
        

University of Bath

PHD

Strategic Intentions and Organisational Adaptations to a Non-mandated Professional
Network Facilitating Knowledge-to-Practice in Healthcare Settings; A qualitative
analysis

Egbunike, Jennifer N.

Award date:
2021

Awarding institution:
University of Bath

Link to publication

Alternative formats
If you require this document in an alternative format, please contact:
openaccess@bath.ac.uk

Copyright of this thesis rests with the author. Access is subject to the above licence, if given. If no licence is specified above,
original content in this thesis is licensed under the terms of the Creative Commons Attribution-NonCommercial 4.0
International (CC BY-NC-ND 4.0) Licence (https://creativecommons.org/licenses/by-nc-nd/4.0/). Any third-party copyright
material present remains the property of its respective owner(s) and is licensed under its existing terms.

Take down policy
If you consider content within Bath's Research Portal to be in breach of UK law, please contact: openaccess@bath.ac.uk with the details.
Your claim will be investigated and, where appropriate, the item will be removed from public view as soon as possible.

Download date: 23. May. 2023

https://researchportal.bath.ac.uk/en/studentTheses/91163a30-7f1b-487f-a542-7330cb18c486


 

 

Strategic Intentions and Organisational Adaptations 
to a Non-mandated Professional Network Facilitating 

Knowledge-to-Practice in Healthcare Settings; A 
qualitative analysis 

 

 

 

 

 

 

 

Jennifer N. Egbunike 
 

 

 

A Thesis Submitted in Fulfilment of the Requirements 
for the Degree of Doctor of Philosophy 

 

University of Bath 

 

Department of Health 

 

November 2019 





 

i 
 

Abstract 

The effective delivery of quality healthcare and related services is complex and 

fraught with problems often referred to as ‘wicked issues’. With obstacles such 

as reduced funding, staff shortages, an ageing population, the proliferation of 

long-term conditions, and other complex health issues, healthcare organisations 

have increasingly been under great strain, needing to deliver quality services 

alongside cost saving benefits. Networks emerged as a means through which 

healthcare organisations attempt to find solution to such problems. Inter-

organisational networking is thought to provide opportunities for knowledge 

transfer and information sharing that lead to improvement in healthcare 

processes.  

There has been a proliferation in the adoption of networks in Healthcare over the 

years, most of which have targeted aims; to improve co-ordination, delivery of 

care, and ultimately the quality of services. Socio-professional networks that are 

more focused on knowledge sharing and transfer, have received much less 

attention. There is a dearth of information about such non-mandated network 

development in context. Specifically lacking, is a detailed understanding of how 

such networks develop and operate in practice; including how organisations 

adapt to and use these networks in solving their internal problems. The process 

of adaptation by organisations to such networks, the benefits accrued as well as 

how such (intended) benefits can be optimized are less clear.  

The UK Safer Patient Network is one such network, which was commissioned 

with the aim of fostering a culture of knowledge sharing in healthcare. There was 

a general expectation that network priorities which resonate with organizational 

or individual interests/focus will drive the growth of the network and its evolution 

into a thriving and vibrant member-led community. 

This study explores the network dynamics by assessing its structure, 

membership, and perceived benefits. It is a longitudinal, comparative case-study, 

which employs mixed methods comprising semi-structured interviews, non-

participant observation, and document reviews. At the broad network level, five 

network member organisations, (comprising a total of 74 interviews), were 

purposely chosen from across the four UK regions, (one from each, but two from 

the north and south of England). At the nested (network programme) level, a 
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further four organisations, (13 interviews), were conducted to explore members’ 

experiences and perceptions of the network collaborative programmes.  

This central argument of this thesis is that the network has developed in response 

to members’ perceptions about its potential to deliver solutions to their problems. 

Organisations are observed to exhibit strategic intentions in their level of 

engagement and participation in the network and its related programs. 

Structurally, the network has low density with members clustered around the key 

contacts who function as the conduit for network communication.  

Various theoretical lenses have been used to provide an explanation of the 

observations. Organisational theory with emphasis on population ecology of 

organisations and complex adaptive systems theory provides the main lenses 

with which to explore the observed structure of the network development. 

Theories such as Wenger’s theory of engagement and resource dependency 

theories and social exchange theory provide further contextual understanding of 

the dynamics and social processes within the network. A conceptual 

(Organisational Ecology) model is developed to understand the organizations’ 

adaptation and dynamics within such networks. The network optimization for 

growth and development can be achieved through the key contacts functioning 

as effective connectors or boundary spanners, with cross-level coherence and 

good communication skills.  

Given the incremental use of networks in healthcare, policy makers, funders and 

healthcare organisations will need to pay attention to such network development 

characteristics and contextual influences in order to optimise desirable benefits 

or outcomes. 

  



 

iii 
 

Copyright Notice 

Copyright of this thesis/portfolio rests with the author and copyright of any 

previously published materials included may rest with third parties. A copy of this 

thesis /portfolio has been supplied on the condition that anyone who consults it 

understands that they must not copy it or use material from it except as licensed, 

permitted by law or with the consent of the author. 

 

 

 

 

 

 

Restrictions on use and Licensing 

Access to this thesis/portfolio in print or electronically is restricted until _________ 

Signed on behalf of the Doctoral College___________(Name:                             ) 

 

  



 

iv 
 

DECLARATION 

The material presented here for examination for the award of a higher degree by 

research has not been incorporated into a submission for another degree 

 

_______________ Jennifer Egbunike 

 

 

 

 

I am the author of this thesis and the work described therin was carried out by 

myself personally.  Chapter 2 however had minimal input from other researchers, 

as part of a larger evaluation study. This saw contributions to the development of 

an initial idea for the scoping review and search strategy.  Permission was 

obtained from the funding/sponsor organisation to develop this review for 

inclusion in this thesis portfolio. 

 

_________________   Jennifer Egbunike 

 

  



 

v 
 

TABLE OF CONTENTS 

Abstract ................................................................................................................ i 

Copyright Notice ................................................................................................ iii 

Restrictions on use and Licensing ..................................................................... iii 

DECLARATION ................................................................................................. iv 

LIST OF FIGURES ............................................................................................ xi 

LIST OF TABLES .............................................................................................. xii 

Dedication ........................................................................................................ xiii 

Acknowledgements .......................................................................................... xiv 

Sponsorship ...................................................................................................... xv 

My Personal Reflection .................................................................................... xvi 

CHAPTER 1: INTRODUCTION .......................................................................... 1 

 Chapter Overview: ..................................................................................... 1 

 Background of Research: .......................................................................... 1 

 Patient Safety in Healthcare ............................................................... 2 

 Evidence-Based Practice .................................................................... 4 

 The Research Problem.............................................................................. 7 

 Main research methods and rationale for these ........................................ 9 

 Major Areas of Contribution ..................................................................... 11 

 Structure of Thesis .................................................................................. 12 

CHAPTER 2: UNDERSTANDING NETWORKS ............................................... 13 

 Introduction .............................................................................................. 13 

 The UK NHS and Healthcare Regulation ................................................ 13 

 The Concept of Knowledge Transfer in Healthcare ................................. 20 

 Networks- A Solution to Problems in Healthcare? ................................... 23 

 Network: Definitions and Typologies ....................................................... 26 

 Learning Networks .................................................................................. 32 



 

vi 
 

 Communities of Practice (CoPs) ............................................................. 33 

 How are CoPs and Networks used by their members? ........................... 37 

 Participation and the Structure of Engagement in Networks and CoPs: .. 39 

 Use of Collaboratives in Healthcare Quality Improvement .................... 44 

 Antecedents and Benefits of Networks .................................................. 46 

Interpersonal Networks .............................................................................. 46 

Inter-unit Networks ..................................................................................... 46 

Inter-organisational networks ..................................................................... 46 

 Social network analysis (SNA) .............................................................. 47 

 Network Management ........................................................................... 54 

 Design and key features of successful networks or communities of 

practice .......................................................................................................... 56 

 Barriers to participation and success of CoPs and/or Networks ............ 63 

CHAPTER 3: EXPLORING THEORIES IN NETWORK FUNCTIONS .............. 65 

 Overview ................................................................................................. 65 

 Complexities in Healthcare Organisations and Systems ......................... 67 

 The Macro-Level Frame .................................................................... 70 

 The Meso-Level Frame ..................................................................... 70 

 The Micro-Level Frame ..................................................................... 71 

 Theoretical Considerations ...................................................................... 73 

 Organisational Ecology Theory ......................................................... 73 

 Complexity and Complex Adaptive Systems Theory ........................ 79 

 Resource Dependency Theory (RDT)............................................... 86 

 The Concept of Reciprocity ............................................................... 93 

 Social Exchange Theory ................................................................... 94 

 Summary ............................................................................................... 101 

CHAPTER 4: RESEARCH DESIGN AND METHODOLOGY ......................... 103 



 

vii 
 

 Overview of Concepts ........................................................................... 103 

