“… a lot of the ideas that we talk about at federation level, I’m able to bring
that back here and introduce some of those ideas at a very low level. Or I hear
somebody’s got a practice or a protocol that they are following and I can bring
that into here” (Practice Manager, Yellow Federation).
Practices are also able to uniform their services, in order to provide consistency across
the locality. A participant suggested that this improves the patients’ experience:
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“… we’re improving patient experience by uniforming what we did and
sharing best practice” (GP and Federation Director, Green Federation).
5.4.2.3 Sharing Specialist Skills
Another benefit of collaborative working is that it provides practice the opportunity to
share the specialist skills of both their clinical and administrative staff. By doing so
practices are able to provide their patients with a specialist diagnosis and treatment,
whereas in the past they would have been sent to a hospital or a secondary care
provider to receive such a service. One federation has developed a skill matrix, so that
they are able to send patients to another member practice to see a specialist doctor if
required:
“We’ve talked a lot, we’ve met a lot, we’ve done things like get a skill matrix
together… so, say somebody did joint injections, and somebody didn’t, could
we look at sending our patients to the other practice and sorting it out”
(Practice Manager and Federation Support Officer, Red Federation).
Furthermore, a participant who worked in a very specific role, is able to contact
colleagues in the same role in other practices, who can provide them with the specialist
support required:
“… from my point of view, there’s not that many people that do the job that I
do, there might be one in each practice, so quite often, to be able to email or
ring up... I can’t just ask my colleague because they don’t know. That’s really
helpful.” (Data Manager, Green Federation).
Another participant who had worked in specialist IT roles before joining the practice
was able to provide specialist skills to the federation, providing an example of how a
federation can use the skills of their member practices employees to benefit the entire
service network:
“…I’m doing some IT consultancy work for them… trying to do some blue sky
thinking for them, just bringing my background into it” (Practice Manager,
Yellow Federation).
Furthermore, when asked what had made their federation successful another
participant replied:
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“…we have a really good mix and I think really early on we identified what
our skill sets are” (GP and Federation Director, Yellow Federation).
This emphasises the importance of sharing individual’s specialist skills and expertise
for the benefit of the federation. By doing so, the member practices and the federations
themselves are able to provide patients with the best possible services in the most
efficient manner.
5.4.3 Sharing Resources
As well as sharing skills and expertise, federations also allow general practices to share
resources. The data shows that there were three types of resources that were shared:
back office resources; clinical resources and premises. Members of staff were also
able to share their workload in order to work more efficiently. These methods of
sharing resources are discussed in further detail in the following subsections.
5.4.3.1 Sharing Back Office Resources
One of the most commonly discussed examples are sharing resources was the sharing
back office resources. There were a number of examples of this given by different
members of staff working within different federations. By sharing resources practices
are able to keep the cost of different resources down and are able to utilise them when
required. One example of this was given by a participant who discussed a typing
service that they had accessed:
“As an individual surgery it provides services… that we can tap into, we can
access, which they have sponsored. A simple example, there is a typing service
… it’s run by the alliance, it was cost effective, we only pay for what we used
and it was fantastic” (Practice Manager, Green Federation).
Another example was given by the Red Federation, who share a training package that
staff in each practice can access:
“We did things like training for staff, so between the practice managers of the
federation we did training sessions that we could all link in to. We’ve now
purchased an online training package for all the practices” (Practice Manager
and Federation Support Officer, Red Federation).
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Federations are also able to tackle large administrative projects on behalf of member
practices, meaning that the work done is standardised across the federation and that
the workload is significantly reduced, which is valuable to practices who are under
significant workload pressures:
“…there are all sorts of other things, like the dictation machines, things were
using every day, ECG machines. Things like the freedom to speak up guardian,
and I’ve just been reading some emails today about the new data protection
regulations, that’s going to be tackled at an alliance level, which is great” (GP
and Former Federation Director, Green Federation).
5.4.3.2 Sharing Clinical Services
As well as sharing back office resources practices are also able to share clinical
services. For example, three of the federations studied have set up centrally operated
hubs where patients can be provided with evening and weekend GP appointments. A
further example of sharing clinical resources is the phlebotomy service set up by
Yellow Federation. This is a service that the individual practices have been struggling
to provide, leading the federation to provide the service centrally:
“They are providing the phlebotomy service… it wasn’t viable to do it as a
single practice for us really... it’s quite a complicated thing. [Yellow
Federation] have stepped in, and working in cooperation with the CCG, they
have set up a hub system for it” (Practice Manager, Yellow Federation).
5.4.3.3 Sharing Premises
The practices that form Yellow Federation have also paired up, so that in case of an
emergency the practice has an alternative premise from which they can provide
services to their patients from:
“… we, for want of a better word, buddy up. So, if all our water burst here and
we couldn’t use this building, we have an agreement with [name of medical
centre] that they would give us some space in there, and vice versa” (Practice
Manager, Yellow Federation).
This is a great example of how member practices can lean on other practices within
their federation for help and support.
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5.4.3.4 Sharing Workload
The federations also enable practices to share workload, whether this be the workload
of clinical or administrative staff. Yellow Federation are sharing the workload of GPs
by setting up a system so that the responsibility of visiting care and residential home
can be shared:
“…it’s silly all five GPs going at once to do a ward round just for their two
patients, so we are in negotiation, talking about if we have got so many patients
we will do your patients there and we will do our patients here, and that type
of thing” (Practice Manager, Yellow Federation).
An example of how administrative workload can be shared is discussed by a
participant at Green Federation, who mentioned that the federation does a lot of
background work completing reports and other administrative tasks on behalf of
practices:
“…they just update us on, “you don’t need to do that yourself because there’s
no point ten practices all doing the same thing”. I think a lot of work is actually
done in the background, by the alliance or federation, for the benefit of all of
us…” (Data Manager, Green Federation).
Yellow Federation are also hoping to provide similar services to their member
practices, as discussed by one participant when asked what they would like to see from
the federation:
“… to have a single area where practices can submit their CQC registrations
and stop all this duplication… there’s no doubt that there are economies of
scale” (GP and Federation Director, Yellow Federation).
The data has shown that all federations studied have benefitted from sharing resources
in a number of different ways, leading to practices being able to save both time and
money. One participant when asked what they viewed as being the purpose of a
federation stated:
“The federation… it’s about bringing together our resources to answer patient
care demand and needs but doing it at a strategic level” (Practice Manager,
Yellow Federation).
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This displays that sharing resources is seen to be one of the key purposes and
expectations of a federation, particularly in the case on Yellow Federation.
5.4.4 Improving Patient Access
Improving patient access was the suggested benefit that was discussed least
throughout the course of the interviews. However, during the observations this was
the benefit that was discussed most frequently during the director’s meetings at Green
Federation. During the interviews, only members of staff from Green Federation
discussed improving patient access. When asked how patients have benefitted from
their general practice being part of the federation one participant responded:
“Well patients have benefitted enormously, they’ve benefitted from being able
to get an appointment with a doctor, or a nurse, or a pharmacist, outside of
normal hours, before they go to work, after they’ve been to work, at the
weekend” (Practice Manager, Green Federation).
This improved access has not only been beneficial to patients, but also to the practices
themselves, in that it has increased their revenue:
“… the revenue we get from the alliance initiatives and the [name of funding]
is fantastic, and an enormous help to me, hence why I’m such a big advocate”
(Practice Manager, Green Federation).
As well as patients being able to access out of hours appointments, Green Federation
have also enabled patients to access additional services that in the past patients would
have had to attend the hospital for. One example of this is that patients across all
practices in Green Federation can now have DVT scans in a central practice:
“.. But the additional services that we can access… is a benefit because people
like to go to the practice” (Practice Manager, Green Federation).
The data has shown that not all federations studied have benefitted from improving
patient access. Only two of the federations made any reference to this benefit during
the interviews and observations, despite being asked about the services provided for
patients.
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5.4.5 Developing a Shared Identity
Developing a shared identity was the benefit that was referenced most regularly during
the interview process. Participants often discussed the idea of the federation giving
practices a stronger, shared voice. Participants also talked about been given the
opportunity to work with likeminded practices and how they felt developing a shared
identity was necessary for the future of general practice.
5.4.5.1 Having a Shared Voice
By working as part of a federation participants suggested that they feel it has given
practices a stronger voice when working as part of the wider primary care ecosystem.
One participant suggested that they felt that having a shared voice was one of the key
roles of a federation. They felt that by working as part of the Red Federation they had
been in a better position to communicate with the local clinical commissioning group:
“…it’s to give GP view points on commissioning… when the CCG are
considering changing or bringing in new services or having problems with
existing services, this is reported back to the federation via a GP
representative… He goes to all the board meetings and basically brings that
back to the fed, and at the fed we will discuss what’s going on and if we have
got anything to say on that then we will take that back to the CCG” (Practice
Manager and Federation Support Officer, Red Federation).
Furthermore, a participant from Yellow Federation agreed with this, stating:
“… I just think that its knitting us together as practices and giving us more
opportunities and a voice, and ultimately that will give us a louder voice with
the CCG, because the CCG here historically and currently don’t listen”
(Practice Manager, Yellow Federation).
Another participant suggested that this shared identity was giving GP practices more
power, and more opportunity to influence change:
“If there was something we really didn’t like that the CCG might be trying to
put through, as a group of practices we can go and feel like we’re more
empowered… and I think the CCG does listen to the federation.” (Practice
Manager and Federation Support Officer, Red Federation).

197

Although most references to developing a shared identity were positive, one
participant raised concerns that the voice of a federation may not actually represent
the opinions and thoughts of all member practices:
“… I certainly see the value in having a representative for primary care,
general practice particularly, having somebody that speaks for you. But I
would question whether, whilst they speak probably with people’s best interest
at heart, whether they actually say what everybody’s thinking, because I’m not
entirely sure they know what everybody is thinking. So, whilst they are doing
the best with what they know, I’m not sure that they actually know enough”
(GP and Federation Director, Green Federation).
However, the general consensus in regards to having a shared voice was very positive,
with most participants, particularly those from Red Federation, seeing this as one of
the key benefits of being part of a federation.
5.4.5.2 Sharing a Similar Ethos
Participants from both Red Federation and Yellow Federation were very passionate
about working with likeminded practices, who wanted to achieve similar things. One
participant from Yellow Federation, suggested that the reason their practice decided
to join the federation was the federation had an ethos that fitted with the practice:
“I think this practice moved into [Yellow Federation] because that had an
ethos which fitted with the practice… [Yellow Federation] set itself up in a way
that looked at the patient first, and I think that’s the way that they are still
doing it” (Practice Manager, Yellow Federation).
Likewise, a participant from Red Federation discussed how the federation is made up
of like-minded GPs who are working to provide a sustainable future for GP practices
in the town:
“I think how federations work in [name of town] is that a group of like-minded
doctors come together to discuss the future, i.e. let’s stop the super-practices,
let’s stop the Virgins and the Bupa’s coming in. We want to have the singlehanded practices, or the family practice ethos, we want to protect our
contracts, we want to make sure that we’re here to look after [name of town]
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patients, rather than let’s just get everything done as cheap as possible…”
(Practice Manager and Federation Support Officer, Red Federation).
Another participant used the word ‘like-minded’ to describe the GPs that formed the
federation, and suggested that working with those with a similar ethos was the way
forward for general practice:
“The [Yellow Federation] was set up with a number of like-minded GPs, and
we joined it straight away. We felt that it was the way forward” (Practice
Manager, Yellow Federation).
The same participant also spoke about co-ordination and the importance of working
together towards common goals:
“To co-ordinate, so that all the practices are working together, singing from
the same hymn sheet, have got the same amount of opportunities to go forward,
and they coordinate all that” (Practice Manager, Yellow Federation).
5.4.5.3 Fear of Becoming an Outlier
Participants also commented on the fact that they felt their practice had become part
of a federation due to fears of being an outlier. The rhetoric surrounding federations
suggests that working collaboratively is the correct way forward for primary care
(Imison et al., 2014; NHS, 2014), which in many cases has led to practices joining
federations. This idea was discussed by a participant, who stated that their practice did
not want to be an outlier:
“…that it is better to be in a big group doing something together, and they
didn’t want to be an outlier, we couldn’t do things that they were doing on our
own, so it was better to be part of the group I think” (Nurse, Green Federation).
The words “I think” show that this was perhaps an uninformed decision, made as a
result of the advice of NHS England and other bodies, rather than a decision based on
the needs of the practice itself. Although the data provided no other quote to
specifically support the fact that their practice had become part of a federation as they
did not want to become an outlier, the participant observations supported this. During
events hosted by the NHS regarding working at scale, a number of attendees suggested
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that they had attended so that they did not miss out, rather than because they wanted
to develop their knowledge on collaborative working.
5.4.5.4 The Future of General Practice
One respondent also discussed the idea of federations and having a shared identity as
being the future of primary care. One participant suggested that the federation was the
future for member practices:
“… they can talk to us as a federation, we are that collaborative voice and that
place that they can go to get advice, to run something past us, to get a sense
check on whether something will be commissioned, or whether we can get
something commissioned for them, so we are the absolute future” (GP and
Federation Director, Yellow Federation).
The participant continued:
“We have a key role in the future because GPs need representation, they need
a cohesive credible voice, and you cannot be credible if you are 52 practices
in [name of town]” (GP and Federation Director, Yellow Federation).
The same participant also suggested that they hoped that along with member practices
they would be able to redesign general practice, allowing for a more sustainable future:
“The biggest success I hope will be the engagement of general practices
though, and their inclusion in the redesign of general practice and the redesign
of community care” (GP and Federation Director, Yellow Federation).
5.4.6 Sharing Risks
During the course of the interviews, no participant made direct reference to federations
benefitting practices by minimising risks, however, the observations showed this to be
a significant benefit in a number of different ways. The sharing of risks was generally
discussed in the meetings observed, in relation to sharing financial risk, which was an
important consideration to all of the federations studied. Examples of ways in which
networks shared financial risk include: recruiting central staff; purchasing shared
equipment and technology; investing in centralised projects; and placing joint contract
bids. By working collaboratively to do so, practices were able to share the risks of
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financial investment into projects that they may not have been able to be involved with
when operating as a single practice.
The sharing of risks is also an underlying benefit behind some of the other benefits of
federating that have been previously discussed. For example, by taking on larger
contracts centrally general practices are sharing the risks involved in carrying out the
services associated with the contract (see subsection 5.4.1.1). Furthermore, the fact
that general practices are joining federations as a result of the fear of becoming an
outlier, provides evidence to show that practices are attempting to work
collaboratively to minimise the risks involved with operating as a single practice (see
subsection 5.4.5.3).

The data has shown that all of the proposed benefits have been realised by those
working within federations to some extent, however, some benefits have been felt
more predominantly than others. Two of the federations felt all benefits to some extent,
whilst the other two federations experienced: economies of scale; sharing resources;
sharing skills and expertise; and creating a shared identity, therefore, not benefiting
from the ability to improve patient access. These two federations during the data
collection process made no reference to experiencing improved patient access. It may
be worth noting that these two federations, Yellow Federation and Red Federation,
had not receiving funding from the Prime Ministers Access Fund to improve patient
access, which may explain why neither of these federations had benefitted from
improved patient access.
In terms of economies of scale, all federations had experienced the benefits of this to
some extent, and each federation discussed different economies of scale that they had
benefitted from, whether this be through increased buying power or the ability to take
on large contracts and therefore increase revenue. Green Federation referred to
experiencing economies of scale more so than the other federations studied, and Red
Federation felt this benefit to the smallest extent.
All federations involved reported that they had been able to share skills and expertise
in some way as a result of being part of a federation. There was a range of examples
of how different federations were doing this, from sharing clinical expertise to sharing
IT knowledge. All federations had utilised the opportunity to share the knowledge and
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skills with their colleagues from within the federation. The federations also gave the
chance for practices to share resources. Again, all federations showed examples of
how they had done so, on both an administrative and clinical level.
Furthermore, federations had enabled general practices to work together to form a
shared identity, allowing them to have a stronger and more powerful voice within the
primary care ecosystem. This was the benefit that had been felt most by the federations
studied, and for Red Federation this was almost the sole purpose of their federation;
to help and support one another and to provide them with one voice within the locality.
Finally, despite no direct reference to sharing risk, federations were found to minimise
financial risks as well as the perceived risks facing general practices as a result of the
wider healthcare ecosystem. It was shown that participants from all of the four
federations studied felt that federations were allowing their practices to share risks in
some way.
It is worth considering at this point the objectives of each of the federations. Although
not all of the networks experiences all of the benefits proposed by Imison et al. (2014),
the benefits they did receive were in line with the organisation’s objectives. The Red
Federation was the most succinct example of this, as they stated that the purpose of
their network was to provide each other with support, and the data showed that this
was the benefit that they had felt the most. This is displayed in Table 5.10.
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Federation
Green
Federation

1.

2.
3.
4.

Objectives
To support our practices while
allowing them to maintain their
identity and independence
To help our practices achieve
the benefits of working at scale
To help win bids and bring in
new income into primary care
To represent our practices as
providers in the wider health
economy
Support
Having a larger voice in
primary healthcare

Red
Federation

1.

Blue
Federation

1. To reduce workload for
practice staff.
2. To increase job satisfaction for
practice staff.
3. To create financial stability for
all practices.
4. To improve patient care.
5. To share ideas amongst
practices.
1. Providing, procuring or
organising the provision of
health and care services.
2. Working with statutory bodies
and partner agencies to
improve health outcomes.
3. Promoting best practice,
education and learning in
health and social care services.

Yellow
Federation

2.

Benefits Felt
Economies of scale
Sharing skills and
expertise
Sharing resources
Improving patient access
Creating a shared identity
Sharing Risks
Economies of scale
Sharing skills and
expertise
Sharing resources
Creating a shared identity
Sharing Risks
Economies of scale
Sharing skills and
expertise
Sharing resources
Improving patient access
Creating a shared identity
Sharing Risks

Economies of scale
Sharing skills and
expertise
Sharing resources
Creating a shared identity
Sharing Risks

Table 5.10 – GP Federation Objectives and Benefits
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5.5 CHAPTER SUMMARY

This chapter has presented the results of the research. The chapter began by presenting
profiles for each of the four federations studied for the purposes of this thesis,
specifically focusing on their size, structure and objectives. The chapter then displayed
evidence of the characteristics that can impact the effectiveness of collaborative
working models in primary healthcare. The importance of communication,
knowledge, expertise, inclusion, leadership, willingness, adding value and flexibility
were all considered, giving examples of how each of the four federations had
experienced or shown evidence of these characteristics. Attention finally turned to the
benefits of working at scale, providing evidence that collaborative working can allow
general practices to create economies of scale, share resources, share skills and
expertise, improve access for patients, create a shared identity and share risks. The
thesis now moves on to Chapter 6, which presents a full discussion of the findings
presented in this chapter, drawing on the relevant literature, in order to respond to each
of the research questions.
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CHAPTER 6 - ANALYSIS AND DISCUSSION

6.1 INTRODUCTION

This chapter draws together both the academic literature and empirical data to address
both the research aim, this research aims to critically analyse, through the lens of SDL,
the GP Federation service network, and associated research questions:

RQ1. How effective for service research is SDL in terms of enhancing understanding
of service networks and the ways in which they do and do not co-create value?

RQ2.

How useful are the established principles of business and social networks to

service networks? That is, which knowledge is transferrable and in what ways do
service networks require a unique perspective?

RQ3. How do different structural elements and characteristics of service networks
impact their effectiveness of working at scale?

RQ4. How does examining service networks from a service systems perspective that
incorporates micro (individual GP practice), meso (the structural operationalisation of
the federation) and macro (wider ecosystem including NHS and Government) levels
uncover previously unrecognised opportunities and barriers to effective performance?

The material is presented in three sub-sections. First, the effectiveness of SDL in
enhancing understanding of service networks is examined (RQ1). The original SDL
foundational premises are reviewed within the context of a specific service network
formation, the GP federation. Here, and in response to earlier calls for associated
research (Barile et al., 2016; Frow and Payne, 2011), the opportunities SDL offers in
understanding the intricacies of value co-creation within a complex service network
are addressed. New knowledge associated particularly with SDL axiom 5, institutions
and institutional arrangements, and axiom 3, the assumption that all social and
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economic actors are resource integrators is provided. Next the chapter moves into
analysing the transferability of business and social network principles to service
networks (RQ2), questioning also the effectiveness of service network characteristics
when it comes to working at scale (RQ3). Finally, attention is paid to better
understanding the nuances of collaborative working as evidenced within a GP
federation model. In particular whether or not this model has the capacity to co-create
value, and how, is questioned (RQ4). The ways in which often cited benefits, or value
co-creation, is and is not realised within a complex health ecosystem and analysed and
a new collaborative network model presented.

6.2 SDL AND SERVICE NETWORKS

Research question 1 examines how effective SDL is for service research in terms of
enhancing understanding of service networks. Embedded within this question is the
need to explore the ways in which service networks do and do not co-create value.
Through the literature it was established that service networks are unitary systems of
multiple stakeholders working together to co-create value in more than one way
(Barile et al., 2016; Basole and Rouse, 2008; Mele and Polese, 2011). The evolution
of SDL was also reviewed in terms of the underpinning foundational premises, the
move towards identifying specific axioms, the associations with value co-creation,
resources and integration and innovation.
Of particular relevance to this study was the recognition that, to-date, there is a paucity
of empirical research in confirming, or otherwise, SDL’s key concepts (Vargo and
Lusch, 2017). The healthcare context of this study, GP federations, seeks to contribute
to this acknowledged deficit. GP federations are a form of service network, as they are
made up of multiple stakeholders, such as GPs, nurses and administrative staff, across
multiple general practices, with the potential to work together to co-create value in a
number of different ways. Figure 6.1 below shows where a GP federation sits in
relation to the service systems that make up the network and the wider healthcare
ecosystem. Maglio and Spohrer, (2008, p18) explain the service system as SDL’s
“basic theoretical construct”. There is no known previous service research study that
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examines either the GP federation as its basic theoretical construct, or through the lens
of SDL in relation to complex service networks. The following section questions this
service network against the backdrop of the (now) 11 fundamental premises and five
axioms.

Figure 6.1 – GP Federations as Service Networks (Sinton, 2019)

The first fundamental premise of SDL states that service is the fundamental basis of
exchange. This implies that the application of knowledge and skills is the basis for all
exchange, and therefore, service is exchanged for service (Vargo and Lusch, 2016). In
the case of the GP federation service network, general practices work collaboratively
and exchange a number of services in order for both parties to reap benefits. For
example, Hawkes (2014) discusses how general practices have worked jointly, with
members of staff using their knowledge and experience, to write bids and win
contracts. Hargreaves et al. (2010), show how general practices have worked together,
as a federation, to set up a training programme, again, working collaboratively and
exchanging the skills of their staff in order to benefit the general practices that form
the federation. Similar stories emerge through the empirical data, although the value
co-created is often variable, and situation-specific. Not all practices contributing to the
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federations explored in this study co-created value in the same way, even where
common projects were in place, such as staff training programmes.
Over time, exchange has moved on from the one-to-one exchange of specialised skills
and now skills are often exchanged indirectly in large hierarchical organisations
(Lusch and Vargo, 2014). It is therefore said that indirect exchange masks the
fundamental basis of exchange. Despite the fact that GP federations often are not
hierarchical in form, and instead tend to take the form of a network, skills are often
exchanged indirectly. It is not as simple as an individual providing a service for a
general practice. Instead, GP federations are made up of a number of different actors,
who have different roles and work as part of a variety of different organisations
(Imison et al., 2014; NHS, 2014). These actors provide a range of collaborative
activities (Michie, Miles and Weinman, 2003) and therefore, the basis of exchange is
often masked and the relationship between the provider and the consumer, the patient,
is not as simple as a one-to-one relationship. Instead the relationship might also play
out as a one-to-many relationship. Those with leadership responsibilities in a
federation exemplify this position. Their role in a micro service network, their
healthcare setting, will be significantly different to the role they execute within the
meso level service network, the federation. Yet within both networks they are
ultimately delivering on the macro level policy directives.
Vargo and Lusch (2016) also state that goods derive their value through use and
therefore, goods are a distribution mechanism for service provision. Goods are not the
common denominator in exchange, the common denominator is the “specialised
knowledge, mental skills and to a lesser extent, the physical labour” (Lusch and Vargo,
2014, p14). Knowledge and skills can be transferred, either directly, through education
and training, or by indirectly imbedding them in objects, meaning that tangible
products can be seen as embodied knowledge or activities (Normann and Ramirez,
1993). Knowledge informs matter, which then becomes the distribution channel for
skill application and services (Lusch and Vargo, 2014). Actors within a healthcare
network need to have a broad system perspective, so that they are able to position
themselves in the context of the network effectively (Kuziemsky and O'Sullivan,
2015), enabling them to access shared resources, in order to gain new skills
(Hargreaves et al., 2010).
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Applying this to GP federations, the knowledge of individuals working within general
practices is used to inform the development of a federation. For example, an individual
may have knowledge on the pressures facing primary healthcare. This knowledge may
lead the individual to seek others working in primary healthcare who would be
interested in forming a group who wish to come together to deal with such issues, and
form a GP federation. This federation then becomes the distribution channel for the
services provided, and allows general practices to provide services to both patients and
the practices that form the network, with the aim of tackling the pressures facing
primary healthcare. With an underpinning premise for federation development, in each
instance, to improve the patient experience, this was evidenced in the data, albeit with
variable degrees of success.
Knowledge is an operant resource and operant resources are the fundamental source
of strategic benefit (Vargo and Lusch, 2016). Lusch and Vargo (2014, p16) state that
the primary flow within a service-provision chain is information, and that service is
“the provision of the information to (or use of the information for) a consumer who
desires it, with or without an accompanying appliance”. Therefore, the knowledge and
information held by those working within a federation allows the organisation to
provide services to member general practices who desire these services. GP
federations have been established based on the potential to share such knowledge
(Hargreaves et al., 2010). Examples of this were common in the data. The federation
network acted as a channel for general practitioners with particular specialisms,
dermatology for instance, to share this knowledge more widely. In the process, they
provided a service to those working in other general practices who might wish to hold
a specialist dermatology clinic at their surgery.
Lusch and Vargo (2014) argue that the fundamental economic exchange process
involves the application of mental and physical skills, and that manufactured goods
are mechanisms for service provision. Therefore, all economies are service economies
(Vargo and Lusch, 2016). This is particularly true in the case of GP federations, who
provide services to member general practices and patients. Although manufactured
goods are provided, such as a vaccination provided to a patient, these physical goods
are effectively a mechanism for providing the primary service, more specifically,
enhancing patient health and wellbeing. An interesting dimension to this network is
the volume of goods which underpin the service delivery. These goods include an
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extensive array of pharmaceuticals, access to physical interventions, crutches or
wheelchairs for example, monitoring equipment such as blood pressure machines, and
a growing toolkit linked to opportunities for social prescribing.
Vargo and Lusch (2016) also state that value is co-created by multiple actors, always
including the beneficiary. Value co-creation is defined as, a process of resource
integration activities, which involve firms interacting with different actors within their
network, which leads to benefits for the actors involved (Ford, 2011). Previously, a
supplier, of either a product or service, and the consumer were seen as separate entities,
with the supplier providing the consumer with value. However, the SDL lens of
marketing positions the consumer as involved in the process of creating value. Even
in the case of tangible goods, production does not end with the manufacturing process,
as goods are appliances that provide service to the consumer. For these services to be
delivered, and to be of value to the consumer, the consumer must be able to use,
maintain, repair and adapt the appliance to their own specific needs. In using the
product, the consumer is “continuing the marketing, consumption and value creation
and delivery processes” (Lusch and Vargo, 2014, p18). The consumer therefore
becomes a co-creator of this value.
GP federations are constructed in order to encourage actors within the service network
to co-create value. Setting up buying groups to reduce the costs of medical equipment
across the federation is one example of this. Buying in additional physiotherapy
treatment, accessible across the federation, another. The federation sets up this service,
but it is only when the service is utilised and supported by member practices and their
patients, that value is created (Edvardsson et al., 2011). By using this service, the
consumers, member practices, are co-creating value with the supplier, the GP
federation, and their patients. Similarly, consistent with the fundamental premise,
actors cannot deliver value but can participate in the creation and offering of value
propositions (Vargo and Lusch, 2016), the creation of a federation from a group of
member practices was found to offer resources for value creation and collaboratively
create value following the acceptance of value propositions; however, organisations
cannot create value independently (Edvardsson et al., 2011). A GP federation without
member practices would be unable to provide a service and deliver value.
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SDL also states that a service-centred view is inherently beneficiary oriented and
relational (Vargo and Lusch, 2016). As service is co-created and defined in terms of
the benefit that the consumer determines, it is essentially customer orientated and
relational. Interactivity, integration, customisation and co-production are the key
characteristics of a service-centred view and its focus on the consumer and the
relationship. In a service-centred model, humans are at the centre of, and are active
participants in, the exchange process. What comes before and after the transaction
process, when an organisation builds a relationship with the consumer, is more
important that the transaction itself (Lusch and Vargo, 2014). This is key in GP
federations, as the relationships between actors within the network allow value to be
created and the network to be effective (Lewis et al., 2008). SDL also proposes that
value is always uniquely and phenomenologically determined by the beneficiary, as
value is idiosyncratic and has meaning to the consumer (Vargo and Lusch, 2016). It is
therefore the role of the consumer to place value on a product or service. Without the
consumer the product or service is worthless (Edvardsson et al., 2011). This was
common throughout the data. In GP federations, the member practices contributing to
the network created value through the services that they provide.
Returning to the value of SDL itself as a lens to better understand service networks, it
is the learning uncovered in relation to two axioms, axiom 5 and axiom 3, which is
particularly insightful. In both instances, the capacity of SDL to drill into the
practicalities of value co-creation is exemplified. The focus upon resource integration,
which is key to SDL, unravels the unique elements that enhance or diminish value
creation opportunities. Explicitly, through examining these axioms, and the
aforementioned fundamental premises, it becomes evident that the SDL lens allows us
to appreciate that value is an evolving, unanchored concept; it is really perceived value
in context which changes over time in response to changes at the macro, meso and
micro levels.
Axiom 5 states that value co-creation is coordinated through actor-generated
institutions and institutional arrangements. This axiom emphasises the importance of
institutions in value co-creation and adds a perspective that considers how value is cocreated in ecosystems. Studying GP federations allows us to gain new insights into the
ways in which collaborations cross system boundaries emerge. Actors, resource
integrators, do not exist independently of one another, nor do institutions. Institutions
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come together to form institutional arrangements, that co-ordinate activities in value
co-creating service ecosystems (Frow et al., 2016; Vargo and Lusch, 2016). GP
federations operate within the healthcare ecosystem. Primary healthcare is complex.
Traditionally used to working at the micro level, this sector has, due to macro level
pressures, been forced to work collaboratively at the meso level. The research
therefore uncovers previously unidentified ways in which value is co-created in a
complex healthcare service system. Within this ecosystem, different institutions, such
as general practices, hospitals and CCGs, form institutional arrangements that coordinate activities, such as, providing contracts that different institutions can bid for,
so that value can be co-created by the institutions operating within the ecosystem.
Axiom 3, claims that all social and economic actors are resource integrators (Vargo
and Lusch, 2016). This premise suggests that value is created by “networks of
networks” (Vargo and Lusch, 2016, p7). All entities involved in exchange
relationships are seen by SDL as being ‘economic and social actors’, and these actors
integrate their resources to create value. Resources do not have intrinsic value, but
become valuable when applied or integrated by actors (Mele, Russo-Spena and
Colurcio, 2010). Examining GP federations does indicate that member practices are
presented with an opportunity to share and integrate their resources with others in
order to create value. For example, general practices may integrate their staffing
resources, allowing them to set up an out-of-hours hub, that patients from all local
practices that can attend, allowing the general practices to make additional income.
However, this research uncovered multiple examples of actors unaware of the
opportunities working collaboratively actually presented. When actors are unaware of
their role in the resource integration process, they can become isolated and, as a
consequence, become discouraged. As a consequence of this isolation, they can
actually resist working as part of the network, effectively attempting to refute their
role as a resource integrator. Their responsiveness and capacity to be effective at a
meso level is compromised. This may in turn impact upon their resource integration
at a micro level too.
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6.3 BUSINESS, SOCIAL AND SERVICE NETWORKS

This section focuses upon research question 2. This research question is interested in
determining the application and transferability of the principles of business and social
networks to service networks. It seeks answers to which knowledge is transferable and
why. In the literature, chapter two in particular, the literature relating to the structural
properties of business networks was reviewed alongside reference to social networks.
This network literature, whilst itself dated, allows appreciation of the multiple
structural properties which shape the operation of a network i.e. network size, strength
of ties, density and so forth. The service network at the heart of this study, the GP
federation, is particularly complex. Fundamentally a GP federation is a collective
grouping (meso level) of individual primary care healthcare practices (micro level).
Each unit operationally is a small business. The GP federation therefore is a collection
of small businesses collaborating together, through business-to-business relationships,
to deliver a service.
The extent to which existing network understanding applies within this multifaceted
service network composition is the focus of the following analysis. This analysis
shows us that, whilst the capacity of a federation to share knowledge, innovate and
capacity build is inbuilt within a network structure, this capacity is a function of
network size, density, strength and centrality. Recognising, and exemplifying, that this
is felt in differing degrees, often by certain actors only, and in particular nuanced
circumstances, brings a unique perspective to service network theory.

6.3.1 Network Size
The size of a network refers to the number of connections or actors that form the
network (Basole and Rouse, 2008). Research by Provan and Milward (1995) found
that the larger the network the more complex the network is. Poor communication and
limited knowledge transfer are identified as common shortfalls of larger network
structures. Structural properties have different impacts on service networks and the
way in which they operate and perform. In turn, these properties ultimately influence
how effectively they co-create value.

213

The federations contributing to this study differed in network size. Within the
empirical data, the size of a GP federation network was found to be determined
through two distinct, yet inter-related measures. One, the number of individual
practices collaborating within the network. Two, the number of patients served by the
network. As shown in Table 6.1, both the Green Federation and the Yellow Federation
were large, both in terms of the number of general practices that make up the network,
and also in terms of the number of patients that member practices have. Both exceeded
the average GP federation network size in England, suggested in the literature to be in
the region of approximately 153,000 patients (Renaud-Komiya, 2016). The validity of
this claim is questioned however, within the desk research data collected for this study.
This study found GP federations to vary significantly in size, with some models
including as few as 2 practices whilst others exceeded 50 practices.