 Research Philosophy ............................................................................ 107 

 Ontology ......................................................................................... 107 

 Epistemology .................................................................................. 108 

 Positivist Paradigm ......................................................................... 109 

 Interpretivist Paradigm .................................................................... 110 

 Critical Realist Paradigm ................................................................. 110 

 Research Paradigm of choice ......................................................... 111 

 Research Design ................................................................................... 114 

 Study design: a longitudinal, multiple and comparative case study 

method ..................................................................................................... 114 

 Unit of Analysis ............................................................................... 117 

 Methodological approach: Qualitative Vs Quantitative Methods ............ 118 

 Sampling procedure and methods – Purposive recruitment of 

participants: ............................................................................................. 120 

 Data collection ................................................................................ 121 

 Data Analysis .................................................................................. 138 

 Methodological Challenge ..................................................................... 141 

 Ethical considerations............................................................................ 142 

 Positionality and Reflexivity ................................................................... 144 

CHAPTER 5: RESULTS (PART 1) ................................................................. 153 

 The Safer Patients Network Composition: ............................................. 153 

 The Case Study Organisations .............................................................. 159 

 Organisation A ................................................................................ 159 

 Organisation B ................................................................................ 160 

 Organisation C ................................................................................ 161 

 Organisation D ................................................................................ 162 



 

viii 
 

 Organisation E ................................................................................ 163 

 Cross-case political landscape .............................................................. 164 

 Network Participation, Member Position and Engagement.................... 165 

 Network Structure ........................................................................... 165 

 Strategic Intentions ......................................................................... 171 

 Impressions about the Network ...................................................... 174 

 Interest in Sharing and Receiving Knowledge ................................ 175 

 Reticulist Judgements ..................................................................... 177 

 Clinician Engagement ..................................................................... 180 

 Cliques and Elites in Network Development ................................... 181 

 Resource Implications- costs and benefits of networking ...................... 182 

 Network Preconditions and Motivators .................................................. 185 

 Influence of Performance Management and other Targets ................... 185 

 Driving the Network Development ......................................................... 186 

 Exploration of the Network Email (listserv) Communication Data .......... 189 

 Description of the Safer Patient Network Characteristics .................... 192 

 Conclusion ........................................................................................... 194 

CHAPTER 6: RESULTS (PART 2) ................................................................. 196 

 Introduction ............................................................................................ 196 

 Quality Improvement Collaboratives ...................................................... 198 

 The PVC Collaborative .......................................................................... 199 

 The Collaborative Process .................................................................... 200 

 The Collaborative Programme Setup .............................................. 201 

 Within Case Analysis ............................................................................. 203 

 Organisation X: ............................................................................... 203 

 Organization Y ................................................................................ 211 

 Organization Z ................................................................................ 217 



 

ix 
 

 Context Matters; understanding organisational differences and 

collaborative outcomes ................................................................................ 222 

 Cross-case analysis of context in participating organisations:............... 223 

 External and Internal Policy Drivers ................................................ 224 

 Organisational Readiness and Absorptive Capacity ....................... 225 

 Organisational Characteristics for Quality Improvement ................. 227 

 Visible leadership involvement and commitment ............................ 228 

 Support and Capacity ..................................................................... 229 

 Project team formation .................................................................... 230 

 Team Characteristics ...................................................................... 232 

 Summary ............................................................................................... 234 

CHAPTER 7: Discussion ................................................................................ 237 

 Overview ............................................................................................... 237 

 Key Findings .......................................................................................... 242 

 Network membership, participation and structure ........................... 242 

 Strategic Intentions and Network Communications ........................ 244 

 Network Awareness ........................................................................ 245 

 Motivation and (Perceived) Benefits of Network Participation ......... 246 

 Network Cliques and Elites ............................................................. 248 

 Clinician Engagement and Inter-professional Networking ............... 249 

 The Potential Role of Key Contacts for Network Optimization ........ 252 

 Theoretical Dimensions ......................................................................... 256 

 An Ecological Model for Networked Organisations ......................... 258 

 Viewing the network through a complex adaptive system (CAS) lens

 ................................................................................................................. 261 

 Does Context Matter? ..................................................................... 264 

 Conclusion: ............................................................................................ 268 



 

x 
 

 Study Strengths and Limitations ............................................................ 269 

 Internal and External Validity ................................................................. 272 

 Likely contribution to knowledge ............................................................ 273 

References…………………………………………………………………………..277 

Appendix………………………………………………………..…………………...318 

Letter of sponsorship by The Health Foundation………………………………..318 

University of Bath Ethics Committee Approval Letter……………………………319 

General Interview Questions……………………………………………………….320 

 

 

  



 

xi 
 

LIST OF FIGURES 

Figure 2.1: Schematic Illustration of the Literature Search Process.................. 19 

Figure 2.2: Linear level of engagement in a community of practice .................. 40 

Figure 2.3: Ripple view of levels of engagement in a community of practice .... 42 

Figure 2.4: Krackplot of a social support network for an individual (Freeman, 

1986) ................................................................................................................. 50 

Figure 2.5: Example of a diagram illustrating a complex social network (source: 

Wikipedia) ......................................................................................................... 51 

Figure 3.1 A Conceptual Multi-level Framework of Healthcare Organisations .. 69 

Figure 4.1: Research Process Adapted from Denzin and Lincoln (2000) ....... 106 

Figure 5.1. A conceptual model of the UK Safer Patients Network ................. 155 

Figure 5.2: Map Illustrating the Location of Member Organisations across the UK

 ........................................................................................................................ 156 

Figure 5.3 Sociograms of Organisational Network Structures ........................ 168 

Figure 5.4 Total number of emails exchanged by month over a 15-month period

 ........................................................................................................................ 190 

Figure 6.1: SPN Interview Themes ................................................................. 197 

Figure 7.1: The SPN Network- A Conceptual Ecosystem Model for Network 

Organisations .................................................................................................. 259 

 

 

 

 

  



 

xii 
 

LIST OF TABLES 

Table 2.1 Antecedents and Consequences of Networks .................................. 46 

Table 2.2: Characteristics of an Effective Knowledge Community .................... 60 

Table 2.3: Essential Trait Indicators in Communities of Practice ...................... 61 

Table 2.4: Critical Success Factors for Effective CoPs ..................................... 62 

Table 4.1: Research Perspectives in Management Research (Adapted and 

modified from Wass and Wells, 1994) ............................................................ 113 

Table 5.1 Interview respondents from each organisation and their specific 

roles/designations. .......................................................................................... 158 

Table 5.2 Network Participation Programmes across Member Organisations 163 

Table 5.3 Reported Levels of Participation by Respondents by Organisations

 ........................................................................................................................ 165 

Table 5.4 Analysis of Network E-mail Content ................................................ 191 

Table 6.1: Contextual Framework: Inter-organisational differences in Quality 

Improvement Collaboratives Success ............................................................. 223 

 

 

  



 

xiii 
 

Dedication 

This thesis is dedicated to my entire family for their unwavering encouragement 

and support which contributed immensely the enthusiasm that I needed to see 

this project to completion. To my loving and supportive husband, Obi Egbunike, 

I say thank you for everything. A special thank you to my children- Zoe, Kamsi 

and Kaima. Telling the story of the development of this piece of work will never 

be complete without you all. For your sacrifice of significant play and bonding 

time, while I focused on my educational pursuit. I will always love and cherish 

you. 

Also, to my Mum and Dad who always prioritized education and encouraged me 

to carry on. Dad, I know you would have been proud. To Mum, I say thank you 

for all your support. To all my siblings who have indeed supported me through 

this time, I say thank you for everything. As the saying goes: “It has indeed taken 

a village….” 

  



 

xiv 
 

Acknowledgements 

I am grateful for the support provided by various individuals and organisations to 

accomplish this work. Firstly, I wish to thank my supervisors:  

Dr David Wainwright- For your unwavering support, availability, guidance and 

patience throughout the years is much appreciated. You constantly encouraged 

me in the face of all obstacles (indeed there were many). I will always remain 

grateful for the support in your availability, discussions, advice and reading of 

drafts. Professor Ken Judge- For the opportunity to study at the University of 

Bath. You believed in my ability and supported my application to secure the 

necessary funding, without which this study would have been difficult to 

implement. For this I am grateful. Professor Katherine Smith- Thank you for 

your support and guidance in shaping my thinking to run with this study. 

My former line manager at Cardiff University- Dr Annette Lankshear, thank you 

for your support at the onset of this journey. 

My mentors – Professor Hammed Adetunji, Dr Katie Featherstone, thank you 

for your constant availability, for the very informal conversations that helped focus 

my thoughts and motivation on this journey.  

 

  



 

xv 
 

Sponsorship 

This thesis was developed from within a wider project which was funded by The 

Health Foundation. I am grateful for the permission and sponsorship which they 

have granted me, to be able to develop this thesis and the experience gained in 

my professional work, networking and contacts developed throughout the 

process. 