No. of
Practices
No. of
Patients
No. of
Directors

Green
Federation
29

Red
Federation
6

Blue
Federation
18

Yellow
Federation
29

300,000

50,000

150,000

230,000

6

0

6

0

Table 6.1 – GP Federation Size

The claim in network literature that communication issues are correlated with the size
of the service network (Provan and Milward, 1995) was evidenced in this data too, but
in a nuanced way. Despite having multiple channels open for communication within
the network, such as email, telephone, meetings, newsletters and an online private
discussion forum, members of Green Federation, the federation with the largest patient
footprint, consistently reported issues with communication and knowledge transfer
within the network. Data collected through the different medium indicated that
participants were in fact unaware of the purposes of the GP federation. This federation
was a particularly interesting case. It changed shape and constitution during the course
of this research. Initially representing two separate federations, the perceived benefits
of working at scale inspired a merger mid study resulting in a network consisting of a
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large employee and patient population, and one needing to devote considerable
energies to manage effective communications.
The Blue Federation is comparative to the national average in term of patient
population. At the time of data collection this GP federation was in its early stages of
development and therefore was still developing its means of communication within
the network. Few communication issues were noted, although this may be a factor of
the stage of federation development. Interestingly, Yellow Federation, a more
established federation, with a comparable practice population to Green Federation
showed no evidence of communication issues either. This federation engaged in much
more informal methods of communication, with a two-way dialect encouraged by
those leading the federation. Email, telephone, newsletters and meetings remained
common forms of communication as with Green Federation. These findings question
in fact whether poor communication may be a factor of the size of the patient
population served by a federation, and perhaps the size of the associated staffing base,
rather than necessarily the number of units collaborating within this service network
formation.
Very small networks with few connections are thought to be limited in knowledge
creation and sharing (van Tilberg, 1995). Certainly, data collected from the bigger
federations in this study, Green, Yellow and Blue Federations was rich in examples of
projects that the federations had developed, along with praise for individuals in these
networks whose entrepreneurial activities had benefited practices throughout the
network. In contrast, data collected linked to Red Federation, the smallest federation
studied, noted multiple instances where a lack of knowledge and sharing had
constrained federation activity so much so that this federation repositioned their vision
as a support network, rather than a proactive network. Red Federation were content to
respond to, rather than initiate, initiatives and support fellow practices to do so. This
is a particularly important finding given the emerging policy rhetoric linked to
working at scale, the Long Term Plan, 2019 (NHS, 2019). This plan suggests that
general practices should form networks consisting of patient populations of between
30,000 and 50,000. Data in this study suggests that whilst this will likely be helpful
for developing effective communication strategies, it is unlikely that innovation and
knowledge creation will flow easily through a formation of this size.
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6.3.2 Network Density
The density of a network refers to the interconnections between the members of a
network. A dense network can lead to a higher level of connectedness to value network
firms (Basole and Rouse, 2008). A dense network allows for knowledge sharing, and
therefore it can mitigate some of the complexities of large networks (Gummesson,
2006). In other words, a dense network is a network in which the actors are well
connected.
There was little empirical evidence uncovered to suggest that any of the GP federations
studied represented dense networks. Instead, what transpired was evidence of density
where ‘a network within a network’ existed. This multi-layered formation was made
up of those leading the federations or managing practices who were well connected
across the entire federation. Other layers, staff such as nurses and administrative staff
for instance, had little or no communication or relationship with staff within other
member practices, few appreciating the value of such a relationship. Where such
relationships were apparent value was created. Quarterly meetings organised through
Green Federation attended by staff from other practices in the same role, along with
monthly meetings organised by Red Federation for practice managers were examples
of this. Both approaches were found to highly valuable and provided the opportunity
for staff to share their knowledge and information. In contrast, Yellow and Blue
Federations made no reference to staff, other than those leading the federations,
interacting across the network in any way. Density in a federation service network is
influenced by role and responsibility. Those in positions of responsibility within a
federation exhibited a greater capacity for connectedness than those without such
status.
6.3.3 Network Strength
The ties in a network can either be weak or strong, as a result of time spent, emotional
intensity, intimacy, and reciprocal services rendered (Granovetter, 1973). Stronger ties
are seen to lead to richer and faster information exchange (Uzzi, 1996). However,
strong ties can also lead to preventing access and visibility to the wider network
structure, or to actors that are not connected directly to the organisation (Uzzi, 1996).
Weak ties are also important in networks, as loosely unrelated actor networks can form
larger macro structures that are more fluid and adaptable. Weak ties also present
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opportunities that may not otherwise come to light, particularly when there is more
open collaboration between actors within the network, which can ultimately lead to
innovation (Lusch and Vargo, 2014b). Evidence of both strong and weak ties existed
at different levels within each federation service network. All four of the federations
had strong ties between those that were leading and managing the federations. Whilst
only Green and Blue Federation had an officially appointed board of directors, each
of the federations had a team to lead the network. Each of these teams were shown to
have strong ties. This came as a result of these individuals spending time together at
meetings and the reciprocal sharing of knowledge and resources. Group meetings
enabled the formation of relationships, which lead to faster and richer information
exchange.
The Green Federation provided evidence to show that these strong ties impact the
visibility of decisions within the wider network structure. Where strong ties existed,
as in the case of board activities, decisions were made based on the impact on the
practices that board members were a part of, rather than the impact on the entire
network. This concurs with the work of Aveling and Martin (2013) who suggest that
the way models of collaborative working are structured and organised can often
emphasise asymmetries of power. Asymmetries of power between partners can lead
to unequal partnerships whereby partners evidently prioritise the views of those
already in positions of authority. This asymmetry in power was found in the narratives
of member practices without board representation. Not having a member of staff on
the board of directors was seen as a weakness with the potential to isolate members
within the network. Evidence of weak ties within each of the four federations was also
found. These weak ties manifested themselves through staff relationships between
nurses, healthcare assistants and administrative workers. There was little evidence of
cross federation relationships in these areas across the member practices however. The
capacity of weak ties to be innovative and generate large macro structures, as argued
within the literature, is not upheld in this data.
6.3.4 Network Centrality and Contact Status
Linking to the strength of ties in a network is network centrality. This is an actor’s
importance and power within a network (van den Bulte and Wuyts, 2007). Generally
speaking, centrality refers to the extent that an actor has many ties in a network. The
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more central an actor, the more connected the actor is to other actors within the
network (Chandler and Wieland, 2010). Similar to centrality, contact status addresses
how important each entity in a network is to addressing a need. It measures importance
in regards to provision of advice, knowledge and resources. Contact status is affected
by the actor’s education, network resources and the strength of the ties between the
actors (Lin, 1999).
Echoing the findings linked to the strength of ties within a GP federation, in all four
of the federations those that were central to the network and had higher contact status,
were those that were involved with the management of the federation. Those leading
the GP federations, often as a result of their role, were well connected to staff across
the federation. However, the scope of connectivity tended to extend only to those who
worked with the federation in some way, whether that be a practice manager whose
surgery had been used for a weekend hub, or a GP who had attended the federation
annual general meeting, for example. Connectivity to staff not directly involved with
the federation was limited. In terms of contact status, those managing the federations
had often been put in this position as a result of their advice, knowledge and resources.
For example, those that formed the leadership teams had often worked with the
healthcare related bodies operating at difference service levels, the CCG at meso level
for instance. These actors are important in the service networks as they were able to
address needs. This was particularly evident within the Green and Yellow Federation
where members of staff often contacted the leadership teams for advice and
information.

6.4 CHARACTERISTICS OF SERVICE NETWORKS

This section of the discussion examines how different structural elements and
characteristics of service networks might impact upon their effectiveness of working
at scale (research question 3). Properties and characteristics associated with making a
service network effective are reviewed. In order to identify the characteristics that
make a service network effective, the data set was analysed and eight different
characteristics found to be regularly, either directly or indirectly, discussed by
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participants identified. The eight characteristics identified are: communication;
experience; knowledge; inclusion or exclusion; leadership; willingness; adding value
and agility and flexibility. The academic literature surrounding collaborative working
in healthcare also states a number of characteristics that are suggested to be influential
in successful collaborative working models. These are: trust and commitment;
communication; knowledge and interests; interpersonal relationships; leadership and
organisational culture. Table 6.2 compares the benefits found in the data set with the
benefits suggested in the literature. Associations between each are illustrated.

Characteristics in Data
Communication
Experience
Knowledge

Characteristics in Literature
Communication
Knowledge and Interests

Inclusion or Exclusion

Interpersonal Relationships

Leadership

Leadership

Willingness

Trust and Commitment

Adding Value

Organisational Culture

Flexibility and Agility

Table 6.2 – Comparative Characteristics of Service Networks

As shown in Table 6.2, six of the eight characteristics identified in the data had links
to the characteristics embedded within the literature. Although organisational culture
was not highlighted to be a specific theme in the data, there was underlying evidence
in the data to suggest that organisational culture impacted upon how included
participants felt in the network and the ways in which the networks were managed.
This is therefore included within the following discussion. The academic literature
falls short in acknowledging the importance of agility and flexibility in collaborative
working in healthcare. Both were found to be pivotal within the empirical data and are
reviewed in the following discussion accordingly.
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6.4.1 Communication
Communication has been found to have significant impact on the success of
collaborative working models in healthcare, and it has been suggested that supporting
communication in healthcare organisations can lead to improvements in the efficiency
and effectiveness of service delivery and the improvement of patient care (Coiera,
2000). In order to communicate effectively, those within the network must form
common ground and hold shared knowledge, language and beliefs (Kuziemsky and
O'Sullivan, 2015). Working towards one set of objectives that all actors within the
network are aware of is suggested to be one mechanism for establishing common
ground. The data showed that the objectives of each of the four federations varied. A
correlation was identified between the formal legal structure of the federation and the
approach to their objectives. The larger federations, that held a formal legal structure,
Green Federation and Blue Federation, had business driven objectives. Red Federation
in contrast, with no legal structure, stated objectives that were more informal and
focused around supporting practices, rather than generating income. Yellow
Federation, again with no formal structure, sought to invest all funds back into the
community, their aim to better their network and improve the working environment
for general practices.
The ways in which legal structure correlated with GP federations objectives is shown
in Figure 6.2. The objectives set by the GP federations should enable common ground
to be established across practices in the network. However, this was not always the
case. Participants from Green Federation for instance were unaware of the purposes
of the federation and did not know the objectives of the network. This meant that those
working within the network were unaware of what they were working to achieve and
unaware of the benefits of working within such collaborative models. Establishing
common ground can lead to improvements in the efficiency and effectiveness of
service delivery and the improvement of patient care (Kuziemsky and O'Sullivan,
2015), therefore, this lack of common ground and issue in communication impacts the
effectiveness of the service network.
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Figure 6.2– Impact of Legal Structure on Federations (Sinton, 2019)

The methods of communication used within a service network is determined by the
level of common ground established (Kuziemsky and O'Sullivan, 2015). For example,
higher levels of common ground lead to more face to face communication, whereas
low levels of common ground can lead to less direct forms of communication such as
email. Each of the four federations studied used a similar set of communication
methods, including meeting, email, telephone conversations and newsletters. More
direct communication, such as meetings and telephone conversations, was held
between those who had established common ground and were aware of the objectives
of the federations, particularly those within the leadership teams or boards of directors.
Less direct forms of conversation were held between those working within the GP
practices. Email was a common communication tool in such instances.
Green, Blue and Yellow Federations all distributed newsletters to member practices
in order to inform the network on topics such as their latest projects and bids they had
won. Such communication did not necessarily reach all actors within the network
however. Green Federation used an additional form of communication. This federation
developed an online private network for staff to use to discuss a range of topics and
ask questions. A private social network, this platform was the focus of the
netnographic research in this thesis. Analysis of the data abstracted from this platform
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showed that this facility was not fully utilised by staff. Instead it was used regularly
by the board of directors, and a small number of other staff within the network.
Questioning why a significant proportion of staff within the network did not access
this platform suggested that staff in fact saw this platform as an inconvenience, rather
than a resource that could help improve communication. Whether this is directly
associated with earlier findings linked to the size of a network is unclear. Data does
once again suggest this however given Green Federation, the largest federation
studied, reported the most issues with communication whilst Red Federation, the
smallest studied, reported the fewest issues with communication.
6.4.2 Experience and Knowledge
Literature suggests that many healthcare networks fail to realise their potential as they
do not recognise the importance of new perspectives, knowledge and interests and how
this can impact upon the operations of the network (Aveling and Martin, 2013). By
considering perspectives from those in a wider range of roles within primary care,
federations should have the potential to operate more effectively and improve services.
Aveling (2011) identified two types of relationships to consider: transformative
partnerships and instrumental partnerships. GP federations are designed to be
transformative partnerships, as policy level (macro) intends them to challenge
traditional hierarchies, support the involvement of all groups and have mutual respect
for the knowledge of all partners involved. However, despite the intention of GP
federations to operate in this way, variations in practice were found within the
empirical data.
Liberati et al. (2016) state that networks of professionals with different disciplinary
expertise do not always lead to successful collaboration. Often data gets lost and the
knowledge which might be co-created within a network goes unrealised. The
participant observations at directors’ meetings suggest that this is the approach that
has been taken when forming the boards: that working with those with similar outlooks
would lead to successful collaboration. Green Federation is led purely by GPs.
Directors consequently take a similar perspective on many topics and generally come
to a consensus when making decisions. However, by only taking one perspective
knowledge is limited. The board at Yellow Federation is much more diverse consisting
of GPs, practice managers and administrative staff. Multiple perspectives are
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considered within meetings and different areas of knowledge can be integrated to form
ideas and decisions. This multidisciplinary expertise enables members of the network
to gain new skills and continue the development of the network (Hargreaves et al.,
2010). Green Federation is much more focused in what it seeks to achieve than Yellow
Federation who operate with a looser set of objectives. Whilst both models are
effective at sharing board level information, it is the multiplicity of Yellow Federation
board membership which is particularly effective in terms of creating a community
within the federation.
Those that form the leadership teams at each federation take responsibility for certain
tasks and represent the federation at different meetings. In all four of the federations
studied, these tasks were delegated based upon the skill set and knowledge of each
individual. This knowledge represents an operant resource. Operant resources are the
fundamental source of strategic benefit (Vargo and Lusch, 2016). These resources
must be integrated within the federation in order for value to be co-created. In this
case, the value comes from the outcome of the task that each board member completes.
For example, within Green Federation, one board member completes the accounts for
the federation. This actor therefore uses their knowledge to provide information to the
network that is of value. This resource is then integrated with the resources that the
other members of the board provide to co-create value. Where this knowledge is
utilised, collaborative working is most effective and federations are beneficiaries of
value co-creation.
6.4.3 Inclusion or Isolation within a Network
The literature surrounding collaborative working emphasises the importance of
working relationships and including actors in the network. Aveling and Martin (2013)
found that closer working relationships lead to more frequent meetings and extended
discussions about the meaning of the collaboration. In turn this can result in joint
activities taking place. The data showed that those that felt included in the GP
federation network were involved in regular communication with other actors within
the network, and had an awareness about the meaning and purpose of the federation.
Those that felt included in the network were also more involved with activities, for
example, they would attend training sessions provided by the federation.
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In contrast to extant literature, the empirical data suggests that actors within a network
can also feel isolated. Isolation can take a number of forms. For instance, a number of
participants expressed feeling isolated within the network due to a lack of information
or inclusion in decision making processes. This was particularly the case within Green
Federation, with a number of participants stating that they were unaware of the
structure of the federation, the practices that were a part of the federation and the
objectives of the federation. This feeling of isolation discouraged participants from
becoming involved more fully in the network. In turn they showed resistance to
working as part of the collaborative model which impacted on the organisational
culture of the federation. Lewis et al. (2008) found that partnership coordinators play
a crucial role in holding partnerships together. In the case of the four federations
studied, those that were managing and leading the networks represent these
partnership coordinators. Their role within the federation was to bring general
practices together into a collaborative model of working, and drive this forward in an
effective manner. Interventions to overcome isolation of federation members,
operationalised at this level, are worthy of future investigation.
6.4.4 Leadership
The literature surrounding the leadership of collaborative healthcare models suggests
that forming and maintaining leadership can be difficult, as such models are made up
of individuals from a range of different organisations and specialisms, who hold a
range of opinions, meaning that the leadership required may vary depending upon the
context (Kuziemsky and O'Sullivan, 2015). Leadership and partnership management
is of high importance when it comes to working collaboratively in primary care. This
role involves building relationships, engaging individual partner agencies and
managing the collaborative process (Lewis et al., 2008). The majority of data that
referred to the leadership of federations was very positive. The boards were associated
with innovative, hardworking and driven individuals. Their work on behalf of member
practices was highly valued. Echoing the literature (Kuziemsky and O'Sullivan, 2015),
leadership traits emerged as a characteristic of an individual rather than collective
action and, consequently, generated varying opinions in terms of their effectiveness.
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Participants from Red, Yellow and Blue Federations felt included and engaged in their
networks. Again, this is likely a by-product also of federation size, both in terms of
the numbers of practices involved, along with the patients supported. Green Federation
received mixed reviews in their capacity to lead across a substantial patient population.
Red Federation was the only federation that was found to face contradictory opinions
associated with the leadership team. This might be a consequence of the make-up of
the leadership team, in this instance made up of GPs and practice managers. Whilst
offering complimentary support in many respects, the professional offering of each
practitioner here is quite different. The GP is focused primarily upon clinical
decisions. Practice managers are focused upon strategic and operational business
functions. Whilst this can prompt co-creation of knowledge and add value to the team,
it also presents opportunities for disagreement as both parties are focused upon
different service provision. Given Blue Federation and Yellow Federation leadership
teams were similarly comprised of individuals in different roles, yet were not subject
to contradictory opinions, suggests characters and personalities likely played a role in
the responses associated with Red Federation.
6.4.5 Willingness
The data also revealed that participants showed a range of different levels of
willingness towards being involved in the GP federation. This willingness is similar
to the idea of commitment that is described in the healthcare literature as “a
willingness to make short term sacrifices (e.g. time, money) for long term benefits of
the alliance” (Lewis et al., 2017, p3). Those working within Red, Yellow and Blue
Federations all showed strong levels of willingness to working as part of the GP
federation, demonstrable by their capacity to share their time, knowledge and
resources with others in the network. In contrast, a number of participants associated
with Green Federation showed low levels of willingness and commitment, being
resistant to federation engagement. Further analysis of the data indicates such a stance
to be associated with feelings of isolation and poor communication within the network.
A lack of willingness from actors within the network will lead to the service network
being less effective than they potentially could be, as actors within the network are not
integrating their resources in order to co-create value.
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The willingness of actors to interact within a network has been previously found to be
associated with organisational culture. Partners with complimentary organisational
cultures have been found to most easily transition into forming collaborative models
(Lewis et al., 2017). Leaders of GP federations need to consider the cultural
underpinnings of their collaborative network. To be most effective, the management
style needs to be fitting with the context (Gale et al., 2017). In determining what
represents effective, federations need to explore the context of the member practices
they work with. This was evidenced in both Red and Yellow Federation data. Both
formed as a result of working with like-minded practices, rather than as a result of
geographical location, as in the case of the Green and Blue Federations.
6.4.6 Adding Value
Value is a subjective phenomenon, perceived by an individual, making it a contextdependent concept (Vargo and Lusch, 2008). In order to co-create value, organisations
need to understand what a customer wants to receive as a result of the value co-creation
process (Karpen et al., 2012). In the case of federations, the member practices are the
customer. It is the member practices that are the primary receivers of value from the
services that are delivered. In turn this service is cascaded to their patient population.
Value in a GP federation is realised when member practices integrate their resources
and competences into the service activity (Zeithaml, Bitner and Gremler, 2009). Each
actor within the federation will do this in a different way. For example, a GP may run
a specialist diabetes clinic for the federation, whereas, a member of administrative
staff may cover sickness in another practice that is short staffed. All of these actions
co-create value for the federation in some way.
Participants from Green and Blue Federations discussed the numerous services that
the GP federations were providing to their member practices, such as typing services
and weekend hubs for patients. These services represented value co-creation across
the network. The subjective nature of value also means that each of the federations
will see value differently, particularly when account is taken of the differing objectives
each federation has. For example, Red Federation see value in the support they provide
one another, whereas Green Federation see value in the IT equipment the network has
provided them with. In order to integrate their resources, members of the network must
be aware of the objectives of the federation, feel included within the network, be
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willing to work as part of this collaborative model and have knowledge and skills that
will be beneficial to the federation in some way. As the discussion has shown, each of
these characteristics are realised to different degrees in the federations studied.
6.4.7 Flexibility and Agility
A key characteristic emergent within the data, yet largely neglected in extant literature,
is the flexibility and agility associated with a service network. This is particularly
relevant to GP federation network functions at a strategic level. Network structures
need to be constantly realigned and adjusted so that they can create an environment
that balances the need for information processing with the need for adaptive capacities
and flexibility (Chandler and Wieland, 2010). If a GP federation cannot be flexible to
respond to both the needs of member practices, and the primary healthcare
environment, then it cannot be sustainable and effective in what it does. All four of
the federations studied demonstrated varying instance of flexibility and agility. For
example, Yellow, Green and Blue Federations, all of which provide services to their
networks, were flexible in that not all members had to use of all these services in order
to be a member. For example, Green Federation operated weekend appointment hubs
for their patients. Not all member practices were involved, instead choice at a unit
level was supported. As well as being flexible to the wants and needs of member
practices, GP federations also need to be able to respond to changes in the healthcare
ecosystem. An example of this was displayed by Green Federation, whose
responsiveness to an opportunity to earn additional income and improve patient access
resulted in the award of significant funding to operate extended opening hours. The
capacity of Green Federation to accommodate the preferences of member practices in
delivering the project, demonstrated a flexibility and agility within the service network
formation. This flexibility and agility is particularly important as the healthcare
economy continues its journey of morphing into new models of collaborative working,
the introduction of Primary Care Networks the current favoured service model (NHS,
2019). GP federations need to be able to adapt to work alongside these new models of
collaborative working, if they wish to continue to co-create value as a GP service
network.
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6.5 SERVICE NETWORKS AND COLLABORATIVE WORKING

Research question 4 is intent upon understanding whether examining service networks
from a service systems perspective, that incorporates micro (individual GP practice),
meso (the structural operationalisation of the federation) and macro (wider ecosystem
including NHS and Government) levels, uncovers previously unrecognised
opportunities and barriers to effective performance and value co-creation. This study
is positioned within England’s healthcare system championing integrated care and
collaborative networks incorporating micro, meso and macro services as the way
forward (Lind, 2015; Rosen et al., 2016). Whilst the macro level healthcare policy has
evolved during the course of this research, the political narrative attached to
collaborative working has retained essential features. It is about Multispecialty
Community Provider (MCP) models operating within an Integrated Care System
(ICS). In this service configuration, practices remain in their current form, should GPs
and patients wish, but are encouraged towards realising the option of using the
strengths of ‘expert generalists’ (NHS England, 2016) to target services at registered
patients with complex ongoing needs, such as the elderly, or those with chronic
conditions. This model allows for the expansion of service delivery to include nurses,
therapists, and other community-based professionals. In offering patients a wider
range of services, collaborations as illustrated by GP federations, may decide to
employ consultants or take them on as partners, bring in senior nurses, consultant
physicians, geriatricians, pediatricians, and psychiatrists to work alongside
community nurses, therapists, pharmacists, psychologists, social workers, and other
staff.
Value co-creation is essential to an organisation’s survival. It manifests itself in
multiple forms where collaborations are evident as value is co-created by multiple
actors and involves complex interactions in business networks (Vargo and Lusch,
2011; Vargo and Lusch, 2016). With acceptance of a collaborative working model by
no means widespread, the ‘why collaborate’ question receives regular scrutiny (Imison
et al., 2014; NHS England, 2016; Royal College of General Practitioners, 2013). The
literature review detailed the five benefits which might be realised through
collaborative working (Addicott and Ham, 2014; British Medical Association, 2015),
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though a lack of empirical data underpinning these assumptions evident in extant
literature. This sub-section returns to the literary propositions associated with working
at scale, this time contributing empirical findings to our understanding. It argues that
collaborative working does realise some benefits evident in literature, but not all. The
presentation of these benefits is unique to the collaboration (federation) in question.

6.5.1 Benefits of Collaborative Working

Benefit
Economies of
Scale
Sharing Skills
and Expertise
Sharing
Resources
Improving
Patient Access
Developing a
Shared Identity
Sharing Risks

Green
Federation

Red
Federation

Blue
Federation

Yellow
Federation

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Table 6.3 - Overview of Benefits of Collaborative Working

Table 6.3 summarises the benefits of collaborative working as evident within the
empirical data. Interestingly, it suggests the only clear distinction in the data to be
associated with improving patient access, neither Red nor Yellow Federation data
supporting this benefit. All remaining benefits emerging within the literature and
industry rhetoric are evidenced, to some extent. When we drill further into the data the
nuances between each benefit and each federation begin to appear. The five theoretical
benefits of a MCP collaborative network promised by the literature are realised to
different degrees. Figure 6.3 visualises these collective findings. The federation model
provided funding, innovation, education and training, and central functions.
Delivering effective care is evident in a MCP structure. Improving patient access was
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realised, while the sharing of skills and expertise, and the development of a shared
identity were mostly realised, though there is still some work needed for these benefits
to come to full fruition. Whether this is necessarily at lower cost is less clear. Scale
economies and sharing resources, ordinarily associated with cost saving opportunities,
mostly fall outside the realm of fulfillment in the dataset. The analysis which follows
explains, and exemplifies, these nuances in more detail.

Figure 6.3 – Realised Benefits of Collaborative Working (Sinton, 2019)

6.5.2 Creating Efficiencies and Economies of Scale
Proposition Summary: overhead reductions may be realised via common back
office functions and establishing procedures which facilitate the shifting and
sharing of work tasks; reductions in senior management and funding board
costs; and through scale purchasing, commissioning, and tendering. Such scale
economies may also improve the financial sustainability of individual practices
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(NHS England, 2016; Pettigrew, Mays, Kumpunen, Rosen and Posaner, 2016;
Reed, 2013).

Lewis et al. (2017) found that models of collaborative working in healthcare are aimed
at two things: improving healthcare outcomes and improving costs. On the other hand,
Baxter et al. (2018) stated that there is no evidence to suggest that collaborative
working reduces costs. However, all of the four federations studied for the purpose of
this thesis provided evidence to show that they were benefitting from economies of
scale in some way. Interview participants suggested that being part of a GP federation
enabled them to increase income, improve their buying power and provided
opportunities to bid for larger contracts that they would have been unable to as a single
practice. Indeed, the financial benefits of collaborative working were shown to be the
most valued by participants, despite being one of the least frequently discussed
benefits.
The industry events that were attended for observation purposes also all had significant
focus on the ways in which GP federations could enable economies of scale. This is
more than likely to be due to the pressures of there being a lack of funding in primary
care (Imison et al., 2014; NHS, 2014). GP practices are having to deal with increasing
pressures and expectations from patients, yet are struggling to find the funds to meet
this demand. By improving their buying power and reducing costs and by bidding on
larger contracts that bring in income to practices, models of collaborative working
offer GP practices with a means of dealing with these pressures in some way.
Interestingly, the ways in which each of the federations studied achieved economies
of scale varied. The Green Federation and the Blue Federation focused significantly
on the ways in which the federation could increase income by bidding on larger
contracts. Whereas the Yellow Federation most frequently discussed saving money by
buying across a larger footprint. The Red Federation only reference to creating
economies of scale was through reference to bulk buying a training programme for all
practices within the federation.
The notion that collaborative networks automatically offer the ability to share back
office functions and therefore reduce overhead costs was not evidenced in the data.
Each federation contributing to the study exemplified a standard GP federation
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formation. Practices maintained their own GP contracts, but were party to a differing
number of legal agreements with other member practices over joint activities.
Practices retained independence and, to a large degree, autonomy. They were able to
opt in and out of collaborative initiatives: for example, twenty-four practices delivered
a major programme intent upon extending appointments for patients, the PMCF
programme, while a different group of only five practices collaborated to deliver
PEGASUS, a smaller scale initiative focused upon more effectively managing
medications. Federation objectives were shared across member practices. So too
practices maintained their independent goals, shared via their own independent
marketing literature, built around common values of: patient-centered care, quality,
teamwork, ethics, innovation, staffing and governance.
The ability to control the implementation of initiatives at a local level, subject to
contractual agreements, was of paramount importance to each member practice. This
was a necessity given the multiple operational models of service delivery apparent in
the sample. For instance, patient flow systems in place in some practices were able to
triage patients from the outset towards self-referral physiotherapy options. Whilst for
others, this intervention went completely against the ethos of the practice. Similarly
differing non-clinical operational management processes were also in place. The
marketing function for instance was integral to operations within some practices,
whilst less clear in other practices.
Whilst few interview transcripts openly appreciated that the federation structure had
prompted cost savings at a practice level, evidence suggesting that this did exist was
apparent in other data sets. The outsourcing of the executive lead of two federations
to the same management consultancy shared the financial burden of board costs,
tendering procedure costs, and administrative functions amongst member practices.
However, it did add an additional layer of administration too with practices being
required to report on the outcomes of all collaborative projects they were party to for
auditing and accounting purposes.
Being party to federation-led initiatives did create some operational efficiency for the
wider healthcare system. Additional appointment capacity provided a new follow-up
pathway. Greater capacity also allowed more preventative rather than reactive support.
Similar stories were told about chronic disease management. The closed, online social
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network forum operational for two federations was developed and administered as a
central federation function. The forum itself represents a tangible example of
collaborative working efficiency. This efficiency is particularly illustrated through the
capacity of the forum to share skills and expertise.
6.5.3 Sharing of Skills and Expertise
Proposition Summary: Collaborative networks have the potential to improve
the quality of the clinical care that is delivered, by sharing professional
development, clinical governance, and service improvement initiatives
(Goodwin, Dickson, Poole and Raleigh, 2011). NHS England (2016) suggests
these prospective opportunities can arise from in-house experts with the
knowledge and potential to benefit all member practices. New opportunities to
develop and train both medical and non-medical members of staff, which will
enable new ways of working, may arise (NHS England, 2016). Opportunities
to learn from fellow network practices in terms of enhancing patient
satisfaction, improving audits, and peer reviews (Lind, 2016), have the
potential to manage inappropriate variability in performance and service
quality (RCGP, 2013).

One of the most debated benefits in the literature is the ability to share knowledge. GP
federations have been established based on this potential benefit alone (Hargreaves et
al., 2010). In order to share knowledge, those working within the collaborative
network need to have an understanding of what services and resources are available
within the network, who they can collaborate with in the network and what assets these
potential partners have. Staff also need to have a broad system perspective, so that
they are able to position themselves in the context of the network effectively
(Kuziemsky and O'Sullivan, 2015). Common ground (Kuziemsky and O'Sullivan,
2015) is an essential part of successful, effective collaboration, and assists in sharing
information (Thraen, et al., 2012). Without this common ground, it is not possible for
those within a network to share their information, skills and expertise. Communication
is pivotal to this sharing process.
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Communication within networks needs to be effective in order to co-create value.
However, effective communication was often questioned within the data, starting from
the communicating of a federation’s purpose and objectives. Participants went as far
as to state that they were unaware of the members of the GP federation, therefore they
were not aware of who they could work collaboratively with and what services and
resources were available in the network. As a result of this, opportunities for sharing
skills and expertise to co-create value were missed. Differing levels of responsiveness
to issues were also observed. The Red Federation for instance, attempted to mitigate
this problem by creating a skills matrix capable of signposting a patient to practices
with particular expertise. By creating this skills matrix all actors within the network
are aware of the skills and resources in the network so knowledge can be shared.
Although communication deficits prompted missed opportunities to share skills and
expertise, many examples of such sharing did exist. These included: exchanging
information; sharing best practice and sharing specialist skills. Such was the
importance of this benefit that it proved to be one of the most commonly discussed
benefits during the interviews. Its importance underpinned the development of the
online social network facility championed by one federation prompting eight broad
categories of online discussion: extended opening; additional services; training; IT;
saving time; saving money; successful bids; and research and pilot opportunities.
Federation Directors and Management utilised the tool to inform member practices on
federation news, successful bids and research and pilots they may wish their practice
to be involved in. The feedback on such posts was generally positive with practices
demonstrating a willingness to be involved in such schemes. In addition to sharing
good news stories there were discussions on how best to use monies secured and the
logistics of operationalising new forms of service delivery, for example weekend hubs.
Evidence of attempts to find ways of upskilling staff and integrating additional staff
into practice settings was also apparent. Several discussions pertained to in-house
training opportunities, particularly linked to IT, bespoke University programmes
funded through the federation, mentoring schemes across practices, buddying up more
experienced staff with early career staff, and opportunities to standardise service
delivery across practices through standardised training packages.
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Online posts that received high network engagement tended to be top down, shifting
the onus more to the federation as a central body, and questioning how centralised
operations might cascade money savings at a practice level. Typical cost saving
discussion areas included: centrally employing a bank of nurses that could be used
across the alliance where needed; pooling resources and equipment such as
electrocardiogram (ECG) machines, so that all practices had access to such equipment
at a small cost; and employing physiotherapists and pharmacists within practice
settings. Online postings also explored whether there was an appetite at a practice level
to support central procurement practices, for example, centrally paying utility bills and
setting up insurances across the alliance, rather than at a practice level.
Interestingly, data collected via other methods, particularly interview data, provided
less evidence of practices learning from each other by sharing working methods.
Indeed, staff were often unaware of the procedures in other practices, or had
discovered different modes of operation serendipitously. Time and again the data
revealed little evidence of staff sharing skills and expertise in a more structured
manner.

6.5.4 Improving Patient Access
Proposition Summary: Improving access has two major strands: widening
portfolios to improve the range of services that patients can access, and
improved capacity. Opportunities to provide a wider portfolio of services
within the community, including some elements of acute care and support for
both physical and mental health needs, linked to community nursing, are all
positioned as ways of improving patient access to more effective quality of
care (Imison et al., 2014; RCGP, 2007). Member practices might also be able
to access enhanced community services (e.g., podiatry and dietetic services),
and engage with the wider workforce such as pharmacies, dentists, and
opticians (Imison et al., 2014). Patient access is also improved if there are
corresponding improvements in capacity, with MCPs, at least in theory, being
able to offer more appointments, extended opening hours, and coordinating
out-of-hours care much more easily (RCGP, 2013).
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Baxter et al. (2018) found that working collaboratively helped to improve quality of
care, increase patient satisfaction and improve patient access. It led to a reduction in
patient waiting times and outpatient appointments. Although this research did not
consult patients to find out whether they had benefitted from improved access to care,
the data proved evidence to suggest that collaborative working did allow for GP
practices to increase patient access through providing additional out-of-hours
appointments to patients. This benefit of working collaboratively was only felt by two
out of the four federations studied. Both the Green and Blue Federations were able to
provide extended opening at practices, as well as weekend hubs for patients that
needed to see a doctor when practices were closed. These weekend hubs involved staff
from practices integrating their resources to co-create this value. These hubs provided
value for both patients and practices as those practices involved were able to generate
additional income.
Dodd et al. (2011) also suggest that integrated models of care can provide patients
with access to a wider range of services. The data also showed that the Green and Blue
Federations were able to provide additional services to patients as a result of working
collaboratively. For example, the Green Federation invested in a deep vein thrombosis
scanner, locating this strategically in a central practice. Member practices were able
to refer patients to this practice, and the federation were able to provide patients with
this service rather than sending them to the hospital for a scan. As well as improving
services for patients this also brought additional income into general practice.
Clear examples of enhanced portfolios and increased capacity, resulting from being
party to several successful bids championed by federations, were apparent. One
particular extra service, self-refer physiotherapy, exemplifies common themes
emerging. This service received a great deal of attention both in the online forum and
in the interviews with staff. Multiple positive outcomes were often discussed, such as
an acknowledgement that patients could access the right person, and quickly, while at
the same time providing savings in other resources. High levels of patient satisfaction
were also noted. Improving access in terms of speed of referral was also welcomed.
Fast referrals to physiotherapy had several knock-on benefits, from improved clinical
care, to easing overspend elsewhere.
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Somewhat ironically, additional opening hours, supported through projects funded via
federation working altered established workflow and led to staff shortages at unusual
times of the day. On occasion, they resulted in more staff being on-shift and paid than
ordinarily. Nevertheless, there was a belief among many that enhanced service
provision and increased capacity in the form of extra appointments had resulted from
federation projects. The benefits realised extended to a range of patients, including
day workers, shift workers, commuters, mothers and children, college and university
students, elderly and retired people, people with restricted mobility and their carers.
6.5.5 Sharing Resources
Proposition Summary: Collaborative networks offer the potential to reduce
overhead costs through sharing pools of staff (NHS England, 2016). Sharing
staff could enhance holiday and staff sickness leave cover, as well as provide
a larger group of locums to call upon (Lind, 2015). Training provision can also
be shared, as can learning and ideas via the sharing of performance data.
Ultimately, these measures have the potential to improve career progression
for staff (Pettigrew et al., 2016).

Lewis et al. (2017) found that resource complementarity was the most commonly
stated reason for healthcare organisations to work collaboratively. Resources are most
effectively shared when those within a partnership or network have complementary
resources, rather than competitive resources. Furthermore, Coupe (2013) studied
models of integrated service in healthcare, and found that in order to integrate and
share resources successfully, staff working within such collaborative models need to
have a common set of expectations and attitudes towards working together. Two of
the federations studied, Red Federation and Yellow Federation, were formed based on
the fact that they had similar ways of working and were like-minded. They therefore
felt that they had complementary resources and common expectations and attitudes
towards working together. Whilst both of these federations benefited from the ability
to share resources, in actuality it was Blue and Green Federations who benefited the
most from collaborative working. Both had formed based on the geographic locations
of member practices, rather than their complementary resources or common
expectations and attitudes. Geography proved a particularly powerful factor in
successfully delivering services at scale.
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Interestingly, another factor playing a contributory role, is linked to the differences
between the aims and objectives of the Red and Yellow Federation compared to those
of the Blue and Green Federation. For the Red and Yellow Federation, bettering
general practice for members is pivotal to the stated aims of the collaboration. In
contrast, business functions such as increasing income for instance, dominated ways
of working for Blue and Green Federation. This underlying difference in strategic
vision prompted differences at an operational level too. Observable differences
emerged in the ways in which member practices shared resources for instance. The
Red and Yellow Federations supported one another by sharing their resources. For
example, GP practices within the Yellow Federation partnered up so that in the case
of an emergency they could share premises. In contrast, the Blue and Green
Federations placed more emphasis on sharing equipment so that they could provide
additional services and increase income, for example. Again, the importance of
complementary resources and common expectations and attitudes is questioned in this
study. They do not necessarily make GP federations more effective in sharing
resources, instead serving to illustrate that GP federations share their resources
differently.
The aspirational benefits of sharing pools of staff across networks were not evidenced
in the data. Rather, where monies were secured to offer differ services, extra pressures
emerged within the system, often felt by staff due to changes in working hours which
complicated workflow patterns. Complications noted were linked to interference with
family life and work-life imbalance. What is interesting though is that whilst there was
limited evidence of shared back office functions and pooled staffing across the
networks, data indicated a benefit of the collaborative model to be facilitating news
ways of working within member practices. Projects introduced through federation
activity generated no staffing problems for some practices, encouraged others to
capitalise upon luck and goodwill and exposed a realisation that successful work
outcomes might just as readily be achieved by employing a different approach,
employing new ways of working.
6.5.6 Developing a Shared Identity
Proposition Summary: Networks provide an opportunity for individual
practices to have a bigger voice in the local health system, to work with other
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external providers (Goodwin et al., 2011; NHS England, 2016), to collectively
bid and compete for enhanced service contracts against large non-NHS
providers (Matthews-King, 2016; Stirling, 2014), and to bid for large funding
pots previously inaccessible to individual operations.