I am also grateful to have been awarded a University of Bath international 

scholarship which enabled and encouraged me to carry out this study. I would 

also like to say thank you to the various university administrators over the years 

who were instrumental and relentless in supporting my journey to completion.  

 

  



 

xvi 
 

My Personal Reflection 

My desire to conduct research was almost innate. My curiosity kicked in from a 

very young age; I spent my time investigating anything that caught my attention. 

My most recent memory is that of an awareness I developed in 1999, during a 

field visit to the Crude Oil Storage and Exporting Terminal (Forcados) in the Oil 

Producing Niger Delta in Nigeria. It was during that experience that I felt a 

nagging curiosity to explore how policies are developed and implemented, 

including their impact for both workers and the resident population in the 

area……. maybe someday. It was this same curiosity which ignited my interest 

to study Public Health at the Postgraduate level. Following the taught component 

of my MSc in Oxford, I embarked on an exploration of the factors affecting the 

implementation of Mother-to-Child Transmission of HIV/AIDS prevention policies 

in Nigeria for my MSc dissertation. Following completion of my project, I was 

employed in Cardiff University to work in public health research (primary 

care/general practice) and over time developed interest in the broader healthcare 

organisation research. My experience over the years led to this focus on the 

concept of networking for healthcare quality improvement.  

As a health service researcher, I have spent a significant amount of time 

assessing quality of service and patient experiences, mainly to identify service 

improvements for care provision. I developed confidence and fluency in my 

approach and abilities to such work tasks. However, the journey to implement this 

thesis was more turbulent than I had anticipated. To sum, life happened; I did 

stumble and fall, many times asking myself if I could go on but the fire within me 

burnt ever so brightly yearning for the finish line.  

Although I was constantly studying and writing, I was often doubting myself. Along 

the way, there were times I constantly stared at a blank sheet of paper or into 

space. It never felt quite the same as any of the numerous work-related projects 

which I continued to deliver alongside this study. With supervision and mentorship 

came the confidence to constantly trust my instincts, to write and develop this 

thesis. Through this process, I have learnt that in developing an interesting PhD 

thesis, it is often okay not to know where to start, because often times, that’s 

when magic happens



 

1 
 

 

CHAPTER 1: INTRODUCTION  

 Chapter Overview: 

This chapter introduces an overview of the aim and purpose of this research. This 

thesis outlines an empirical research into the development of the UK Safer Patient 

Network (SPN); a non-mandated, professional network focused on improving 

patient safety and quality of care. It is a longitudinal study which utilises a mixed-

methods approach to facilitate an in-depth analysis of the network development 

and characteristics in relation to theory. It explores relevant organizational and 

social exchange theory and ultimately presents a framework of findings by way 

of a model that demonstrates how the member organisations and individuals 

adapt to and use the network to share knowledge across various settings and 

professional boundaries. Ultimately, it offers suggestions for optimising the 

benefits of such networks, thereby advancing the literature in this area. 

 

 Background of Research: 

The concept and use of networks has gained traction in the field of healthcare in 

the last 10-20 years. This is due in part to a to a realization and response in 

dealing with the complex issues which healthcare organisations have to grapple 

with (West et al., 1999) as well as an acknowledgement of a gap in the delivery 

of quality healthcare or service provision (Braithwaite, 2018). Over the years there 

has been a reduction in funding but an increase in population and as a result in 

the demand of care and quality service. The increased pressure for service 

provision with an ever-increasing drive to maintain quality of care provided whilst 

keeping costs down often get organisations interested in the concept of 

knowledge sharing and consequently networking (Lankshear et al., 2013). 

Healthcare Practitioners, although often keen to share knowledge about best 

practice to improve patient safety and quality of care, but also quite protective in 

the management and regulation of their territory as professionals. This need to 

share and receive timely and relevant knowledge as well as regulate their practice 

(Waring, 2007) drives the development of networks at various levels in 

healthcare. 
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 Patient Safety in Healthcare 

The issue of patient safety and quality during contact with health services has 

indeed become a topical issue and point of focus for healthcare organisations 

over the years. The issue of patient safety came to the fore in the mid-late 1990s. 

Since then, there has been an increasing drive to improve patient safety and 

standardize the quality of service that patients receive from healthcare 

organisations. Patient safety incidents are said to cost the NHS an estimated £2 

billion a year in extra bed days, with hospital acquired infections adding a further 

£1 billion to these costs (Terry et al., 2005). Early research showed that 10.8% of 

NHS patients experienced an adverse event, half of which were potentially 

preventable, with a third leading to serious complications or death (Emslie et al., 

2002). Since then, there has been an ever-increasing spotlight/attention on 

patient safety with organisations seeking ways to improve on it. According to 

Terry et al. (2005), over one million people are treated across the UK NHS 

organisations on a daily basis, through processes that rely on a complex range 

of interactions between professionals, their skills/abilities, technological 

equipment and drugs. Whilst there are processes and procedures to ensure that 

individuals are treated successfully, there are instances of mistakes, oversight 

and negligence.  

Making services safe for patients is fundamental to the provision of high-quality 

health services. Key to providing high-quality care is having good systems in 

place for staff to report when patients have or could have been harmed. This is 

thought to help organisations anticipate problems and reduce costly claims (NHS 

Confederetion-NPS, 2008). There has been advocacy for an open culture within 

healthcare organisations to encourage staff to freely report incidents as they 

occur without the fear of blame. Staff are encouraged to report near misses 

(situations that could cause accident, harm or illness) when these avoided by a 

proactive intervention or by chance (NHS Confederetion-NPS, 2008). With the 

increasing pressure on health systems in terms of volume of use and an 

increasing demand to improve the quality of service provided, there is a drive to 

make sustainable changes through various improvement initiatives; with 

healthcare organisations seeking to enhance safety and quality in an environment 

of changing economic and other policies.  
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The frequency of unintentional harm, led to the establishment of the National 

Patient Safety Agency and its National Reporting and Learning System (Terry et 

al., 2005). The knock-on effect of this has been a roll out of safety related and 

quality improvement initiatives. Incident reporting procedures have been rolled 

out to facilitate the documentation of unsafe care, which are then analysed for 

‘root causes’ and forward learning for the improvement of health systems 

(Braithwaite et al., 2006). The existence of a range of safety and improvement 

initiatives as well as national and regional campaigns, has led to questions being 

asked about whether or not our healthcare systems and process are getting any 

safer (Vincent et al., 2008) in the light of all these. Waring et al. (2013) wade into 

this discussion by highlighting research which raises doubt about the ability of 

such processes to foster learning by organisations to improve patient safety, 

mainly due to social, cultural, technical and other process issues which stymie 

the process of learning from incident reporting. 

 

Researchers (Kohn et al, 2000) suggest that harm to patients is often due to a 

combination of system failures and individual errors. Improving patient safety and 

the quality of healthcare requires organisational learning at the system level 

which entails changes in organisational routines which are multi-professional, 

multi-divisional and multi-hierarchical (Rivard et al., 2006). There are observably 

tensions in discussions about the best ways of supporting organisational learning 

to improve patient safety. This is illustrated in the discussions by Waring et al. 

(2013) who highlight that although policies reinforce the assumption that 

knowledge is a resource which can be documented and reported, there is the 

broader issue of how specific knowledge types and professional boundaries can 

inhibit learning. Earlier work by Waring and Bishop (2010), support a practice-

based view that knowledge relating to patient safety is situated in practice and 

framed by professional boundaries. This view supports the notion that 

communities of practice are important sites for learning to improve patient safety 

(Braithwaite et al., 2017), with an emphasis on informal problem solving with rapid 

changes, based on shared understanding collegiality empathy and trust (Waring 

and Bishop, 2010; Braithwaite et al., 2009). The process of improving safety has 

therefore been rightly thought to require learning by groups and organisations as 
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well as individually (Rivard et al., 2006).  Organisational learning is therefore 

thought to occur through less managed and more situated activities such as 

“communities” or networks of practice where socialization and participation 

contribute to the acquisition of new skills, knowledge and identities (Lave and 

Wenger, 1991). 

The combination of a constantly evolving and fluid landscape of financial, 

organisational and regulatory pressures necessitates a need for healthcare 

organisations to desire the concept of networking, to learn from others and 

develop their capabilities for dealing with the current challenges as well as the 

unpredictable future. Bate et al (2004) had discussed that, although improvement 

in healthcare has relied mainly on a “top down” programme by programme 

approach to service change and development, there are questions about whether 

the pace and level of progress will be sufficient to achieve the desired scale of 

change within timescales set. More recently, researchers (Waring and Bishop, 

2010; Braithwaite et al., 2009) highlight the potential for a locally driven or bottom-

up learning where individuals with less formal roles drive the process of 

knowledge sharing and learning. Such an arrangement has huge implications for 

the role of networks as an integral solution for the myriad of issues faced by 

healthcare organisations nowadays. 