Bélanger and Rodríguez (2008, p595) suggest that the opportunities collaborative
working offers in forming a collective identity is overlooked and requires more
attention in qualitative research, a driver in this study. The healthcare literature
suggests that collaborative working can give members of the network a sense of
belonging and engagement (Kuziemsky and O'Sullivan, 2015); allow them to take
account of local perspectives (Campbell and Jovchelovitch, 2000); and create group
synergy and mutual support (Lewis et al., 2017). By creating a shared identity it is
possible to define and understand the network and its members (Bélanger and
Rodríguez, 2008). Developing a shared identity will therefore enable GP federations
to better understand each GP practice and each member of staff’s role in the
collaborative working model. Each of the federations studied had developed an
individual identity. However, the development of a collective, shared identity was
often hampered by federations not providing clear roles for each of the member
practices and the staff that worked within these practices. Those that formed the
leadership teams had their own roles, typically based on their personal skill set. The
articulation of these roles to the entire network proved challenging. There were few
instances of all members being fully aware of who held the responsibilities at a
federation level. This corroborates the earlier findings of Bélanger and Rodríguez
(2008) who argue that there is a fundamental need to invest in the development of
clear roles and efficient methods of communication if effective models of
collaborative working are to be realised.
Sharing in the identity of the federation was not clear cut in the data. Members within
some networks did not always feel a sense of belonging and engagement and often felt
isolated within the network. Where a sense of belonging was apparent it was indeed
often associated with communication strategies. For the Red Federation and Yellow
Federation, working as part of a federation had created group synergy and mutual
support. Such was attributed to the underpinning goal of developing a shared voice in

239

the wider healthcare ecosystem. These federations placed value upon the ability of this
shared voice to have a greater influence over micro, meso and even macro issues.
In contrast, participants from Blue and Green Federations varied in terms of how they
felt they were supported by the federation. Weaker group synergy dominated
associated data with a tendency for discussions linked to the development and benefits
of a shared identity emerging often from a place of fear. Participants from the Green
Federation in particular felt that their practice had become part of a federation because
of fears of becoming an outlier and worries about the future of general practice and
primary care as a whole. This suggests that there are multiple drivers behind general
practices working collaboratively. Whilst some might be influenced by the
opportunities presented to create economies of scale, or share their skills and
resources, others are driven by a deep-rooted concern about the pressures upon general
practice felt within the wider healthcare ecosystems (Imison et al., 2014; NHS, 2014).
In practice, results suggest that adopting a MCP federation structure provides an
opportunity for a strategic overview of operations and a bedrock upon which to build
a record in successful bids. Where buy in to a shared identity is evident, this model
can also provide degrees of a collective voice and enhanced power, particularly in
relation to funding and education and training.
Successful bids, made possible through the federation ‘at scale’ structure, generated
multiple opportunities for effective care delivery. These included: piloting extended
opening hours across twenty-four practices (e.g. PMCF project); the development and
launch of a primary care access hub covering out-of-hours activities for local nonroutine appointments; piloting of an online consultation scheme targeting long-term,
house-bound or limited mobility patients; enhanced physiotherapy services; and the
roll-out of the Transitions program across all member practices. Additional monies
secured also funded projects intent upon supporting staff wellbeing, the GP resilience
scheme and retiring GP schemes for instance, a federation wide indemnity scheme
seeking discounts for member practices, and the purchase of practice-based ECG
equipment.
While overall the majority of staff welcomed being part of a federation, not all felt it
offered a worthwhile shared identity. In fact, a minority suggested that schemes
emerging through collaborations had had zero or negligible effect upon service
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delivery. Staff did appreciate the extra income streams which were generated through
collective working however. Such provided them with a tangible example of
federation membership, enabling them also to continue the delivery of core services.
Some even went so far as to indicate that their survival was linked to federation
working, recognising that such enabled them to collectively offer enhanced or extra
services such as earlier home visits, ultrasound, orthopedics, and cryotherapy.
A consistent theme embedded within the data was the value attached to additional
training opportunities made possible through collaborative working. Whilst each
federation differed in the nature and delivery of these opportunities, some
opportunities provided in-house, others, bespoke packages, these were tangible
manifestations of enhanced capacity building and securing a voice when working
together within a larger healthcare footprint. For one federation, the most active in this
area, support included underwriting bespoke training activities with University
providers, a calendar of in-house training support, and the staging of an Alliance Expo
showcasing innovation across primary care. Value added through the shared identity
a federation service network offers was considerable as a consequence.

6.5.7 Unrealised Potential Benefits: Sharing Risk
Whilst industry rhetoric fails to explicitly acknowledge sharing risks as one of the
benefits of collaborative working, the academic literature highlights that GP practices
can benefit in this way. Lewis et al. (2017) for instance found that organisations work
collaboratively in order to reduce perceived or actual risk. Sharing risk did emerge as
an underlying benefit of collaborative working, hitherto under-appreciated in extant
empirical data. In this study, sharing risk was manifest in data linked to mitigating
financial risks, for example, by improving buying power and increasing income,
mitigating risks relating to the future of general practice caused by the wider healthcare
ecosystem and mitigating risks relating to the investment in resources. Collaborative
working enabled GP practices to take risks that they would not as a single practice.
Taking these risks resulted in both GP practices and GP federations adopting
innovative practices which will ultimately lead to improving primary healthcare
services. Innovation took many forms including the roll-out of technological
enhancement initiatives such as an online social network platform, access to an
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enhanced, cloud based, digital dictation service linking patient demographics across
member practices, access to the ‘Big White Wall’ an online mental health service
providing around the clock peer and professional support, and the development of
Apex, a business intelligence system modelling appointment flow and staff output.
Again, in concert with the other benefits previously reviewed, no one operational
model was evident across all federations. The specifics of sharing risk were federation
specific.

6.6 CHAPTER SUMMARY

This chapter has drawn together both the literature review, and empirical data, in order
to revisit the four research questions underpinning this study. SDL has been found to
play an effective role in enhancing understanding of service networks (RQ1). By
adopting an SDL lens, and revisiting the original SDL foundational premises within
the specific context of service network formation, the GP federation, new knowledge
has emerged. This is associated particularly with SDL axiom 5, institutions and
institutional arrangements, and axiom 3, the assumption that all social and economic
actors are resource integrators. Next, in questioning the effectiveness of service
network characteristics when it comes to working at scale (RQ2) a unique insight into
the transferability of business and social network principles to service networks has
been provided and the crucially important characteristics of agility and flexibility
identified (RQ3). Finally, in questioning the benefits of collaborative working (RQ4),
a hitherto neglected empirical dataset has been added which enables a much more
detailed, and nuanced understanding of this service network, the GP federation model
at the heart of this analysis. Differences in benefits are identified within and across
federations. A new previously unrecognised benefit, sharing risk, has been added, and
a new collaborative network model presented. This thesis now turns to the concluding
chapter, Chapter 7. Theoretical and practical contributions are determined along with
opportunities for future research.
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CHAPTER 7 - CONCLUSIONS AND IMPLICATIONS

7.1 INTRODUCTION

This is the final chapter of this thesis. In this concluding chapter we return to the
original research aim: to critically analyse, through the lens of SDL, the GP Federation
service network, and associated research questions:
RQ1. How effective for service research is SDL in terms of enhancing understanding
of service networks and the ways in which they do and do not co-create value?

RQ2. How useful are the established principles of business and social networks to
service networks? That is, which knowledge is transferrable and in what ways
do service networks require a unique perspective?

RQ3. How do different structural elements and characteristics of service networks
impact their effectiveness of working at scale?

RQ4. How does examining service networks from a service systems perspective that
incorporates

micro

(individual

GP

practice), meso

(the structural

operationalisation of the federation) and macro (wider ecosystem including
NHS and Government) levels uncover previously unrecognised opportunities
and barriers to effective performance?

Conclusions linked to each research question are provided along with the contributions
to knowledge emergent through the study. The implications for policy and practice, in
both the public and private sector are then examined, before moving on to consider
the limitations of the research. Finally, implications for further research are suggested
to draw this thesis to a close.
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7.2 SDL AND SERVICE NETWORKS

RQ1. How effective for service research is SDL in terms of enhancing understanding
of service networks and the ways in which they do and do not co-create value?

SDL has been heralded as providing the right perspective, vocabulary, and
assumptions to better understand service systems and networks in terms of their
configurations and modes of interaction (Maglio and Spohrer, 2008). However, there
was a need for empirical evidence to confirm or disconfirm SDL’s key concepts in
order to further develop the theory (Vargo and Lusch, 2017). This research makes a
contribution to shape this field, specifically by uncovering learnings related to axioms
3 and 5 (Vargo and Lusch, 2016), revealing the ability of SDL to drill into the
practicalities of value co-creation. The focus upon resource integration, which is key
to SDL, reveals the unique elements that increase or decrease value creation
opportunities. By examining these axioms, and the fundamental premises of SDL, it
becomes evident that the SDL lens allows us to appreciate that value is an evolving,
unanchored concept; it is really perceived value in context which changes over time
in response to changes at the macro, meso and micro levels.
Axiom 5 states that value co-creation is coordinated through actor-generated
institutions and institutional arrangements (Vargo and Lusch, 2016). This axiom
emphasises the importance of institutions in value co-creation and adds a perspective
that considers how value is co-created in ecosystems. Studying GP federations has
provided new insights into the ways in which collaborations across system boundaries
emerge. Actors or resource integrators, do not exist independently of one another,
neither do institutions. Institutions come together to form institutional arrangements,
that co-ordinate activities in value co-creating service ecosystems (Frow et al., 2016;
Vargo and Lusch, 2016). GP federations operate within the healthcare ecosystem.
Traditionally used to working at the micro level, the primary healthcare sector has,
due to macro level pressures, been forced to work collaboratively at the meso level.
The research therefore reveals previously unidentified ways in which value is cocreated in a complex healthcare service system. Within this ecosystem, different
institutions, such as general practices, hospitals and CCGs, form institutional
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arrangements that co-ordinate activities, so that value can be co-created by the
institutions operating within the ecosystem.
Axiom 3, claims that all social and economic actors are resource integrators,
suggesting that value is created by “networks of networks” (Vargo and Lusch, 2016,
p7). All entities involved in exchange relationships are seen by SDL as ‘economic and
social actors’, and these actors integrate their resources to create value. Resources do
not have intrinsic value, but become valuable when applied or integrated by actors
(Mele, Russo-Spena and Colurcio, 2010). Analysing GP federations does indicate that
member practices are presented with an opportunity to share and integrate their
resources with others in order to create value. However, this research has displayed
numerous examples of actors that are unaware of the opportunities working
collaboratively has presented. When actors are unaware of their role in the resource
integration process, they can become isolated and, as a consequence, become
discouraged. As a consequence of this isolation, they can resist working as part of the
network, effectively confounding their role as a resource integrator, therefore, their
ability to be effective at a meso level is compromised. This may in turn impact upon
their resource integration at a micro level too.

7.3 BUSINESS, SOCIAL AND SERVICE NETWORKS

RQ2. How useful are the established principles of business and social networks to
service networks? That is, which knowledge is transferrable and in what ways
do service networks require a unique perspective?

Applying the research relating to SDL, service systems, business network theory and
social network theory enabled a deep and rich insight into service networks. As a result
of this, this research finds that the density of a network (that is, the proportion of
potential network ties that are realised) does not always impact the interaction
(communication) and resource (knowledge) sharing capabilities of a service network.
This is an important finding that contradicts extant literature (Basole and Rouse, 2008)
which previously contended that high levels of network density was expedient in order
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to enable resource integration and therefore value co-creation. The key findings from
the empirical data related to the structural properties of service networks, influenced
by business and social network theory, are shown in Table 7.1.

Structural Property
Findings from Empirical Data
Network Size
The size of a GP federation network was found to be
determined through two distinct, yet inter-related measures.
One, the number of individual practices collaborating within
the network. Two, the number of patients served by the
network.
Poor communication may be a factor of the size of the
patient population served by a GP federation, and perhaps
the size of the associated staffing base, rather than
necessarily the number of units collaborating within this
service network formation.
It is unlikely that innovation and knowledge creation will
flow easily through a small service network.
Network Density
Density in a federation service network is influenced by role
and responsibility. Those in positions of responsibility
within a federation exhibited a greater capacity for
connectedness than those without such status.
Network Strength
There was little evidence of cross federation relationships
across the member practices. The capacity of weak ties to
be innovative and generate large macro structures, as argued
within the literature, is not upheld in this data.
Network Centrality Those that were central to the network and had higher
and Contact Status
contact status, were those that were involved with the
management of the federation. Those leading the GP
federations, often as a result of their role, were well
connected to staff across the federation.
Table 7.1 – Structural Properties of Service Networks Findings
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7.4 CHARACTERISTICS OF SERVICE NETWORKS

RQ3. How do different structural elements and characteristics of service networks
impact their effectiveness of working at scale?

Service network structures (Basole and Rouse, 2008; Black and Gallan, 2015;
Gummesson, 2006), service network relationships (Basole and Rouse, 2008; Chandler
and Wieland, 2010) and interactions within (Ballantyne and Varey, 2006; Gounaris,
2005; Gummesson, 2006; Gummesson and Mele, 2010) are relatively well researched
and supported by a breadth of empirical data. Similarly, individual characteristics such
as leadership (Lewis et al., 2008; Kuziemsky and O'Sullivan, 2015) and
communication (Coiera, 2000; Kuziemsky and Varpio, 2010) have been considered
from a service network perspective. However, still in its infancy is a body of work
specific to the ways in which service networks co-create value. This research has done
so by examining how different structural elements and characteristics of service
networks might impact upon their effectiveness of working at scale. Eight different
characteristics were found to impact GP federations and their ability to co-create value.
These characteristics and the findings from the empirical data are summarised in Table
7.2.
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Characteristic
Communication
Experience and
Knowledge
Inclusion or Isolation

Leadership

Willingness

Adding Value

Flexibility and Agility

Findings from Empirical Data
Establishing common ground can lead to improvements in
the efficiency and effectiveness of service delivery.
Diverse experience and knowledge across a GP federation
is particularly effective in terms of creating a community
within the federation.
Those that felt included in the GP federation network were
involved in regular communication with other actors
within the network, had an awareness about the meaning
and purpose of the federation and were also more involved
with activities.
A feeling of isolation discouraged participants from
becoming involved more fully in the network. In turn they
showed resistance to working as part of the collaborative
model which impacted on the organisational culture of the
federation.
Leadership traits emerged as a characteristic of an
individual rather than collective action and therefore
generated varying opinions in terms of their effectiveness.
Willingness was shown to be associated with feelings of
isolation or inclusion and quality of communication within
the network.
In order to co-create value, members of the network must
be aware of the objectives of the federation, feel included
within the network, be willing to work as part of this
collaborative model and have knowledge and skills that
will be beneficial to the federation in some way.
A GP federation must be flexible to respond to both the
needs of member practices (micro), and the primary
healthcare environment (macro), then it cannot be
sustainable and effective.

Table 7.2 – Characteristics Findings

A key characteristic emergent within the data, yet largely neglected in extant literature,
is the flexibility and agility associated with a service network. This is particularly
relevant to GP federation network functions at a strategic level. Network structures
need to be constantly realigned and adjusted so that they can create an environment
that balances the need for information processing with the need for adaptive capacities
and flexibility (Chandler and Wieland, 2010). If a GP federation cannot be flexible to
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respond to both the needs of member practices (micro), and the primary healthcare
ecosystem (macro), then it cannot be sustainable and effective. This flexibility and
agility is particularly important as the healthcare economy continues its journey of
morphing into new models of collaborative working, the introduction of Primary Care
Networks the current favoured service model (NHS, 2019). GP federations need to be
able to adapt to work alongside these new models of collaborative working, if they
wish to continue to co-create value as a GP service network.

7.5 SERVICE NETWORKS AND COLLABORATIVE WORKING

RQ4. How does examining service networks from a service systems perspective that
incorporates

micro

(individual

GP

practice), meso

(the structural

operationalisation of the federation) and macro (wider ecosystem including
NHS and Government) levels uncover previously unrecognised opportunities
and barriers to effective performance?

Research question 4 examined service networks from a service systems perspective,
that

incorporates

micro

(individual

GP

practice),

meso

(the

structural

operationalisation of the federation) and macro (wider ecosystem including NHS and
Government) levels, uncovering previously unrecognised opportunities and barriers to
effective performance and value co-creation. This study is positioned within
England’s healthcare system which promotes integrated care and collaborative
networks incorporating micro, meso and macro services as the way forward (Lind,
2015; Rosen et al., 2016). Whilst the macro level healthcare policy has evolved during
the course of this research, the political narrative attached to collaborative working
has retained essential features. It is about Multispecialty Community Provider (MCP)
models operating within an Integrated Care System (ICS). In this service
configuration, practices remain in their current form, should GPs and patients wish,
but are encouraged towards realising the option of using the strengths of ‘expert
generalists’ (NHS England, 2016) to target services at registered patients with
complex ongoing needs, such as the elderly, or those with chronic conditions. This
model allows for the expansion of service delivery to include nurses, therapists, and
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other community-based professionals. In offering patients a wider range of services,
collaborations, as illustrated by GP federations, may decide to employ consultants or
take them on as partners, bring in senior nurses, consultant physicians, geriatricians,
pediatricians, and psychiatrists to work alongside community nurses, therapists,
pharmacists, psychologists, social workers, and other staff.
With acceptance of a collaborative working model by no means widespread, the ‘why
collaborate’ question receives regular scrutiny (Imison et al., 2014; NHS England,
2016; Royal College of General Practitioners, 2013). The literature review detailed
the five benefits which might be realised through collaborative working (Addicott and
Ham, 2014; British Medical Association, 2015), however a lack of empirical data
underpinning these assumptions is evident. This research found that collaborative
working does realise some benefits evident in literature, but not all. The presentation
of these benefits is unique to the GP federation in question.

Figure 7.1 - Realised Benefits of Collaborative Working (Sinton, 2019)
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All benefits within the literature and industry rhetoric are evidenced, to some extent.
As we drilled further into the data the nuances between each benefit and each
federation begin to appear. The five theoretical benefits of a collaborative network
promised by the literature are realised to different degrees. Figure 7.1 visualises these
collective findings. The federation model provided funding, innovation, education and
training, and central functions. Delivering effective care is evident in a MCP structure.
Improving patient access was realised, while the sharing of skills and expertise, and
the development of a shared identity were mostly realised, though there is still some
work needed for these benefits to come to full fruition. Whether this is necessarily at
lower cost is less clear. Scale economies and sharing resources, ordinarily associated
with cost saving opportunities, mostly fall outside the realm of fulfillment in the
dataset. Table 7.3 provides an overview of the nuances found relating to each of the
proposed benefits.
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Benefit
Economies of Scale

Sharing Skills and
Expertise

Sharing Resources

Improving Patient
Access

Developing a Shared
Identity
Sharing Risk

Findings from Empirical Data
There is very little empirical evidence within the academic
literature to show that collaborative working in fact leads to
economies of scale. This research therefore adds to this
empirical evidence base, by providing evidence to show that
GP federations allow general practices to benefit from
economies of scale.
The research supports the idea that collaborative working
enables GP practices to share skills and expertise, providing
empirical evidence to do so. Although, the research also
provides evidence to show that the skills and expertise of
those within GP federation are not utilised and integrated to
their full potential, due to a lack of communication and
knowledge regarding the skills and expertise of those within
the network.
GP federations are able to benefit from the opportunity to
share resources. This benefit in particularly was regularly
discussed by participants and was one of the most realised
benefits of federating. Although resource complementarity
and common expectations and attitudes did lead to
successful sharing of resources, this was not always
necessary for a GP federation to be effective in doing so.
The ability to improve patient access by working
collaboratively was shown to only be realised by two of the
four federations studied, and therefore this benefit is the
least realised benefit of working at scale, despite being the
benefit that would have the highest impact on the care and
level of service that is provided to patients. Other models of
collaborative working in healthcare have provided evidence
to suggest that by working together patient satisfaction and
access can be improved, although GP federations in
particular have not fully realised their potential to do so.
GP federations are benefitting from developing a shared
identity, although problems with communication is
preventing to do so to the full extent.
GP federations benefit from sharing risks in a number of
different ways, enabling them to improve their service
provisions for both GP practices and patients.