 

 Evidence-Based Practice 

There is the growing realization that patients do not often get the best available 

care with regards to evidence-based practice (Braithwaite, 2018). This author 

(Braithwaite, 2018) points out that only 50-60% of care in the last fifteen years 

has been delivered in line with best evidence or practice guidelines. Evidence-

based healthcare practice has therefore been seen by policy makers and 

healthcare practitioners as important in ensuring that clinical practice becomes 

more effective and represents value for money (Dopson and Fitzgerald, 2005). 

Perhaps this push for adoption of evidence-based practice is partly influenced by 

the current financial squeeze on budgets and the resultant human resource 

shortages which the healthcare organisations are currently faced with?   More 

recently, there is a notion that the healthcare system’s performance is somewhat 
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slow to respond to changes which are put forward (Braithwaite, 2018) through 

research and the various change or transformation programmes. A key reason 

for this is that there are various factors within complex healthcare settings which 

contribute to whether or not a particular evidence becomes formally adopted into 

practice.  

There is undoubtedly a growing body of knowledge within healthcare composite 

specialties that requires full integration for maximum output and delivery of quality 

service. Such scenarios necessitate a need for the organisations to explore 

innovative and timely solutions to their (often complex) problems in order to 

bridge the ‘knowledge-to-practice implementation gap’, whilst maintaining quality 

and keeping cost implications minimal. These all point to a need for networking 

and consequently effective knowledge sharing.  

According to Rogers (2010, 1983), the adoption of new ideas, and practices is 

influenced by a combination of interaction between the idea or innovation, the 

adopter and the environment. This author (Rogers, 1983) discusses in detail five 

characteristics that affect the success rate of adoption, although his view has 

been criticised by Lundblad (2003) for taking a linear approach rather than 

acknowledging complexity in contexts. Work by other researchers (Williams and 

Gibson, 1990) highlights a sequence of four models, one of which includes the 

dissemination model that incorporates networking, communication and the use 

of boundary spanners to facilitate knowledge transfer in a much more complex 

process than is acknowledged by Rogers (2010). More recently, the concept of a 

complex social context which ‘receives’ the new evidence is explored by 

researchers (Glenn and Fulop, 2014) in reference to change capacity of the 

organisation. In recent years, the use of networks is thought to have become 

more effective in the spread of such innovations and ideas (Malby and Anderson-

Wallace, 2016) perhaps because of the ‘pull’ which it offers members-the 

professionals who strive to improve their own internal processes.  

Although the concept of networks can be viewed as representing the ties that 

bind individuals into groups, organisations, societies and families, it is useful to 

identify what makes such networks actually work in practice. Coiera (2013) 

discusses the social element of such network, with emphasis that even the 
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weakest of ties has the power to influence (Granovetta, 1973).  In healthcare, the 

intricate world of networks cast a light on how clinicians access information and 

advice (Creswick and Westbrook, 2010), how evidence eventually gains traction 

(Mascia and Ciccheti, 2011), how new drugs become adopted (Willaimson, 1975) 

and the overall diffusion of quality and safety practices in the sector (Cunningham 

et al., 2012).  

Knowledge is thought to be dynamically embedded in networks and relationship 

processes involving humans (Thatchenkery, 2005). The mobilisation of 

knowledge is thought to require conversations between two or more individuals. 

The availability or provision of information or knowledge in linear processes such 

as presentations, reports and other documents does not necessarily lead to 

knowledge translation or uptake (Best and Holmes, 2010). Rather when people 

(or agents) gather, they combine or exchange ideas, perspectives, views and 

opinions in a relational process with the experts often disseminating their ideas 

to others who scrutinize or validate same. The uptake- translation, use or 

implementation of such knowledge is therefore predicated on the relational 

process between the individuals concerned as well as the systemic components 

or factors pertaining to the organisation. It is therefore not surprising that networks 

are important to the process of gaining acceptance for knowledge, information 

and ideas (Ferlie and Dopson, 2005). They (networks) are often times used as 

the ‘sounding board’ by individuals and organisations who then adapt and use 

such knowledge to solve their local or contextual issues.  Goodwin et al. (2004) 

suggest that networks have emerged as de facto solutions to the provision of 

integrated care as well as to bridge the knowledge-to-practice gap.  

 

Various types of networks exist and are discussed in detail in chapter 2. They are 

often mandated in the form of care co-ordination networks, managed or otherwise 

(Ferlie et al., 2010). Mandated, networks in healthcare are mainly focused on co-

ordination and improved delivery of patient care. Non-mandated networks on the 

other hand are varied in their aims, structure and function. Often, they are 

voluntary in nature, and beyond official control (Braithwaite et al., 2009) but 

presumably could be influenced by official communication channels and as such 
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influenced by policies and targets. Broadly, non-mandated networks in healthcare 

are viewed as potential platforms to enhance the sharing of knowledge and 

information across various settings or specialties. It is anticipated that 

organisations would be influenced to improve their processes or quality of care 

provided through the use, in terms of uptake, adaptation and implementation of 

evidence-based (or best) practices (Bate and Robert, 2002). Braithwaite et al. 

(2009) suggest that networks of clinicians are invited, empowered and nurtured 

as opposed to being directed, micro-managed or controlled. They (Braithwaite et 

al., 2009) further suggest that clinicians work best when their expertise is 

mobilised, flourishing in groupings of their interests and preference.  

 

 The Research Problem 

The UK National Health Service has since embarked upon a networked form of 

organising its services (Ferlie et al., 2010), as an agile response to problems 

faced by the organisations. This has resulted in the spawning out of managed 

care networks and more recently the establishment of knowledge sharing 

networks. In recent years, there has been a substantial increase in interest to use 

various network archetypes to tackle the complex and often difficult problems 

which arise in healthcare and related service delivery. Central to this is an 

acknowledgement that the healthcare treatment provided often differs from that 

which is considered as best practice. Useful (often tried and tested) knowledge 

and information relating to aspects of treatment and care of patients need to be 

facilitated to reach practitioners in a timely manner- when they need it, with the 

overall aim to improve care process and as a result the quality and safety of care 

provided. Bate and Robert (2002) had previously recommended that inter-

organisational networks be set up to maximise the benefits of knowledge 

mobilisation gained from participation in healthcare collaboratives and other 

knowledge sharing programmes.  

The proliferation in the enactment of various network types in healthcare settings 

in recent years are mostly policy driven and to a large extent mandated and 

therefore somewhat managed with a central focus on care co-ordination for 

quality improvement. However, there is an increasing development and use of 
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non-mandated, organic and emergent networks by healthcare professionals, with 

a paucity of empirical focus on these despite their huge potential in bridging the 

knowledge-to-practice gap. To date there are very few empirical studies for 

example those by Ward et al., (2014), Pomeroy (2013), Duguid (2012) and Ferlie 

et al. (2010) that have explored the process of development of various network 

archetypes in healthcare settings. There appears a dearth of evidence in 

understanding how emergent (non-mandated) develop in practice; how 

individuals and the respective organisations perceive and adapt to such 

networks, including what aspects can be optimised to achieve the desired 

outcomes.  

Braithwaite et al. (2017) in their paper discuss the benefits of network 

communication structures in healthcare organisations over hierarchy or hybrid 

structures. The existence of such networks is facilitated by the presence of key 

agents of communication who function as leaders thereby offering the frame of 

dispersed leadership (Turner, 2019; Braithwaite et al., 2017) which confers on 

organisations distinctive abilities such as agility, adaptation and resilience in the 

face turbulence.  

Inter-organisational networks are thought to be difficult to establish and sustain 

given the differences in individual and group interests (Provan et al., 2005). 

Arguably, there may be other (latent) factors that may be instrumental in 

influencing the growth and development of such networks to gain traction. A 

detailed understanding of how networks develop in relation to the context and 

characteristics of organisations would therefore be useful. Unpicking network 

characteristics potentially could help to identify motivators and drivers of their 

network membership as well as the benefits, with a view to understanding how 

particular networks can best be optimised to achieve the desired outcomes. 

The UK Safer Patients Network (SPN) was developed in 2009 following a 

successful Safer Patient Initiative-SPI (Parand et al., 2011, Rushmer and Voigt, 

2008). It was anticipated that the network would develop into an organic, self-

sustaining and vibrant community with a key function of overcoming barrier to 

knowledge sharing which stimulate and facilitate the transfer of best practice. 

There was an assumption that providing the necessary resources for the member 
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organisations (who had a history of working together in the previous initiative) to 

network, would translate into growth and development of the much desired and 

emergent network. This research study explored the development of The UK 

Safer Patients Network- a non- mandated professional network in the UK 

healthcare sector. It is an organic, cross-organisational network, funded by a UK 

Charity to facilitate the process of knowledge and information sharing between 

NHS organisations.  This thesis reveals organizational adaptations to and use of 

the Safer Patients Network by providing answers to the following research 

questions: 

• What are the key characteristics of the network entity and its 

observed structure?  