Table 7.3 – Benefits Findings

252

The industry rhetoric failed to acknowledge sharing risks as one of the benefits of
collaborative working, the academic literature highlights that GP practices can benefit
in this way (Lewis et al., 2017). Sharing risk did emerge as an underlying benefit of
collaborative working, hitherto under-appreciated in extant empirical data. In this
study, sharing risk was manifest in data linked to mitigating financial risks, for
example, by improving buying power and increasing income, mitigating risks relating
to the future of general practice caused by the wider healthcare ecosystem and
mitigating risks relating to the investment in resources. Collaborative working enabled
GP practices to take risks that they would not as a single practice. Taking these risks
resulted in both GP practices and GP federations adopting innovative practices which
will ultimately lead to improving primary healthcare services. Again, as with the other
benefits previously reviewed, no one operational model was evident across all GP
federations. The specifics of sharing risk were federation specific.

7.6 CONTRIBUTIONS TO KNOWLEDGE

By utilising SDL as the lens through which to critically analyse GP federations, this
research uncovers new perspectives on service networks and in so doing makes several
contributions. These contributions take the form of (1) the implementation of a theory
in order to demonstrate how it can be applied in practice; (2) the transference and
application of existing principles in a novel way in order to reveal new perspectives;
(3) the extension of knowledge pertaining to collaborative working at scale; and (4)
the application of service concepts and models to examine GP federations in a unique
manner and thus reveal previously unidentified ways in which value is co-created in a
complex healthcare service system.
7.6.1 Theory Implementation
SDL has several sets of generalised principles in the form of foundational premises
and core axioms. What is lacking from SDL is the empirical testing of these
generalised principles in order to move SDL from a framework to a theory. This
research empirically demonstrates how this theory and several of its key generalised
principles in particular, are not only empirically testable but are also extremely useful
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for examining the intricacies of a complex service network. Responding to a clear call
for more empirical research to apply SDL to practice (Baron et al., 2014; McCollKennedy et al., 2017; Ostrom et al., 2015), the research therefore demonstrates the
application of one of the most influential paradigms for service research.
The research has demonstrated that SDL can be used as a lens through which to
critically analyse co-creation in service networks. Specifically, at the core of SDL is
the issue of how to apply operant resources in the form of collective skills, knowledge
and experience (Vargo and Lusch, 2017). At the core of this research is how service
networks co-create value by examining actors, interaction, resources, and integration;
rather than utilising the more traditional performance measures such as key
performance indicators and metric outputs. By encouraging us to concentrate on
resource integration rather than the more traditional performance output measures,
SDL highlights unique elements that encourage or discourage value creation
opportunities.
The research reveals that value is an evolving, unanchored concept and therefore
perceived value changes over time in relation to changes at the macro, meso and micro
levels. The research identifies agility and flexibility as two previously unidentified yet
critically important characteristics for actors operating in a complex service network.
Actors must be able to respond to changes within the service systems that form the
service network and to external changes and pressures from the service ecosystem.
This finding lends support for Maglio and Spohrer’s (2008) contention that when SDL
is utilised as the philosophical foundation, the service system can indeed be viewed as
its basic theoretical construct. As a result, new knowledge in the form of these new
characteristics has emerged.
7.6.2 Transference and Application of Existing Principles in a Novel Way
Using a SDL lens to view GP federations from a service system perspective
necessitated examining the structural workings of service networks. Relatively little is
known about the characteristics that drive value creation in service networks (Barile
et al., 2016; Black and Gallan, 2015). Consequently, this research goes outside the
literature relating specifically to service networks and brings a unique perspective with
the application of both business network theory and social network theory. The
synergistic benefits of SDL, service systems, business network theory and theory
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relating to social networks enabled a deep and rich insight into service networks. As a
consequence, this research finds that the density of a network (that is, the proportion
of potential network ties that are realised) does not always impact the interaction
(communication) and resource (knowledge) sharing capabilities of a service network.
This is an important finding that contradicts extant literature (Basole and Rouse, 2008)
which previously contended that high levels of network density was expedient in order
to enable resource integration and therefore value co-creation.
Alongside this, the research demonstrates that SDL’s service system perspective
(Maglio and Spohrer, 2008), with its macro, meso, and micro focus, ensures the
researcher takes a holistic perspective to examine the full service system as a whole.
Results reveal a need for new principles of effective networking in service that are in
line with the unique nature of service and the ways in which a service network is
operationalised within a larger and complex service ecosystem. The research has
uncovered ways in which value co-creation occurs within multiple levels of
interconnected service systems which themselves may be part of multiple service
networks, for example, a service network may co-create value with a service system.
This complex web of relationships and actor-generated institutions and institutional
arrangements is even more complex than previous literature suggests. Even relatively
recent research that creates an awareness of the need for enhancing the ways in which
service is researched, with a plea to focus on systems, networks, and ecosystems and
even offers a tri-level approach to reconceptualising the ways in which service is
conceptualised (Barile et al., 2016) falls short of acknowledging these levels of
complexity when service is researched empirically.

7.6.3 Extension to Knowledge Pertaining to Collaborative Working at Scale
Whilst insights into the benefits and challenges derived from collaborative working in
health do exist (Addicott and Ham, 2014; British Medical Association, 2015; Imison
et al., 2014; NHS England, 2016; RCGP, 2013), much is theoretical, underpinned by
a lack of empirical testing. Collectively, five benefits which might be realised through
collaborative working are commonly suggested: (1) sharing resources, (2) sharing
skills and expertise, (3) creating economies of scale, (4) developing a shared identity,
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and (5) improving patient access. The need to test this rhetoric was a key justification
for this research.
The research revealed that not all models of collaborative working fully realise these
benefits. Consequently, this research makes a contribution in the form of insights into
the ways in which often cited benefits – or value co-creation – is and is not realised
within a complex health ecosystem. A new collaborative network model was
developed from these empirical findings. This model extended the commonly
discussed benefits to include unrecognised potential benefits in the form of sharing
risk. Sharing risk emerged as an underlying benefit of collaborative working. In this
study, sharing risk was manifest in data linked to mitigating financial risks, mitigating
risks relating to the future of general practice caused by the wider healthcare
ecosystem and mitigating risks relating to the investment in resources. Again, as with
the other benefits previously reviewed, no one operational model was evident across
all GP federations. The specifics of sharing risk were federation specific.
7.6.4 The Application of Service Concepts and Models to Examine GP Federations
in a Unique Manner
There is no known previous service research study that examines the GP federation as
its basic theoretical construct in a piece of research into a complex service network.
This unique perspective has enabled this thesis to uncover new knowledge around two
key axioms of SDL. Firstly, relating to axiom 5, which asserts that value co-creation
is coordinated through actor-generated institutions and institutional arrangements
(Vargo and Lusch, 2017, p47), new insights into the ways in which collaborations
across system boundaries emerge. The complexity that is primary healthcare,
traditionally used to working at the micro level, has, due to macro level pressures from
the healthcare ecosystem, been forced to work collaboratively at the meso level. The
research therefore uncovers previously unidentified ways in which value is co-created
in a complex healthcare service system. The second axiom particularly of relevance to
this research is axiom 3, which asserts that all social and economic actors are resource
integrators. This research finds that when actors are unaware of their role in the
resource integration process, they can become isolated and, as a consequence, become
discouraged. As a consequence of this isolation, they can resist working as part of the
network, effectively attempting to refute their role as a resource integrator.
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7.7 IMPLICATIONS FOR POLICY AND PRACTICE

From a practical perspective, this research is the most comprehensive known study
into GP federations and uncovers a wealth of knowledge pertaining to the barriers and
benefits of working collaboratively to achieve scale benefits. Its findings will be of
practical use to those already working in a GP federation, those contemplating joining
a GP federation, and those who perhaps do not fully understand their expected role as
a resource integrator in the new primary care network. The research also has
implications for networks outside healthcare that are attempting to co-create value and
take a more holistic perspective to their role as part of a larger system.
7.7.1 Implications for Public Sector Managers
Given that the research was conducted in the context of the public sector, there are a
number of implications that can be drawn from this research for public sector
managers. Firstly, the research has provided an analysis of GP federations and the
benefits of working collaboratively as part of such models. This knowledge will enable
managers, specifically in primary care, to assess whether or not collaborative working
in this way is appropriate for their general practice, particularly in light of the
introduction of PCNs, and the financial incentives associated with this. By
understanding the benefits of working at scale, management will be able to make
informed decisions as to whether these potential benefits could improve the way in
which their general practice is operating. It will also enable managers whom are
already working as part of a GP federation to evaluate whether the network that they
are a part of is working towards achieving these benefits. This research has raised
questions in regards to whether GP federations can be utilised more effectively to
improve the delivery of primary care, and this is a question that may GP federations
will be able to ask themselves.
Additionally, characteristics have been identified that enable a GP federation to
operate effectively. This will allow those working as part of GP federations, or other
models of collaborative working in healthcare, to understand the ways in which they
could improve their network in order to operate more effectively. For example, they
may identify issues with their communication methods and improve this in order to
help them work towards operating more effectively. These characteristics will also be
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helpful when it comes to recruitment and staff development within GP federations,
whether that be existing networks or newly formed networks. Managers will be able
to assess the skill set and characteristics of the resources within the network and
identify any gaps. For example, it may become apparent that there is a need for an
individual who can improve the communication throughout the network, so the
network may choose to recruit a communications manager, or train one of their current
staff on this role. By understanding these characteristics, it is also possible for
managers to assess their current resources and further understand the skill set within
the network, as it is often the case that the skills of staff are not being utilised to their
potential. This can be the case in both medical and administrative staff.
Furthermore, by gaining a deeper understanding of the GP federation model it has
been possible to identify links between the structure of these networks and their
objectives, size and board of directors. This information will assist managers in putting
the correct foundations in place for a GP federation. By ensuring that these key factors
are cohesive with one another, it is possible to form a network structure that is suitable
for the objectives of the network.
Further guidance for the implementation of GP federations is provided in subsection
7.7.3.
Taking a wider perspective, the findings of this research will also help more senior
managers within the NHS to understand how they can assist general practices in
forming GP federations and other models of collaborative working. By being able to
provide general practices with more detailed information, which is supported by
empirical evidence, general practices can make informed decisions on whether being
part of a collaborative model of working is suitable for their practice. This research
will also assist NHS managers in assessing the progress made with GP federations,
giving them a deeper insight into how such networks are operating. This assessment
would highlight the need for further guidance and support for general practices in
forming collaborative working models.
Ultimately, the research will also help to inform future healthcare policy in regards to
ways of working in primary care. The NHS Long Term Plan (NHS, 2019) and the
introduction of PCNs shows that the NHS see potential in models of collaborative
working, given that working collaboratively in some form has been the focus on the
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industry rhetoric for primary care since 2014 (NHS, 2014). This research will therefore
provide an empirical evidence base that can be used to guide the formation of models
of collaborative working, providing an understanding of the structural properties and
characteristics that lead these models to be effective and the potential benefits of
working collaboratively.
The findings of the research also provide insight to those working in other areas of
healthcare, such as secondary care, mental health and social services. This would allow
managers in these sectors to further understand how GP federations operate, which
would be particularly be helpful for those who work closely with primary care
providers. This research would also give such managers an insight into collaborative
working, potentially raising questions as to whether collaborative working models
would be beneficial to other areas of healthcare.
7.7.2 Implications for Private Sector Managers
Due to the research being studied in a public sector context, there are fewer
implications that can be drawn from this research for private sector managers.
However, there are learnings from this research that could be helpful, particularly to
private sector healthcare managers. By understanding how GP federations operate,
managers from private hospitals would be able to understand how they can work
alongside such models. Such models may also present opportunities for collaborative
working with hospitals. For example, a specialist from a private hospital may be able
to provide monthly clinics for a GP federation.
Considering the research findings in a broader manner, this research would be helpful
for private sector managers to help them understand opportunities for collaborative
working and models of vertical integration. Although the benefits of working
collaboratively would be different in other industries, the characteristics that make a
service network effective in achieving its objectives could be applied to other
industries. Although the context is different, the end goal of creating value by
integrating the resources within a network remains the same, and the characteristics
identified can help other services networks to work towards being effective in
achieving their objectives. Of course, there may too be other characteristics that prove
to be significant in other industries.
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7.7.3 Effective Implementation of Collaborative Working Models
In order to effectively implement a GP federation, the findings of this research would
suggest that the following should be considered:
The objectives of the GP federation should be carefully considered. As previously
discussed, there are a number of potential benefits of collaborative working, however,
not all GP federations will have the same intentions. Table 7.4 shows the list of
potential benefits of collaborative working, grouped into different types of benefits.
These potential benefits could be used as a starting point for GP federations when
developing their objectives, by helping them to understand the ways in which working
collaboratively can improve the delivery of primary healthcare.

Economies of Scale

Sharing costs of
development
Financial outcomes

product

and

technology

Sharing Skills and Expertise

Developing opportunity to learn and adapt new
competencies
Enhancing ability to manage uncertainty and solve
complex problems
Sharing knowledge

Sharing Resources

Improving Patient Access

Gaining resources
Responding rapidly to market demands and
technological opportunities
Increasing patient satisfaction
Improving quality of care

Developing a Shared Identity Gaining mutual support and group synergy
Gaining acceptance of foreign governments
Sense of belonging and engagement
Taking account of local perspectives
Gaining influence over domain
Gaining access to new markets
Strengthening competitive position
Other
Sharing risks
Table 7.4 – Benefits to Consider When Forming GP Federation Objectives
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As shown in Figure 7.2, the objectives of a GP federation are impacted by a number
of other factors. The research has shown that the legal structure of a GP federation,
and whether a formal or informal structure is adopted, impacts the purpose, objectives,
size and board of directors. GP federations that follow a formal legal structure tend to
focus on providing services for practices and patients and therefore have business-like
objectives. They tend to be larger in size and are often led by formally appointed
directors. On the other hand, those that take a more informal approach to structure are
based around providing support for member practices, rather than services, and have
more vague objectives. The networks tend to be smaller in size and they are led by a
voluntary grouping.
Therefore, when developing their objectives GP federations should carefully consider
these other factors and the impact that they may have on the way in which the network
operates. It is therefore suggested that in the early stages of development decisions in
regards to the purpose and objectives of the network and legal structure of the network
are made hand in hand, in order to form a cohesive model.

Figure 7.2 – Impact of Network Structure (Sinton, 2019)

The research also suggests that in order for the GP federation to operate effectively a
number of characteristics must also be considered. Table 7.5 shows the characteristics
that can lead a GP federation to operate effectively, providing an explanation for each.
261

By understanding the impact of such characteristics, it is possible to ensure that efforts
are made to implement this guidance from the offset, allowing the GP federation to be
as effective as possible in achieving the objectives set.

Characteristic
Communication

Flexibility

Inclusion

Leadership
Knowledge and
Expertise
Willingness

Adding Value

Explanation
Regular and consistent communication required with all
members of the network. The relevant information should be
communicated with the relevant people to prevent saturation.
Members of the networks should be aware of who to make
contact with regarding specific issues. Communication must be
two way.
The network must be flexible in two ways. The network must
be flexible to the external environment and be able to react to
changes in the external environment. The network must also
be flexible to the needs of their members. Practices must be
able to maintain a degree of autonomy in order to best meets
of their staff and patients.
All members of the network should be included in
communication and have the opportunity to share thoughts,
ideas and opinions with the network, as the networks role is to
represent individual practices.
The leadership of the network should be in line with the size,
the structure and the objectives of the network.
No prior knowledge on GP federations is required. The role of
the network should be based around a knowledge of all the
practices, staff and patients that form the network.
All members of the network should show a willingness to be
involved. A resistance from members can lead to issues with
communication and isolation in the network and can cause
opportunities to create value to be missed.
The network must have focused objectives and should be
aware of the ways in which value can be created by
integrating the resources within the network, such as staff,
premises and equipment.

Table 7.5 – Characteristics for Effective Implementation of a GP Federation
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7.8 LIMITATIONS

As with all research this research has a number of limitations. The delimitations,
including issues with context, time and theoretical perspective, were discussed in
subsection 1.7. Throughout the course of this research, three further limitations
became apparent: methodological limitations, sample limitations and limitations as a
result of timing. These limitations are discussed in the following subsections and
justification is provided for the decisions made, with explanations of how such issues
were overcome.
7.8.1 Methodology Limitations
As with all methodologies, ethnographic data collection has its limitations, and so do
each of the individual techniques used to obtain this data. The strengths and limitations
of each of these techniques are summarised in Table 7.6 and are discussed in further
detail in Appendix H.
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Method
Ethnography

Strengths
-Rich opportunities for
developing contextualised
studies.
-A range of data can be used to
gain a holistic undertstanding
of a phenomena.

Netnography

-Encourages the researcher to
emege themselves in the
culture being studied.
-Data is ‘already transcribed’
making it an efficient method
of data collection.
-The researcher gains an in
depth and first hand insight
into the context.
-Allows the researcher to
explore research questions that
emerge throughout the
research.
-Documents can be used to
provide context to the
phenomena being studied.
-Documents can raise
questions that the researcher
needs to ask.
-Documents can be used to
supplement other methods of
data collection.
-Documents are often easily
available and are an efficient
way of collecting data.
-The researcher can gain an
insight into participants feeling
and opinions regarding the
phenomena, and can raise
questions that may be
uncovered by participants
answers.
-The researcher can clarify
points raised by the participant.

Participant
Observations

Document
Collection

SemiStructured
Interviews

Limitations
-Sustained engagement between
researcher and participants is
needed.
-Data collected can be too
descriptive.
-Does not tend to generate
generalisable findings.
-Data lacks breadth.
-Focuses purely on textual data.
-Only a certain demographic are
usually represented online.
-It can be difficult to gain
consent from online participants.
-Potential lack of objectivity as
the researcher becomes a
participant.
-Can raise ethical issues.
-The presence of the research
can influence participants
behaviour.
-Documents can lack the detail
required by the researcher.
-An incomplete collection of
documents can lead to bias.

-Results can be difficult to
compare due to flexibility of
semi-structured interview.
-Participants may give socially
desirable answers as a result of
demand characteristics.
-Participants may not be
comfortable discussing the
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Secondary
Data

-The researcher can use social
cues such as body language to
help gain a further
understanding of the
participants perspective.
-Interviews can be recording,
leading to more accurate
transcriptions.
-Gives the researcher access to
a wider range of information.
-Efficient way of collecting
data.

questions raised by the
researcher.
-Time consuming method of
data collection.

-The researcher may not have
experienced the phenomena
being explained.
-The questions being asked may
not have been directly relevant
to the research that the
secondary data is being used in.

Table 7.6 – Methodology Strengths and Limitations (adapted from Barriball and
While, 1994; Bowen, 2009; Iacono, Brown and Holtham, 2009; Kozinets, 1998; Lillis,
2008; Merriam and Tisdell, 2015; Opdenakker, 2006 and Savage, 2000).