• What cross-cutting themes can be identified as significant for the 

network development 

• Who are those involved in the network collaborative programmes 

and why? 

Providing and answer to these questions will give insight into how such networks 

develop, what drives participation, who the key members are as well as how such 

network structures could be optimised to achieve the desired outcomes.  

It plugs a major research gap by specifically focusing on the non-mandated, 

cross-organisational network of healthcare practitioners aimed at knowledge 

sharing, transfer and translation. It unpacks the network development process by 

exploring individual (and organisational) perceptions and motivations that 

influence the network growth. A framework of factors that influence organisational 

readiness to participate in networks and their corresponding programmes is 

presented as an output. Added to this, a model is developed which explores the 

mode of adaptation by member organisations to the network.   

 

 Main research methods and rationale for these 

The scope of the study explores the overall concept of the Safer Patients Network 

as well as one of its composite programmes- a collaborative learning programme 

for knowledge sharing. Considering the research questions outlined above, a 
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longitudinal, multiple, comparative case study methodology is adopted. This 

approach was chosen due to the complex nature of the network which exists as- 

an open system, with no clearly defined boundaries. A case study inquiry is useful 

as an empirical process to examine a contemporary phenomenon as it occurs in 

real-life where no clear boundaries exist between the phenomenon and its 

context (Yin, 1984, p13). The (case study) methodology (discussed in detail in 

chapter 4) often requires the use of multiple research techniques to develop a 

picture which extends or further substantiates existing theories. According to Yin 

(2009), the need for use of case studies arises from a desire to understand 

complex social phenomena. Multiple cases will allow replication and extension 

among individual cases which enables the researcher to readily sense any 

similarities in the cases and tease these out from actual change occurrences 

(Baker, 2011). The adoption of a longitudinal multiple case study methodology 

provides a means to examine organisational processes over time including any 

relationships which may exist in organizational strategy, programme interventions 

and team dynamics in healthcare settings (Robson, 2011).  

Considering the complex nature of the network; the various organizations 

involved, its composite programmes and multiple communication channels (see 

chapter five), also considering the study aims and research questions, a mixed 

methods design (see chapter four) is thought to be most suitable for the 

generation of the data required. Data collection methods include the use of 

multiple case studies involving semi-structured interviews, non-participant 

observation, and document reviews. These methods are also discussed in detail 

in chapter four. The initial data analysis outlined in chapter five provides a global 

view of the network structure and development. Although data obtained from all 

of the methods were blended together, each method was specifically chosen to 

respond to specific aspects of the research questions. Their use in combination 

guaranteed triangulation, therefore offering a richer and nuanced understanding 

of the network phenomenon.  
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 Major Areas of Contribution 

The central argument of this thesis is that the mode of the organisational 

adaptation to and use of the network is akin to a complex, responsive and 

adaptive system which has evolved in response to the contextual issues faced by 

each member organization. 

This thesis was born out of a broader study (Lankshear et al., 2013) which 

evaluated the network development based on specific questions of interest to the 

funders.  In terms of scope and contribution, this thesis explores the literature in 

relation to the benefits of networks for knowledge transfer relating to improving 

patient safety, with empirical findings as well as theoretical considerations 

presented in conceptualising the network development. It explores the broad 

network functions as well as inherent characteristics, and further explores the 

dynamics of participation in a specific network collaborative programme. A 

metaphoric conceptual model is developed which depicts the ‘network ecology’ – 

adaptation process, structure and context with suggestions offered on how best 

to optimize the desired network functions. The model highlights the network 

development in response to factors that pertain to organisations’ internal and 

external environment. Three main theories are used to offer explanations about 

the observed network development.  

Methodologically, the study offers the perspective of using mixed methods to 

conduct an in-depth analysis of such networks over a period of time. Mixing 

methods provides assurance of insight to the complex nature of the network entity 

and the organisations involved. The study fills a major research gap by taking a 

step further the concept of inter-organisational network research and theory 

building. Considering the ongoing debates around the development and use of a 

variety of networks in healthcare (Ferlie et al., 2010, Bate and Robert, 2002), 

there has been a paucity of research into their development (in context), 

especially for such non-mandated inter-organisational, networks of healthcare 

practitioners. Previous research on the subject of networks have explored 

mandated care co-ordination networks (Duguid, 2012) and informal networks of 

healthcare managers (Ward, 2014). This study presents a framework (chapter 6) 

which highlights organisational barriers to the transfer of best practice in network 
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collaborative programme settings. Overall, it makes contributions to theory, 

methodology, policy and practice (chapter 7). Policymakers and organisations 

interested in funding such networks would benefit from the insights generated. 

 

 Structure of Thesis 

This chapter has provided an overview of the thesis in context. Here I briefly 

outline the subsequent structure of the thesis. In the chapter two, I review relevant 

literature to provide a broad understanding of the concept of networks in 

healthcare with key discussions on typologies of networks, benefits and 

characteristics. I present the findings in the subsequent chapters as follows: 

Chapter three presents an overview of selected and relevant theories considered 

for application to the research findings. Chapter four provides an outline and 

discussion of the study design, methodology, the chosen research methods as 

well as ethical considerations in the process. In Chapter five, the first set of results 

are presented which explore the network structure and its broad characteristics. 

Chapter six takes an in depth look at the embedded network collaborative 

programme and presents the results of members from across five case study 

organisations. It highlights the organisational and individual motivations for 

network participation. Chapter seven concludes the thesis by presenting a 

discussion of the results of the study, proposing a model of the network 

adaptation process for consideration with suggestions on ways to optimise 

network functions. Major contributions of the study and recommendations are 

made in this closing chapter. 
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CHAPTER 2: UNDERSTANDING NETWORKS 

  Introduction 

This chapter outlines a scoping review of the literature which begins by defining 

and exploring the main concepts and terminologies used in the networking arena. 

Scoping reviews are a form of knowledge synthesis which incorporate various 

study designs to comprehensively summarize evidence with the aim of informing 

practice, policy or programs and also providing direction to future research 

(Colquhoun et al., 2014). They are versatile for use in both emerging and 

established fields of research. Where evidence abound, such reviews are used 

to provide a comprehensive understanding of the landscape. I applied Arksey and 

O’Malley’s (2005) methodological framework which involves identifying the 

research question, searching for relevant studies, selecting the studies, collating, 

summarising and reporting of results, then consulting with stakeholders to inform 

or validate findings. 

This chapter provides the output of this review on networks and their application, 

with particular reference to healthcare settings.  The chapter opens with an 

overview of the UK NHS and proceeds to explore knowledge as an asset and the 

concept of evidence-based practice in the field of healthcare. It then explores 

network concepts such as typologies, learning networks, communities of practice 

(CoPs) and their application in healthcare settings. It further explores how CoPs 

and networks are used by members, including their participation and theoretical 

concepts of engagement within these entities. Other theoretical concepts such as 

of antecedents and benefits of networks, social network analysis (SNA), design 

and key features as well as barriers to participation and success of networks and 

communities are explored.  

 

 The UK NHS and Healthcare Regulation 

Founded in 1948, the UK NHS has since undergone various changes in efforts 

to improve the quality service provided or overall organisational delivery. The first 

ever re-organisation occurred in 1974, with the introduction of two new tiers of 

hierarchy (Malby and Anderson Wallace, 2016) but a criticism was launched at 
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the end of the decade by a royal commission about the complexity of the 

structures which had emerged (The Nuffield Trust, 2017). This led to a further 

restructuring in 1982 with a view to simplifying the organisational arrangements 

at the time. In the subsequent years which followed, there was an increased 

search for organisational solutions based on a discontent with its performance at 

the time. With the development of the NHS plan in the year 2000, a reformation 

programme was established across England and Wales, with a major focus on 

spreading knowledge and best practice (Bate and Robert, 2002). The plan 

highlighted a focus on service reform and redesign. To this end, the programme 

of ‘NHS collaboratives’ was enacted as a methodology which was viewed as 

capable of achieving the desired change (Malby and Anderson Wallace, 2016) 

Although there have been further structural organisations over the years, the NHS 

plan has continued to create an interest in forms of organising related to learning 

and quality improvement. In terms of the structure and regulation of the NHS, 

there was a move from having a tripartite system to a proposal in 1962, to unify 

systems over a ten-year plan. With various other developments occurring in 

between, a system of payment by results was introduced in 2003 to allocate 

finance to healthcare organisations based on the number of patients seen. This 

was essentially a cost saving initiative but arguably target driven and potentially 

compromising on the quality of care as organisations were driven in their pursuit 

and achievement of the various targets.  