The limitations of each of the methods of data collection have been considered by the
researcher, and all precautions have been taken to ensure that such issues are avoided
where possible. All methodologies face certain limitations, however, it was felt that
the research methods used were most appropriate for this research, and that they would
obtain a diverse and valid data set.
7.8.2 Sample Limitiations
As acknowledge in subsection 4.4.2, the sample represented different genders, ages,
different general practices and length of service well, with a relatively even
distribution throughout, making it a purposeful sample (Sandelowski, 1995).
However, the interview sample primarily included participants over the age of 40, with
only two participants sitting in a lower age bracket. However, given that the NHS has
an aging workforce (www.bma.org.uk, 2019), this sample is considered to be
representative of those working within primary care.
In terms of the representation of GP federations, an attempt was made to include GP
federations that differed in terms of how long they had been established, how many
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practices and patients they had, geographical location and also legal structure. The
four GP federations are positioned around North West England, and the West
Midlands, and are within approximately a one-hundred-mile radius of one another.
The sample therefore only represents Northern and Western England, leaving
Southern and Eastern areas unstudied. However, although member practices and
patient population do impact on a GP federation and its development, the geographical
location itself has little effect on the ways in which a GP federation forms and operates.
However, this research could be easily replicated in other locations around the UK, in
order to make findings more generalisable.
7.8.3 Timing Limitations
A further limitation of this research comes from the timing. In the process of
developing this thesis there have been significant changes in the direction given to
primary care providers regarding collaborative working. This thesis began in 2015,
during a time when general practices had been advised as part of the NHS Five Year
Forward View (NHS, 2014) to work at scale and form models of collaborative working
in order to deal with the pressures facing primary care, such as a lack of funding and
a changing patient demographic. The data collection process therefore involved GP
federations that had formed based on this advice. However, in January 2019 the NHS
Long Term Plan (NHS, 2019) was published, introducing the concept of PCNs. This
rhetoric offered new advice to general practices, stating that general practices should
work with a network of other healthcare providers in the locality, such as hospitals and
pharmacists, in networks with a patient population no larger than 50,000. General
practices are provided funding for working in this way. This rhetoric varied
significantly to the advice provided in 2014 (NHS, 2014), and GP practices are now
having to reconsider the ways in which they are working collaboratively. This new
direction provided by the NHS does not prevent GP federations from continuing to
operate, however, in order to gain additional funding many GP practices are working
within PCNs as well as GP federations.
The findings of this research however are still relevant given that GP federations still
operate. Furthermore, the findings of this research can be applied to any model of
collaborative working in primary healthcare, given that these models continue to exist
as service networks that are dealing with the pressures facing primary care. The
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structural properties of networks, the characteristics of networks and the benefits of
working collaborative in primary healthcare remain the same.

7.9 IMPLICATIONS FOR FURTHER RESEARCH

7.9.1 Alternative Locations
As stated in the limitations, this research involved GP federations that are operating in
the Northern and Western regions of England. This limitation provides the opportunity
to replicate this research in a different region in England, or alternatively in another
country where collaborative working is encouraged in healthcare. By studying models
of collaborative working in primary healthcare in other parts of the UK, it would be
possible to build on the findings of this research, making the findings more
generalisable to the entire country. The geographic location of a GP federation can
impact on the service network in a number of ways, such as the size of the patient
population, the patient demographics and the local healthcare priorities. However, it
would interesting to investigate whether the location of the GP federation had any
impact on the way in which the networks have formed and are operating. This may
affect the benefits that the GP federations are receiving and the characteristics that are
leading the models to be effective.
The research could also be replicated in another country, in order to examine whether
collaborative working models in healthcare are benefitting general practices in the
same way, and whether the same characteristics are driving such models to be
effective. For example, collaborative working is encouraged in the healthcare industry
in Australia, where currently general practitioners are being advised to work
collaboratively with nurses (McInnes et al., 2017). This research model could be
applied to this context in order to understand the benefits of working collaboratively
in this scenario and the characteristics that will lead this collaboration to be effective
in what it aims to achieve. This would make it possible to establish whether all models
of collaborative working in healthcare lead to the same benefits and are driven by the
same characteristics.
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7.9.2 Alternative Contexts
Another opportunity for further research is to apply this research model to an
alternative context or industry. This would provide the opportunity to investigate
whether there are any similarities between the benefits of collaborative working in
different industries. Furthermore, it would be possible to identify whether the same
characteristics lead to effective collaborative models in other sectors. For example,
veterinary practices are currently forming inter-professional practice models
(Kinnison, May and Guile, 2015), which involve collaborative working between vets
and other veterinary professionals, such as technicians and physical therapists. By
applying this research model to this context, it would be possible to identify the
benefits of vets working collaboratively and the characteristics that lead collaborative
working models in the veterinary industry to be effective in achieving their objectives.
Further industries or sectors that this research could be applied to include: secondary
healthcare; mental health services; social services; education; and public services,
including the police force.
7.9.3 Alternative Methodologies
There is also an opportunity for alternative methodologies to be applied to this
research. Positivist methodologies could be considered as an alternative, as by using
quantitative research methods it would be possible to generate more generalisable
data. Questionnaires could be distributed to GP federations across the country, in order
to identify the benefits of working collaboratively and the characteristics that lead such
service network models to be effective. By using questionnaires to do so, it would be
possible to generate a large data set, which could be generalised to all models of
collaborative working in primary healthcare in the UK. However, it is worth noting at
this point that models of collaborative working are all unique, meaning that it may not
be appropriate to make generalisations. A lot of the data collected throughout the
course of this research came as a result of participant observation, both online and in
person, and not just simply interviews. Many of the valuable findings in this research
were not stated directly by participants and in fact were identified by piecing together
different data sets, therefore, simply conducting questionnaires or surveys may
provide significantly different results.

268

7.10 THESIS SUMMARY

This thesis has critically analysed, through the lens of SDL, the GP federation service
network emerging in primary care in England. By adopting a multi-methods
qualitative research approach, it has contributed to understanding of SDL by
demonstrating the value of SDL as a lens for examining the intricacies of a complex
service network. It has illustrated how perceived value changes over time and is a
function of changed at macro, meso and micro levels. It has added agility and
flexibility to characteristics of effective service networks, along with ‘sharing risk’ to
the benefits of collaborative working. A new collaborative network model is proposed.
On a practical level, examining service networks in the form of GP federation has also
raised questions as to whether there may be more effective ways of general practices
delivering services. Data suggests that to be effective, models of collaborative working
attached to primary healthcare must be operationalised in a way that retains a degree
of general practice autonomy, placing a focus upon communication and inclusion
strategies. Opportunities for future research are presented.
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APPENDIX

APPENDIX A: NETNOGRAPHY OVERVIEW

Topic

Extended
Opening
Additional
Services
Training
IT
Saving Time
Saving Money
Successful Bids
Research/ Pilots
Average

Number of
Related Posts
15

Number of
Views on
Related Posts
681

Number of
Comments on
Related Posts
90

22

884

84

7
11
16
18
10
8
13

310
491
744
848
396
443
600

41
95
106
137
42
64
82
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APPENDIX B: OBSERVATION RECORD

Green Federation Directors Meeting
15th October 2016
 Two local federations are merging to become Green Federation– led to a
change in directors, with 8 becoming 6
 Bank accounts of two federations are also being merged (still being
discussed and finalised in October 2017)
 Discussion on [funding bid] – [name of consultancy firm] are being paid to
manage the fund (CCG will pay the federation who will the pay practices
for the activity they do). As of 1st January 2017, they will have to do
activity on a Sunday, which will be done from a hub they are putting in
place. The hub may also be used on Saturdays and will be based out of an
existing practice
 Discussed the idea of the federation becoming a provider i.e. them
contracting work out to practices
 Should the federation become CQC registered? This would allow
federation to host projects
Green Federation Directors Meeting
2nd November 2016
 Federation are looking for a GP to fill a role organising the out of hours
services for them
 Discussed that there are too many meetings for the directors to attend (but
didn’t come up with a solution to this)
 [Name of member practice] are doing early morning and Saturday morning
physiotherapy appointments through [name of funding]
 [Name of funding] is becoming [new name of funding]. Federation will
hold the [amount £] contract. As of April 2018, all GP practices will be
able to take on this contract.
 Discussed how they will advertise this to patients (for example, local
newspapers)
 Three options of how they do [name of funding] activity – do as now, run
hubs in each locality, or do as now during the week in each practice and
have a hub at the weekend
 Federation were the only people in the country who based and provided
these additional services on existing practices, and they had the best results
 Made the decision to run as is during the week and hubs at the weekend
 The funding will only be spent on extended access this time round
Right Access to the Right Care Event - London
1st December 2016
 Look online at Is Bigger Better Report – shows push and pull factors for
working at scale. Report also shows that working at scale can improve
sustainability
 First mention of STPs heard
 Now referred to as “working at scale” rather than federations
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There is worry about entrepreneurs taking over practices and stripping
them out, leaving underperforming practices filled with locums
How does large scale work in rural areas? Don’t want to destroy the
essence of general practice, but can work at scale behind the scenes
Have to be careful when deciding which practices are part of a federation –
just because practices are in the area doesn’t mean they will work well
together
By 2021 GP federations will be getting “proper” money for working at
scale, rather than getting odd bits of money for taking on contracts
Event seemed to be attended by like-minded people – all very positive
about working at scale, and when asked who already works at scale 95%
of audience raised their hands. To me this shows that those who are
positive are much more proactive, and much more interested in making the
best out of working at scale.
Throughout the day there was only one negative comment made by a
member of the audience about working at scale.
The breakout sessions were almost like sales pitches (based on what
services people of developed within their federation, and how you can buy
in to these services)

Green Federation [name of funding] Meeting
7th December 2016
 Meeting open for all practices to attend – turnout was not great
 Informed of the decision to run as is during the week and hubs at the
weekend
 Told that practices can still offer extended opening hours, during the week
and on weekends
 The scheme is meant to be permanent, not just for one year (although can’t
be certain)
Green Federation Directors Meeting
7th December 2016
 [Name of project] – 5 clusters of practices – these supply what each
specific community wants, looking at health priorities, communication,
how money is spent and sustainability
 First year of operation each practice donated money per patient to the
federation (£1/ patient)
 In the second year of operation, money from the CCG went straight to the
federation, rather than the practices donating, which means the CCG now
“thinks” they own the federation
National Federations, Mergers and Alliances
12th January 2017
Conference - Leeds
 Five stages in federating history – entrepreneur lead, followers, CCG
pushed, mergers, alliances
 Noticed alliances and federations are distinguished between
 Forms the GP federations can take – GP federations, provider companies,
super practices, just working together
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Key points on federating – purpose, structure, liabilities, mechanics, rules/
agreements
 Purpose of federating – protection, profits, patients, population, back
office, sharing (e.g. staff), clinical services, premises
[Name of Speaker, name of Federation]
 Why did they federate? Increasing demand, reduced funding, recruitment
difficulties, patient care is exposed to risk, coming together is difficult
when everyone thinks their model is the best, scaling access to services,
enables shifting resources from secondary care to primary care


Much like London event, although the event was informative it was very
much about what services [name of legal company] could provide your
federation

Green Federation Pharmacists in Practice Meeting
18th January 2017
 Expected to be 1500 more pharmacists by 2020
 NHS hoping to have 1 pharmacist per 30,000 patients
 NHS England want it to be patient facing and for patients to book
appointments to see the pharmacist
 Federation are putting in a bid. There has to be over 30,000 patients for this
to be accepted
Green Federation Directors Meeting
18th January 2017
 CCG are having financial issues, and want underspent money from roles
that can’t be filled back
 [Name of funding] now being renamed for the second time to [new name
of funding]
Green Federation Directors Meeting
29th March 2017
 Federation putting in bid to provide DVT scans in the community
 Federation are having problems with cash flow – [name of company] are
disputing contract with the federation
 Discussing (again) whether the federation should become a provider
 Awarded [amount £] as one of 11 pilots, to get retired GPs back in to the
work place. Would only do parts of the job they enjoyed e.g. seeing
patients/ end of life care etc. and would be contracted a certain number of
sessions per week. The practice that employs them would pay and insure
them. They could possibly be used to cover roles that practices can’t fill,
such as out of hours.
Green Federation Directors Meeting
26th April 2017
 Federation now offering DVT scans out of [name of member practice].
These are ultrasounds, provided by a private company. Federation intends
eventually to have this in all practices. Awarded [amount £] to do this.
 Discussed upping the £1 per patient subscription to the federation fee, in
order to cover all these additional services, they now provide
xxix




Discussed having problems with communication from the federation, and
that they are hoping to improve both the website and the newsletter
Talk of sharing back office functions and potentially having a pool of staff

Green Federation Directors Meeting
24th May 2017
 Hubs will start the first week in June on weekends
 Discussed that people have been asking what type of federation the Green
Federation is and that this needs to be established. Discussed again whether
or not the federation is a provider!
 Decided that federation will not be a provider because of CQC registration
Green Federation Directors Meeting
27th September 2017
 Federation wants to set up a buying group. There is one currently set up
between a few practices in [name of town] (federation not involved in
this), but they want to roll it out across the federation. This would allow
them to save money, as the more practices the bigger the discount. The
buying groups seeks the lowest price on the market – using company called
[name of external company]
 Discussed having practice managers at directors’ meetings -decided it
might be better to have them at a [name of project] level. Discussed asking
each of the areas to nominate a lead practice manager to attend some
directors’ meetings. This would allow practice managers to feedback about
the federation in the practice managers meetings
Green Federation AGM
1st November 2017
 Opening a second hub in [name of town]
 The federation is aware that there is a problem with communication but
they are struggling to come up with a solution
 Discussed that they need to standardise things, such as payroll, in order to
feel the full benefits of working at scale
Time for Care Showcase - Chester
9th November 2017
 10 high impact actions to release time for care – active signposting, new
consultation types, reduce DNAs, develop the team, productive work
flows, personal productivity, partnership working, social prescribing,
support self-care and develop QI expertise
[Name of Federation]
 Care navigation i.e. seeing a physiotherapist or pharmacist first
 Self-referral, which can be done on the GPs website or on screens in
practice


[Name of speaker]
Patient messages the doctor all the details of their condition and the doctor
then decides if they need to see them

xxx



Patient goes through a system online to fill in demographics, symptoms,
history etc then site tells them what to do, for example, call 111, see a
doctor, A&E



Practices do not have to merge to work at scale effectively, collaborating
can be just as effective
Time for Care Programme – help you choose a priority and support you in
putting a plan into action. Only available to groups of practices.
www.england.nhs.uk/gpdp
gpatscale.rcgp.org.uk
www.nhscollaborate.org









Three breakout sessions were aimed at selling you the schemes
Mainly attended by practice managers rather than GPs
Although event was based on saving time, a lot of emphasis was placed on
working at scale, which shows that collaborative working is proven to help
save time

Blue Federation AGM
30th November 2017
 Aim of federation is to – reduce workload, increase job satisfaction,
achieve financial stability, improve patient care and share ideas
 [Name of consultancy firm] are supporting directors in managing the
federation
 “informal group”, “like-minded doctors”, “low level of bureaucracy and
high level of trust”, “get on well as a group”
 Survey found that practices want space and resources to deal with
pressures, help with dealing with the drop-in income, to work as a team
and autonomy as individual practices
 Not all practices have to be involved in every scheme
 Formed officially end of September 2017
 Practices need to look at the problems they have and how the federation
can help them move forward
 [Name] gave a presentation on [consultancy firm] and what they can
provide for the federation in terms of support and services
 [Name] – Advice – Understand why you are federating, have a clear
purpose, governance, communicate, be SMART and always deliver.
Discussed sustainability and dealing with local problems.





Really informative meeting – who/ what the federation is and what it aims
to do
Practices seem keen
Lots of positive comments and questions
Primary attended by the board of directors (4 GPs and a practice manager
all of which were introduced), and a few other people all of whom were
really interested
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Meeting with Yellow Federation
11th January 2018
 Met with [name] who is a practice manager and director of Yellow
Federation
 Formed in October 2016
 220,000 patients, across 29 practices
 Set up as a Community Benefit Society, so all money goes back into
federation in some way
 Informed me about [local federation] who consist of 110,000 patients,
across 23 practices, and are set up as a limited company
 7 directors, made up of GPs and practice managers, meet at least monthly,
if not twice a month
 Have worked on extended access and closer links with hospital so far, but
have done a lot of projects
 The federation use [name of system] to communicate (intranet type set up)
 [Name] is going to put me in contact with potential participants
 [Name] is keen to hear about my findings as they really want to develop
and grow the federation
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APPENDIX C: PARTICIPANT INFORMATION SHEET

Lauren Sinton
PhD Student
University of Liverpool
Management School
Department of Marketing and
Operations Management
Chatham Street
LIVERPOOL L69 7ZH
Email:
l.j.sinton@liverpool.ac.uk

Dear

Title of Study: An investigation into the emergence of Alliances and Federations
in primary healthcare.

We would like to invite you to participate in a research study. Before you decide
whether to participate, it is important for you to understand why the research is being
done and what it will involve. Please take time to read the following information
carefully and feel free to ask us if you would like more information or if there is
anything that you do not understand. We would like to stress that you do not have to
accept this invitation and should only agree to take part if you want to.

Thank you for reading this.
1. What is the purpose of the study?
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The purpose of the study is to develop an understanding of the different service system
models, such as alliances and federations, that are currently operating within primary
care, and how these models emerged and are operating.
2. Why have I been chosen to take part?
The study seeks to interview a range of people that have worked within an alliance or
federation, in order to gain different perspectives on how effective these different
service system models are, and how they operate.
3. Do I have to take part?
No. Participation is entirely voluntary and you are free to withdraw from the study at
any time without explanation and without incurring a disadvantage.
4. What will happen if I take part?
If you agree to take part, you will have a chat with a researcher from the University of
Liverpool. The purpose of the research is to find out what staff think about the alliance
or federation that they work within, to look at which parts of the model are working
well, and to examine those areas that are not working as well as they could be.
It is expected that the information will be collected via one interview and this will last
between 30 minutes and 1 hour.
With your permission, we would like to record the interview. This recording will be
used solely for transcription processes.
5. Expenses and / or payments
Unfortunately, monies are limited for the study. The interviewer will travel to you to
reduce any costs that you might incur. If there are additional expenses that you might
incur please bring this to the attention of the Principal Investigator (see point 12 below)
and she will explore this further for you.
6. Are there any risks in taking part?
No.
7. Are there any benefits in taking part?
The interview will provide you with the opportunity to reflect on your experiences of
working within an alliance or federation. It will also allow the researcher to gain an
insight into how these models emerged and are operating, from someone who works
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within such models on a daily basis. This will enable the development of a toolkit
which will be used to facilitate the efficient establishment of future partnerships.
8. What if I am unhappy or if there is a problem?
If you are unhappy or should experience a problem at any stage of the study, please
feel free to let us know by contacting Lauren Sinton (Principal Investigator) on 07717
378789, l.j.sinton@liverpool.ac.uk and we will try to help. If you remain unhappy or
have a complaint which you feel you cannot come to us with then you should contact
the Research Governance Officer on 0151 794 8290 (ethics@liv.ac.uk). When
contacting the Research Governance Officer, please provide details of the name or
description of the study (so that it can be identified), the researcher(s) involved, and
the details of the complaint you wish to make.
9. Will my participation be kept confidential?
All data collected will be transcribed and stored on the University password protected
‘M’ drive. It will be anonymised.
The anonymised data will be accessible to the project team.
The data will be stored for a period of five years and then disposed of in-line with
University of Liverpool protocols.
10. What will happen to the results of the study?
The researcher will be happy to share your transcript with you if you so wish. All data
collected will be anonymised and will be shared with primary healthcare providers in
the UK. The data will also be used in the researchers PhD thesis and in any subsequent
publications. You will not be identifiable from the results.
11. What will happen if I want to stop taking part?
You can withdraw from the study at any time, without explanation. Results up to the
period of withdrawal may be used, if you are happy for this to be done. Otherwise you
may request that they are destroyed and no further use is made of them. As the results
of the study will be anonymised it will only be possible to remove your results prior
to anonymisation.

12. Who can I contact if I have further questions?
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Please feel free to contact Lauren Sinton, the Principal Investigator, at any time during
the study.

Lauren Sinton
PhD Student
University of Liverpool Management School
Chatham Street
Liverpool
L69 7ZH
Email: l.j.sinton@liverpool.ac.uk

We would like to thank you for your time in considering this request. We do hope you
are able to assist with the project and look forward to hearing your thoughts on this
topic area.

Kind Regards,

Lauren Sinton (Principal Investigator)
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APPENDIX D: PARTICIPANT CONSENT FORM

Committee on Research Ethics

PARTICIPANT CONSENT FORM

Title of Study: An investigation into the emergence of Alliances and
Federations in primary healthcare.

1. I confirm that I have read and have understood the information sheet dated
1st September 2016 for the above study. I have had the opportunity to
consider the information, ask questions and have had these answered
satisfactorily.
2. I understand that my participation is voluntary and that I am free to withdraw
at any time without giving any reason, without my rights being affected. In
addition, should I not wish to answer any particular question or questions, I
am free to decline.
3. I understand that, under the Data Protection Act, I can at any time ask for
access to the information I provide and I can also request the destruction of
that information if I wish.
4. I understand that confidentiality and anonymity will be maintained and it will
not be possible to identify me in any publications.
5. I understand and agree that my participation will be audio recorded and I am
aware of and consent to your use of these recordings for use in writing up
and publishing the study findings.
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6. I agree for the data collected from me to be used in relevant future research.
7. I understand that my responses will be kept strictly confidential. I give
permission for members of the research team to have access to my
anonymised responses. I understand that my name will not be linked with the
research materials, and I will not be identified or identifiable in the report or
reports that result from the research.
8. I understand and agree that once I submit my data it will become anonymised
and I will therefore no longer be able to withdraw my data.
9. I agree to take part in the above study.

Participant Name

Date

Signature

Name of Person Taking Consent

Date

Signature

Researcher

Date

Signature

Principal Investigator:
Name

Lauren Sinton

Work Address

ULMS, Chatham Street, Liverpool, L69 7ZH

Email

l.j.sinton@liverpool.ac.uk
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APPENDIX E: PILOT INTERVIEW SCHEDULE



Participants’ role, practice, age bracket, length of service and gender.

1. What do you understand the Prime Ministers Challenge Fund project was about?
Do you know what it was trying to achieve?
2. In which ways do you think the project met these objectives?
3. In which ways do you think the project didn’t meet these objectives?
4. Have the intended outcomes been achieved? (e.g. routine appointments still
available; increased capacity outside regular hours available each day; enough
pre-bookable GP appointments)
5. Has the project reached the relevant users patients/clients/public?
6. In what ways has the programme met user’s needs?
7. In what ways has it not met user’s needs?
8. Are there any unintended outcomes as a result of the project?
9. What has been the impact on staff? (in work and outside work)
10. Has it delivered value for money?
11. How do you think the project might be improved for future delivery?
12. How do you think the costs and benefits of the project compare?
13. Anything else you’d like to add that we haven’t already covered?

xxxix

APPENDIX F: INTERVIEW SCHEDULE



Participants’ role, practice, age bracket, length of service and gender.

Opening Questions
1. What is the purpose of the alliance/ federation in your view?
2. Why did this practice decide to become a member of the alliance/ federation?
3. What services does the alliance/ federation provide for your practice?
4. What services does the alliance/ federation not provide for your practice that
you would like it to?
Management
5. Do you work directly with the alliance/ federation yourself? If so, how?
6. If yes, how do you find working with the alliance/ federation?
7. Are all staff at the practice involved in the alliance/ federation?
8. What impact has becoming a member of the alliance/ federation had on staff?
9. Who oversees and manages the alliance/ federation?
10. How would you describe the way the alliance/ federation is run or managed?
11. Do you think the alliance/ federation is effectively managed? Why?
Communication
12. How do the alliance/ federation management communicate with practices?
(i.e. via email/ online network etc. to keep practices up to date with new
schemes/ bids etc.)
13. How do the member practices communicate between themselves? (i.e. via
email/ online network etc.)
14. Do you feel the alliance/ federation communicates effectively with member
practices and their staff? Why?
15. Who liaises with the alliance/ federation?
16. How often does the alliance hold meetings? Who attends these meetings?
17. What are the purpose of these meetings? What is generally discussed?
18. How would you improve communication, if needed, between the alliance/
federation and practices?
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19. Are patients made aware of the alliance/ federation and its role? If yes, how?
If no, why?
Benefits to Federating
20. Does being a member of the alliance/ federation benefit the practice? How/
why?
21. How does being a member of the alliance/ federation benefit you in your
role?
22. How does being a member of the alliance/ federation benefit your patients?
23. How do you feel, as a member of staff, about your practice being a member
of the alliance/ federation?
24. Do you think being a member of the alliance/ federation is good value for
money for your practice? Why?
Closing Questions
25. What makes the alliance/ federation successful?
26. How could the alliance/ federation be improved?
27. Would you like your practice to remain part of the alliance/ federation? Why?
28. Do you think the alliance/ federation is sustainable? Why?
29. Do you think being a member of an alliance/ federation is the best way
forward for general practices?

30. Do you have anything else you would like to discuss or any comments you
would like to add?
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APPENDIX G: CODE BOOK

Short
Definition
Reference to
forms of
communicatio
n (positive)

Communication (-)

Communication (+)

Code
Label

Reference to
forms of
communicatio
n (negative)

Full Definition
Positive reference to
the ways in which
the federation or
member practices
communicate, and
how often they do
so. Also makes
reference to the
ways in which these
methods of
communication have
been used to help in
the running of the
federations, how
these methods have
been used to
improve ways of
working, and the
positive implications
of communication in
general.
Negative reference
to the ways in which
the federation or
member practices
communicate, and
how often they do
so. Also makes
reference to the
problems they have
with communication
and other negative
implications of
communication in
general.

When Not to
Use
Apply this code Do not use
to positive
this code to
ways in which reference
member
communicatio
practices
n with those
communicate
external to the
with the
federation.
federation and
other member
practices.
When to Use

Apply this code
to negative
ways in which
member
practices
communicate
with the
federation and
other member
practices.

Do not use
this code to
reference
communicatio
n with those
external to the
federation.
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Inclusion in Network
(+)
Isolation in Network ()
Knowledge (+)
Knowledge (-)
Experience (+)

Reference to
involvement
(positive)

Reference to
lack of
involvement
(negative)

Reference to
knowledge of
federations
(positive)

Reference to
lack of
knowledge of
federations
(negative)

Reference to
previous
experience of
federations
(positive)

Positive reference to
members wanting to
get involved in the
federation in some
way, and the
opportunities that
are presented to
them to get
involved.
Negative reference
to members not
wanting to get
involved in the
federation in some
way, and the reasons
why they are not
willing to be
involved.
Reference to
members of the
federation having
knowledge on
federations and the
ways they work, as
well as the
opportunities they
present for member
practices.
Reference to a lack
of knowledge on
what federations are
and what they could
potentially provide
for member
practices.

Apply this code
to examples of
when people
have felt
involved in the
federation in
some way.

Do not use
this code to
reference
examples of
people willing
to become
involved in
the federation.

Apply this code
to examples of
when people
have felt
excluded from
the federation
in some way.

Do not use
this code to
reference
examples of
people
unwilling to
become
involved in
the federation.
Apply this code Do not use
to examples of this code to
how knowledge reference
of working at
examples of
scale has
previous
assisted the
experience of
federation.
working with
federations.

Apply this code
to examples of
how a lack of
knowledge of
working at
scale has been
problematic to
the federation.

Do not use
this code to
reference
examples of
lack of
previous
experience of
working with
federations.
Reference to
Apply this code Do not use
members having
to examples of this code to
worked with or as
where previous reference
part of a federation
experience of
examples of
or similar in the past, working at
knowledge of
and how this is
scale has been
working at
beneficial to the
beneficial to
scale.
federation involved. the federation.

xliii

Experience (-)
Leadership (+)
Leadership (-)
Willingness (+)

Reference to
lack of
previous
experience of
federations
(negative)

Reference to
someone
showing
leadership
qualities
(positive)

Reference to
lack of
leadership
qualities
(negative)

Reference to
people getting
involved
(positive)

Reference to
members not having
worked with or as
part of a federation
or similar in the past,
and how this is
problematic to the
federation involved.

Apply this code
to examples of
where a lack of
previous
experience of
working at
scale has been
problematic to
the federation.
Reference to how a
Apply this code
member has led the
to examples of
federation in some
where
way, and how this
individuals or
has been beneficial. teams have
showed
leadership
qualities and
how this has
been beneficial
to the
federation.
Reference to a lack
Apply this code
of leadership within to examples of
the federation, and
where
the problems this has individuals or
caused.
teams have
shown lack
leadership
qualities and
how this has
been
problematic the
federation.
Reference to the
Apply this code
ways in which
to examples of
people have got
member
involved with the
practices or
federation and have
individuals
been happy to do so. being willing to
Also reference to
be involved
positive attitudes
with the
towards becoming
federation.
part of a federation.

Do not use
this code to
reference
examples of
lack of
knowledge in
working at
scale.
Do not use
this code to
show
examples of
how external
experts have
been
beneficial to
the federation.

Do not use
this code to
show
examples of
how external
experts have
been
problematic to
the federation.

Do not use
this code to
show
examples of
people feeling
included in the
federation.

xliv

Willingness (-)
External Experts (+)
External Experts (-)
Adding Value (+)

Reference to
people not
wanting to get
involved
(negative)

Reference to
use of people
from outside
the federation
(positive)

Reference to
use of people
from outside
the federation
(negative)

Reference to
ways the
federation has
added value
(positive)

Reference to the
ways in which
people have
reluctantly got
involved with the
federation and have
not been happy to do
so. Also reference to
negative attitudes
towards becoming
part of a federation.
Positive reference to
the use of staff from
outside of the
federation to help in
some way, and how
this has been
beneficial to the
federation.

Apply this code
to examples of
member
practices or
individuals
being unwilling
to be involved
with the
federation.

Do not use
this code to
show
examples of
people feeling
excluded from
the federation.

Apply this code
to examples of
external
support and
how this has
been beneficial
to the
federation.

Do not use
this code to
show
examples of
how internal
knowledge
and
experience has
benefitted the
federation.
Negative reference
Apply this code Do not use
to the use of staff
to examples of this code to
from outside of the
external
show
federation to help in support and
examples of
some way, and the
how this has
how a lack of
problems that this
been
internal
has caused for the
problematic to knowledge
federation.
the federation. and
experience has
been
problematic to
the federation.
Reference to ways in Apply this code Do not use
which the federation to examples of this code to
has provided value
how the
show
for member
federation has
examples of
practices and their
provided value economies of
patients, and how
for their
scale, sharing
this has benefitted
member
resources,
the federation.
practices.
sharing skills
and expertise,
developing a
shared identity
or improving
access for
patients.
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Economies of Scale
Sharing Skills and Expertise
Improving Patient Access

Reference to
ways the
federation has
encouraged
economies of
scale

Reference to
ways the
federation has
shared skills
and expertise

Reference to
ways the
federation has
improved
patient access

Reference to ways in
which being a
member of the
federation has
allowed member
practices to achieve
better economies of
scale. For example,
providing cheaper
stationary or
medication, or
reducing the price of
gas and electricity
bills.
Reference to ways in
which being a
member of the
federation has
allowed member
practices to share
skills and expertise
amongst themselves.
For example, a GP
being able to contact
a GP in another
practice who has
expertise in
dermatology to ask
for advice on a
patient.
Reference to ways in
which being a
member of the
federation has
allowed member
practices to improve
access for patients.
For example,
opening longer
hours or providing a
service locally that
was not available to
patients before.

Apply this code
to examples of
how the
federation has
given practices
the opportunity
to make
financial
savings as a
result of
working at
scale.

Do not use
this code to
show
examples of
how member
practices have
made financial
savings not as
a result of the
federation.

Apply this code
to examples of
how the
federation has
given practices
the opportunity
to share the
skills and
expertise of
their internal
staff, in order
to benefit
member
practices.

Do not use
this code to
show
examples of
how member
practices have
shared skills
and expertise
not as a result
of the
federation.

Apply this code
to examples of
how the
federation has
given practices
the opportunity
to improve
access for their
patients.

Do not use
this code to
show
examples of
how member
practices have
improved
patient access
not as a result
of the
federation.
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Developing a Shared Identity

Sharing Resources

Reference to
ways the
federation has
shared
resources

Reference to ways in
which being a
member of the
federation has
allowed member
practices to share
resources between
themselves. For
example, purchasing
shared equipment so
that practices can
send patients to a
local primary care
practice for a DVT
scan, rather than
sending them to the
hospital.
Reference to
Reference to ways in
ways the
which being a
federation has member of the
helped to
federation has
develop a
allowed member
shared identity practices to develop
a shared identity.
For example, giving
practices the
opportunity to have
one shared voice to
feedback to the CCG
on different issues.

Apply this code
to examples of
how the
federation has
given practices
the
opportunities to
share their
resources, in
order to benefit
the practices in
some way.

Do not use
this code to
show
examples of
how member
practices have
shared
resources not
as a result of
the federation.

Apply this code
to examples of
how the
federation has
given practices
the opportunity
to form a
shared identity
in order to
benefit the
practices in
some way.

Do not use
this code to
show
examples of
how member
practices have
developed a
shared identity
not as a result
of the
federation.
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APPENDIX H: METHODOLOGY LIMITATIONS

Limitations of Ethnography
Ethnography enables a researcher to develop a deep understanding of a phenomena by
studying it within its natural context, making it an appropriate methodology for this
research. It allows a researcher to use a wide range of data sources in order to gain a
holistic understanding of, in this case, GP federations. There are however limitations
associated with this methodology. Firstly, ethnography requires the researcher to
maintain a relationship with participants, in order to sustain their engagement with the
research (Lillis, 2008). In this instance, the researcher has had to maintain relationships
with CASE partners, as well as with other GP federation board members, in order to
gain access to observation opportunities and interview participants. This can be time
consuming for the researcher. Furthermore, the data collected through ethnographic
research is often seen to be too descriptive (Lillis, 2008), opening the data up to issues
of misinterpretation and distortion. Descriptive data can often make generalisation of
the findings difficult, as often data is specific to a particular case. The researcher has
attempted to overcome this issue by studying a number of GP federations, allowing
the collection of a diverse data set, that is representative of different models of
collaborative working in primary care. Data collected through ethnography is also said
to lack breadth (Savage, 2000), as focus is placed on one phenomena, and by
submerging themselves into the context of the research, the researcher may fail to see
the bigger picture.
Limitations of Netnography
Netnography is a relatively new method of data collection, and has emerged as a result
of the rise in the use of the internet. This method offers the researcher the opportunity
to become part of the community that is being studied, enabling them to make
observations and collect data. This method of data collection can be extremely
efficient, as the internet offers researcher already transcribed data. However, there are
problems associated with netnography, in that not all demographics are represented
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online (Kozinets, 1998). This was the case in this research, as not all members of staff
from the practices were present on the website. The website was predominantly used
by those who were directly involved with the GP federation, meaning that a large
preportion of staff were not represented. Although, the netnographic data collected
was primarily used to identify themes for discussion in interviews, rather to gather
specfic findings from. Furthermore, netnography only generates textual data. Body
languages and behaviour can not be observed online, making it difficult to put the text
in to context. It can be also be difficult to gain consent from participants, however,
because the online forum being studied was a private platform, the researcher was able
to post on the website, informing all members of their presences and purpose.
Limitations of Participant Observations
Participant observations allow the researcher to experience the context being studied
first hand, and also enable the researcher to identify and explore research questions
that emerge throughout the process of the research. Participant observations however
lack objectivity, and can potentially lead to misinterepretation. An attempt was made
to combat this by making thorough and comprehensive notes during observations, and
also by collecting relevant documentation, such as meeting minutes, to provide
evidence and support for the observations made (Iacono, Brown, and Holtham, 2009).
There are also a range of ethical concerns associated with participant observations.
These are dicsussed in further detail in section 3.6. Another limitation of participant
observations is that the researchers presence, when made known to participants, can
affect participants behaviour (Iacono, Brown, and Holtham, 2009). This is a difficult
issue to resolve, as unless covert observations are conducted, which raise even further
ethical issues, then little can be done to prevent this occuring. However, in order to
minimise the affects of researcher presence, participants, where possible, were made
aware of the researchers presence and purpose, and informed of their right to not be
involved in the observations. This is also discussed further in section 3.6. Observations
were also conducted in professional, yet relaxed, environments, where all particpants
were in a familiar situation and they felt comfortable.
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Limitations of Document Collection
Document collection and analysis has numerous advantages, such as being fast and
financially efficient, being a simple way to supplement other data collection methods,
and its can help to provide context to the phenomena being studied (Bowen, 2009).
The documents collected may however lack the detail needed by the researcher, and
an incomplete collection of documents can also lead to bias. Though, the documents
collected and analysed as part of this research, were predominantly used to support the
finding from the netnography, observations and interviews, rather than to generate
additional data.
Limitations of Semi-Structured Interviews
Semi-structured interviews allow the researcher to gain an insight into participants
thoughts and feelings regarding the phenomena. Interviews of a semi-structured nature
also allow the researcher to raise questions that are uncovered by participants answers
during the interview, and to clarify answers where necessary. Face-to-face interviews
also enable the researcher to observe the participants body language, providing further
insight (Barriball and While, 1994). There are of course problems with this method.
Firstly, conducting, transcribing and analysing interviews is a very time consuming
process in comparison with other methods of data collection. Interviews may also
cover topics that participants are not comfortable discussing, although, this research
does not touch on particularly sensitive subjects. Furthermore, interviews can often be
subject to demand characteristics (Opdenakker, 2006), meaning that participants give
socially desirable, and in some case untrue answers, to the questions being asked by
the researcher, leading to inaccurate findings. Interviews are however, one of the most
accepted forms of data collection by participants, and research has shown that the
participants of many interviews enjoy the interview process (Cassell and Symon,
2004).
Limitations of Using Secondary Data
The use of secondary data in research is a quick and efficient method of gather
information. It providers the researcher to access to a wider body of information, that
they may not have the time or resources to collect themselves. However, there are
issues in that the researcher may not have experienced the phenomena being explained
l

themselves, which could lead to the misinterpretation of data (Merriam and Tisdell,
2015). However, in this instance, the researcher was involved in collecting the primary
data, and the data was collected in the same context as is being studied for the purposes
of this research, narrowing the chance of data being misinterpreted. Furthermore, the
research questions that the secondary data was responding to may not be directly
relevant to the research in hand. In order to prevent this from being an issue, only data
relevant to this research was selected for analysis.
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