The Department for Health is the government department in charge of policy 

development and funding related to health care in the UK. However, the provision 

of healthcare and related responsibilities for running the NHS has over the years 

been transferred from the central government in Westminster to the various 

governments in the devolved UK regions: Scotland, Wales, Northern Ireland and 

England with each now operating their own NHS services. Blocks of funding are 

allocated by parliament to each national government who in turn decide how 

much to allocate on aspects of the NHS. More recently in England, there are talks 

of further regional devolution (eg. ‘Devo Manc’ in Manchester) being tried (the 

medicalportal.com) with the aim of services being more aligned to the needs of 

specific regions, thus yielding benefits for the local population. 
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In terms of regulation, in England, ‘NHS England’ is the umbrella body which 

independently oversees healthcare. Clinical Commissioning Groups run by 

consultants, GPs and Nurses are responsible for 60% of the budget; for the 

commissioning of healthcare in their local areas. The NHS Foundation trusts in 

turn provide the commissioned care in the form of Mental Health, Ambulance, 

Hospital and Social Care Trusts. 

In Scotland, NHS Scotland is made up of territorial and special NHS Boards as 

well a Public Health body. Each NHS Board is accountable to Scottish Ministers 

supported by the Scottish Government Health and Social Care Directorate. The 

territorial boards are responsible for the delivery of frontline healthcare services 

as well as the protection and improvement of their population health. All of the 

NHS Boards work together for the benefit of their population. 

In Wales, Health Boards also plan, secure and deliver healthcare services in their 

areas. There are three NHS Trusts responsible for providing healthcare services 

across all of Wales. A National Delivery Group oversees the development and 

delivery of healthcare services across Wales. This group makes up part of the 

Department for Health and Social Services (DHSS) in Wales. There is also 

Community Health Councils as well as the NHS Wales Shared Services 

Partnership. 

In Northern Ireland, the NHS is referred to as Health and Social Care (HSC), 

providing family and children services, home care services, social work and day 

care services. Services are commissioned by the Health and Social Care Board 

and provided by five Health and Social Care Trusts with Ambulance Services 

Provided by the Ambulance Trust. The Health and Social Care Board which is 

made up of local commissioning groups (LCGs) is therefore responsible for 

contacts management, managing resources and performance improvement.  

It is within these varied policy contexts that the various NHS organisations across 

the UK countries operate and function. It is important also not to lose sight of the 

wider determinants of health in each of these countries with a potential to impact 

the need of care or use of services. The level of funding allocated to other parts 

of the public sector, including the quality of management of key local 

organisations can indeed impact on how people view and use health services.  
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As healthcare organisations attempt to ‘weather the storm’ of their current issues 

which include diminished funding and staff shortages, there is need to find timely 

innovative solutions to problems and improve efficiency of processes. 

Organisational capabilities to improved patient safety and quality of care and 

services are improved upon by the networking of individuals who are part of 

professional groups which make up these organisations. Whilst networking, 

organisations and their members involved in the process are somewhat primed 

or attuned to the discovery of new knowledge that are relevant for their needs.  

For example, organisations will learn from others that are closely linked in their 

nature of business by establishing inter-organisational linkages principally for the 

purpose of knowledge sharing and learning. However, in order for such 

organisations to be able to apply the knowledge gained for the benefit of the 

organization, specific factors, characteristics or attributes of the organisation (and 

individuals) are required. Researchers (Mascia and Cicchetti, 2011) have 

suggested that social relationships play a role in shaping the information seeking 

and learning behaviour of health professionals. The existence of interpersonal 

contact is thought to facilitate knowledge exchange process, mainly through the 

use of certain individuals or intermediaries (Williams et al., 2016, Milner et al., 

2006.) often referred to as champions, opinion leaders, facilitators, change 

agents, bridgers, knowledge brokers or boundary spanners within such 

processes. The process of knowledge transfer could potentially be enhanced by 

the network dynamics and characteristics such as these. 

 

The Literature Review Process 

As much of the literature on networks lie outside the healthcare arena, the initial 

literature search covered the fields of business, education and management as 

well as healthcare. Both academic and grey literature which addressed the above 

questions were sought.  Publications that focused exclusively on e-learning or on 

the mathematics of networks and did not add to the understanding of virtual 

networks were excluded.  The process of the initial literature search is as outlined 

below.  The search was undertaken at the beginning of the study with the 

references updated in a snowball fashion using citation tracking at the point of 
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writing up this thesis. These updates with relevant literature was done over the 

course of the study. 

In the initial search, the following databases were used: 

• MEDLINE 

• CINAHL 

• British Nursing Index (BNI) 

• Health Management Information Consortium (HMIC) 

• Business Source Premier (BSP) 

• EconLit 

• PAIS International 

• ERIC (Education Resources Information Center) 

The search strategy included free text terms, and whenever possible subject 

indexing terms.  To start with, most of the potentially relevant subject indexing 

terms available in the databases searched were deemed too broad to include in 

the strategy.  Also, due to the woolly nature of the terminologies related to this 

subject, the search strategy was made up almost entirely of phrase searches.  

Searching for terms such as ‘knowledge’, ‘learning’, ‘network’, ‘community’ was 

problematic, and resulted in the retrieval of an unmanageable number of studies.  

For example, searching for the term ‘network’ identifies studies about ‘neural 

networks’, ‘protein interaction networks’, secure network communications’, 

‘phenomes’, and other irrelevant literature. Proximity operators, when used, were 

limited to within one or two words 

It was not possible to search specifically for ‘communities of practice’ because of 

the inclusion of stopwords- these are words that are in frequent use, and so lose 

their usefulness as search terms (e.g. ‘of’, ‘in’, ‘the’, ‘at’, ‘for’, ‘and’). Wild cards 

(denoted by an asterix *) were used to accommodate variations in spelling in UK 

and non-UK journals. For example, organi*ation will give outputs of both 

American and British representation. The searches were limited to English 

language studies only and by date range to 1996- 2010. An updated search was 

conducted in 2018 with citation tracking used to explore useful publications 

beyond this time. 



 

18 
 

 

The main aim of this step in the process was to achieve sensitivity to pick up 

relevant articles rather than precision. It was therefore expected that the search 

would yield more ‘hits’ than relevant articles.  The search plus other 

recommended references yielded 1413 articles and the database search results 

were initially sifted by an information specialist to remove obviously irrelevant 

literature. As multiple databases were searched, there was some degree of 

duplication.  In order to manage this issue, the titles and abstracts of records were 

downloaded and imported into EndNote bibliographic software and duplicate 

records removed.    

The abstracts of all publications were reviewed by the researcher, out of which 

124 relevant studies to the proposed questions and themes were selected and 

reviewed in full as illustrated in figure 2.1 see (page 21). Selected articles were 

reviewed for information relevant to the themes and questions outlined above.  

Additional references gleaned from a snowball search on google scholar were 

also reviewed for their relevance to the outlined questions as applicable to the 

concept of the Safer Patients Network. Here I initially present an introduction to 

the concept of knowledge as an asset for organisations before delving into 

network studies.  
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Figure 2.1: Schematic Illustration of the Literature Search Process 

 

The network literature is vast, spanning across numerous academic fields 

including organisational sociology, business studies, computing, psychology and 

more recently healthcare. In order to understand more about networks and the 
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concept of networking, this section presents a scoping review of networks that 

exist in healthcare settings. This review was framed within a series of guiding 

themes for analysis of the emerging literature, with a view to providing more 

understanding of networks in context. These include: 

• What are the key terminologies associated with the need for 

networks? 

• Is there a relationship between a professional network and a learning 

community? 

• What is the evidence that learning communities play a key role in 

knowledge mobilisation and utilisation? 

• What are the key features of successful networks or communities of 

practice? 

• How are learning communities used by their members? 

• Are there known characteristics of people who are attracted to 

networks and/or communities of practice? 

• How can social network analysis contribute to our understanding of 

virtual networks? 

• What are the characteristics of virtual networks, and how far are they 

different to conventional networks? 

 

These questions informed the development of the analysis which follows. The 

findings from the review are presented under specific headings in a narrative and 

integrative way. 

 

 The Concept of Knowledge Transfer in Healthcare 

Knowledge is defined as a “fluid mix of framed experience, values, contextual 

information and expert insight which provides a framework for evaluating and 

incorporating new experiences and information” (Davenport and Prusak, 2000). 

It exists in different forms such as residing in individuals within organisations 

where it often becomes embedded in documents, practices, processes and ‘ways 

of doing’ which bring about certain expected results.   
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The organization of systems for the transfer of knowledge within and between 

organisations are important; and it is here that the value of networks is critical. In 

times past, organisations everywhere addressed the nature of knowledge and 

explored the means of creating, sharing, transferring, and using it more 

effectively, with particular reference to knowledge management; the creation of 

repositories, improving access, enhancing the environment and recognising its 

value as an asset (Davenport et al., 1998).  More recently, there has been a 

growing awareness that much of an organisation’s knowledge which enhances 

its competitive advantage and expertise resides in its employees rather than in 

its databases and other electronic systems (Lam, 2000).  In the healthcare sector, 

however, this notion has long had currency with the recognition that much of the 

knowledge required for the expert provision of care/service is gained through 

means such as apprenticeships (learning in situ) or via participation in small 

groups akin to networks. 

The literature makes reference to two broad classifications of knowledge types: 

explicit and implicit (tacit) knowledge.  Explicit knowledge refers to that which can 

be easily communicated, abstracted, codified, stored and understood while 

implicit/tacit knowledge on the other hand is not easily communicated and stored 

without an understanding of the subject/context (Russell et al., 2004).  Lam 

(2000) suggests that a large portion of human knowledge such as skills, 

techniques and processes cannot be easily explained or documented in codified 

form.  Such experience-based knowledge can only be explained through practice 

in particular context and communicated in a manner which enhances its 

transmission or transfer through social networks.   

The creation and use of knowledge flows both within and outside an organisation 

are important for the organisation’s continued relevance, survival or competitive 

advantage (Marchiori and Franco, 2019). Duguid and Brown (2001) make 

reference to paradoxical descriptions of knowledge transfer – on the one hand 

described as sticky (reluctance to movement within an organisations) and on the 

other as leaky or mobile (undesirable flow/movement across organisational 

boundaries).  These authors (Dugid and Brown, 2001) suggest that the same 

knowledge can prove both sticky and leaky; where ideas, inventions, insights and 

practices which spread within an organization, often with great difficulty can prove 
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to be capable of travelling to, and be taken up quickly by external organisations.  

Liebeskind (1999), argues that a firm’s competitive advantage lies in the ability to 

prevent knowledge from leaking across potentially porous boundaries. Based on 

funding structures in the NHS, this concept of competition does not wholly apply 

to UK NHS organisations. One would however argue that knowledge of particular 

concepts and practices get refined when they are adapted for use in contexts 

other than that for which they were created. 

Bate and Robert (2002) highlight that knowledge transfer is not as simple or 

contagious as people perceive or think it should be. Also that facilitating meetings 

using face-to-face or online (virtual) platforms may not necessarily drive the 

required knowledge flow. This is due to the characteristic ability of knowledge to 

exist in the (tacit) form which ‘sticks’ with a reluctance to flow across 

organisational boundaries. Knowledge transfer of ‘best practice’ to other contexts 

has therefore been viewed as relatively difficult to achieve (Newell et al., 2003), 

thus emphasizing its stickiness and/or reluctance to ‘leak’. The existence of 

knowledge as either forms- explicit or tacit ultimately requires different 

considerations for their transfer or movement. For example, tacit (uncodified) 

knowledge would require measures which see it documented (codified) or the 

process relayed before any transfer or movement can occur. 

Newell et al. (2003), make reference to a social constructivist’s view of 

knowledge- 

“that all human knowledge is developed, transmitted and 

maintained in social situations rather than it been viewed as a 

resource that is easily transferred or embedded in organizational 

process”.  

This view of knowledge supports that knowledge emerges and can therefore be 

transfered as people constantly interact as part of their daily routines or other 

processes. These authors (Newell et al., 2003) recommend that for complex work 

processes sub-divided between groups of interdependent professionals such as 

occurs in the NHS, the effective transfer of ‘best practice’ cannot happen 

independently of the process of knowledge creation. This implies that, for the 

effective transfer of ‘best practices’, as much emphasis should be placed on the 
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dissemination of information about generating knowledge about current practice 

(process knowledge) as well as on knowledge of the ‘best practice’ (product 

knowledge).  

 

 Networks- A Solution to Problems in Healthcare? 

In chapter one, I outlined the issues and an awareness in the medical arena that 

individuals do not always get the best care for their specific needs (Braithwaite et 

al., 2018; Grol and Wensing, 2004). Also, that patient safety in healthcare is 

thought to be improved by organizational learning with researchers like Waring 

and Bishop (2010) supporting a practice- based view about patient safety 

knowledge; being situated in practice and framed by professional boundaries.  

Huge variations between knowledge and practice in healthcare are known to 

persist (Kilo, 1998) and there is an acknowledgement that there are no ‘magic 

bullets’ (Dopson et al., 2002). Currie and White (2012) in their study of 

interprofessional barriers and knowledge brokering highlight that situated 

learning across professional groups is much needed in healthcare because 

problems arise in real time and within specific contexts that necessitate the 

integration of both clinical and psychosocial knowledge. There are factors that 

have been shown to influence the transfer of knowledge and uptake or use of 

evidence in practice (Greenhalgh et al., 2005). These factors can either impeded 

of facilitate the process and include the complex structure of the organisations, 

the numerous professionals or stakeholders involved, leadership as well as the 

culture/orientation of the healthcare professionals (who are predominantly known 

to work in silos). The literature (Waring et al., 2013; Dopson et al., 2002) shows 

that Clinicians are more likely to influenced by ideas which originate from proximal 

healthcare settings and often-times from a peer with whom they share a 

connection. Work by other researchers further outline other factors such the 

composition of the intervention itself, the characteristics of the individuals who 

are expected to accept and use the intervention and the context or environment 

into which it is introduced (May and Finch, 2009). Berwick (2003) also identifies 

contextual factors to include communication, the provision of incentives, 

leadership and management of the process. 
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Waring (2007) discusses adaptive regulation in medicine as a potential key to 

enhancing the safety of patient care if it is appropriately harnessed by policy 

makers and clinicians alike. He highlights the realities of medical regulation to 

improve patient safety as being multi-dimensional and fraught with a network of 

both formal and informal as well as internal and external procedures at the 

various system levels (discussed in chapter 3 of this thesis) of professional 

practice. Waring (2007) further highlights work by other authors showing that it is 

often not appropriate to adopt a single regulatory strategy but rather the mode of 

control should be responsive to the conduct and context of those being regulated. 

Through adapting their regulatory practises in the light of the patient safety 

agenda it could be argued that healthcare professionals maybe defending the 

norms of medicine and in the process engaging in new forms of self-surveillance 

and self-control as the discourse of patient safety as well as bureaucratic 

procedures of the regulatory agencies is internalised within medical practice.  

Further work by Waring and Currie (2009), exploring the organisational 

challenges and managerial futures for the UK medical profession in managing 

expert knowledge, highlight the problems in attempts at management of medical 

knowledge towards organisational learning and the challenge this represents to 

clinical freedom. Their work discusses that change emanates not necessarily 

from a top-down management approach, nor from a bottom-up resistance of 

professionals but rather through a dynamic mediation of these influences within 

a wider institutional context. They found that doctors respond to change initiatives 

through a number of situated responses which tend to limit management control 

over knowledge and reinforce their claims to medical autonomy. The authors 

(Waring and Currie, 2009) suggest that future efforts aimed at promoting learning 

and quality improvement in healthcare should seek out alternative methods of 

learning via situated learning i.e- networks and communities of practice as 

opposed to the use of top-down managerial fixes.  

Recent discussions by authors (Turner, 2019; Braithwaite et al., 2017) 

acknowledge the changing nature of organisational structures in healthcare such 

as the replacement of hierarchy with hybrid matrices or networks to solve its 

complex issues. These issues as outlined by Currie et al. (2010) include providing 

solutions for: 
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a) Economic issues by pooling resources to achieve cost efficiencies whilst 

maintaining or improving quality of care 

b) Social issues by coordinating decisions making for the provision of 

integrated services that tackle the complex issues 

c) Democratic issues which ensure that patients, service users and their 

carers have their views incorporated in the design and improvement of 

service delivered. 

d) The achievement of organisational learning- when service development 

and improvement is promoted through knowledge sharing within the 

context of mutual or reciprocal relationships in networks. 

The growing challenges faced in the healthcare sector has led to a perception 

that networks may offer solutions to the complex problems in tackling issues 

relating to patient safety, quality improvement, knowledge sharing and transfer of 

evidence-based practice. This is because there is an assumption that evidence 

generated proximally or internally in healthcare settings would be easily 

translated to other similar settings in healthcare. The underlying assumption 

being that peer-to-peer influence offers the benefit of facilitating this knowledge 

transfer and eventual uptake or translation. Some studies (Braithwaite et. al., 

2017; Johansson, 2011) duly acknowledge that networks, teams and 

communities of practice may have a role to play in achieving this knowledge 

transfer and uptake with efficiency gains for organisations. This is attributable to 

the presence of distributed or dispersed leadership, communication and 

reciprocity which characterize these entities thus providing the ability for 

organisations to deal with complexity of scenarios of environmental factors.  

There has thus been a proliferation of the use of networks and related entities 

such as communities of practice in the healthcare sector. Johanson (2011), calls 

for more research into the concept of networks and related programmes including 

how to maximise benefits and minimise barriers. Turner (2019) as well as Currie 

and Lockett (2011) discuss the existence of dispersed leadership in the 

contemporary healthcare models as opposed to the hierarchical command and 

control models which previously existed due to the use and adaptation of various 

network structures in healthcare. Braithwaite et al. (2017) whilst acknowledging 
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the relevance and function of top level leadership in organisations, have argued  

that “tight centred control in organisations can be counterproductive” thus 

emphasizing the benefits of distributed/dispersed leaderships and network form 

of organisations. 

 

 

 Network: Definitions and Typologies 

Networks have been ingrained into the fabric of the human society for some time. 

It is evident in transactions and trade relationships as well as personalized 

contacts between individuals. As a result, they can be found in various facets of 

life ranging from science, to politics, culture and technology (Johansson, 2011). 

The term network is a synonym for partnership, collaboration, alliance and group.  

It is used more specifically to describe the relationships between people, groups 

or organisations (Cunningham et al., 2010).  According to Addicott et al. (2007), 

there is no single definition of a network but discussions relating to it typically 

focus on the presence of strong formal or informal links, comprising 

communications between diverse but related organisations to manage the flow 

of services across a whole area of service provision (Drew, 2014).  According to 

other authors (Cunningham et al., 2010) (WHO, 1998), a network is a grouping 

of individuals, organisations and agencies organised on a non-hierarchical basis 

around common issues of concern, which members are interested in and 

participate based on commitment and trust. Depending on the aims/reason for 

their existence, networks can be classified as either formal or informal (social).  

They could also function by utilizing either a face-to-face forum, a virtual platform, 

or a combination of both. 

With these definitions in mind, we can see network entities as a social process of 

linking individual together or the creation of a coalition or groups to facilitate the 

achievement of specific tasks (Johansson, 2011). Senge et al. (1999) highlight 

that no company has generated profound change efforts without an evolving, 

active, internal networks of practitioners aimed at sharing progress and helping 

each other. Instead of building new networks for sharing of knowledge, emphasis 



 

27 
 

 

by researchers (Bate and Robert, 2002, McDermott and O’Dell, 2001) is to build 

on the existing structures within and across organisations. Suggested ways to do 

this include formalizing the existing structures into official knowledge sharing 

networks, supporting them with resources, as well as recognising their 

achievements and contributions (McDermott and O’Dell, 2001). There is therefore 

both collective and individual dimensions to networks. 

Inter-organisational networks have pervaded the healthcare sector in recent 

years, even though research suggests that there is a lack of understandable 

explanations relating to foundational concepts like network typologies in 

healthcare with regards to their structures, activities and outcomes (Scheaf and 

Scofield, 2016; Johansson 2011). Currie et al. (2010) in their study present a 

description of a professional network, having developed-emerged as a 

community of practice (discussed later this chapter) with diverse professions of 

interests, thus allowing the network to cater for diverse aims of network forms of 

health and social care organisations. They discuss characteristics such as- 

mandated networks which are formally embedded in the healthcare system with 

organisational accountability upwards quite clear. These could often be driven by 

top-down policy requirements, may have clear structure and could be properly 

resourced with regards to time and finances although this is not often the case. 

Work by these researchers (Scheaf and Scofield, 2016) have focused on the 

productive processes and governance structures for mandated integrated care 

networks for services across multiple separate providers. Other researchers 

(Lannon and Peterson 2013; Johansson 2011; Ferlie et al. 2010) have also 

explored mandated care co-ordination networks within specific healthcare 

specialties. These ensure the co-ordination of quality services as individuals 

move across these to access the care that they need. 

Mandell and Keast (2009), point out that the literature has generally treated 

networks as undifferentiated, adding by way of definition that the term is used to 

broadly denote the various ways in which organisations might work together, 

ranging from loose and informal arrangements to those that are much more 

complex and long lasting. As a result, various typologies of networks have been 

put forward by authors; suggesting a long list of network archetypes.  Mandell 
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and Keast (2009), describe other authors’ classification of network types as falling 

into one of three categories namely; cooperative, coordinative and collaborative. 

According to these authors (Mandell and Keast, 2009), the cooperative network 

is found in a variety of settings and generally involves information sharing and/or 

expertise with little or no risk in their transactions.  Members or participants are 

independent and will only interact on a “need to” basis.  The literature suggests 

that such is the structure with groups such as professional social workers who 

routinely exchange information about best practice within their field. Leadership 

within this type of network is diverse and dispersed with its focus on connecting 

individuals in the network. 

Coordinative networks are said to occur when the delivery of services is 

integrated among organisations in order to increase service efficiency. The 

organisations involved are said to go one step ahead of cooperative networks to 

interact with each other with the intention of aligning their individual efforts to 

facilitate seamless transitions or transfers.  The member organisations remain as 

independent entities but are willing to make changes at the margins in the way 

they deliver their services.  Leadership in such networks is focused on guiding 

the integration process through planning joint projects and other means that 

encourage working in a collective manner. 

Within collaborative networks, the participants are dependent on each other in 

a symbiotic manner in which the effective action of one organisation depends on 

the actions of another.  The organisations recognise both their inability to meet 

their goals working alone or the fact that they share a common problem with other 

members. It is a level of networking which goes beyond resource dependencies 

and data needs, to involving making a commitment to change the way in which 

they operate.  Also, participants are willing to develop new ways of thinking and 

behaviour; develop new relationships and be willing to make changes in existing 

systems of operation and service delivery.  A key characteristic of such a network 

is to achieve strategic synergies between participants that will lead to the 

discovery of innovative solutions.  In this context, leadership refers to the process 

of getting all members to interact in new ways that effectively utilize their 

strengths.  The processes involved in building a new entity, working towards 
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system change, recognising interdependencies, building new relationships and 

learning to work together in new ways are central to the concept of leadership in 

collaborative networks.  

Collaborative and co-ordination networks have come to make up a large part of 

the public sector’s strategy to address ongoing and often complex social 

problems.  An example is the managed clinical networks which are used in health 

service provision to streamline the patient’s journey through the system, providing 

services form various specialties in an intrinsically “joined up” way (Holmes and 

Langmaack, 2002).  Such managed clinical networks, of which there are many 

examples (Marlow and Gill, 2007, Carter et al., 2003, Holmes and Langmaack, 

2002, Baker and Lorimer, 2000), consist of linked groups of health professionals 

who work in a co-ordinated manner, to provide patient care that may span across 

levels- primary, secondary, tertiary care and involve various specialties.  

Johansson (2011) adds that such networks in healthcare are usually focused on 

specific speciality, function or disease. Goodwin et al. (2004) have suggested that 

closer observations of networks in operation reveal a combination of two or three 

of the above defined typologies. 

Currie et al (2010) in their study stratify networks as either top down (policy 

driven) or bottom-up (emergent or professionally driven network). They further 

stratify the policy driven networks as follows: 

a) Managed focused upon knowledge sharing and service development 

b) Managed focused upon service delivery 

c) Inter-organisational partnerships, spanning private, public and third sector 

organisations with a focus on mutual benefits and pooling of resources 

The professionally driven- emergent networks include: 

a) Communities of practice which are self- organised and based on common 

interest with an emphasis on knowledge sharing 

b) Professional networks that protect the self-interest and autonomy of its 

members. 
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According to Gannon-Leary and Fontainha (2007), cross-organisational networks 

are not based on the “legal authority paradigm”, rather they are structures of 

interdependence which involve multiple organisations or parts with no particular 

hierarchy, except where hierarchy evolves from participation and natural experts 

or de facto leaders emerge.  Although networks can be said to be different from 

organisations, they are not so different in the sense that they require some form 

of governance in terms of organisation, operating rules, mission, goals, 

objectives, routines etc. (Agranoff, 2006).  Cohesive factors of networks are 

thought to include: 

• Trust (this is important as people will join, remain and work together 

where there is some element of trust, developed most easily through 

experience and familiarity) 

• Common purpose 

• Mutual dependency 

• Resource availability 

• Managerial ability (this is the steering- leadership and guidance); to 

balance social forces and interests while enabling actors and systems 

to organise themselves with minimal coercion and resources.) 

(McGuire, 2002, Arganoff and McGuire, 2001) 

Increasingly, public sector organisations are exploring various ways of co-

ordinating services across pre-existing vertical or functional boundaries with 

network- based organisations emerging as a new, innovative organisational form 

in the public sector just as in the private sector (Addicott et al., 2007).  It is thought 

that network arrangements may be more suitable than hierarchies for situations 

of high complexity, rapid change and turbulence (Ferlie et al., 2002).  In changing 

conditions, networks are thought to be more flexible and responsive than 

hierarchies as new information is more easily passed on, interpreted and acted 

upon (Addicott et al., 2007).  

Currie et al (2010) in their report suggest that there are difficulties in comparison 

and elucidation of benefits associated with various network types as the varying 

characteristics often make them not directly comparable. Bate and Robert (2002) 
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tend to suggest that given the flat structure and low level of beauraucracy in 

networks, they are effective in the facilitation of knowledge into practice, with a 

specific ability to transcend organisational and professional boundaries by forging 

dialogue which promotes learning. The art or process of networking it seems, 

fosters integration and flexibility between services and their offerings and also 

allows rapid access to the best available knowledge in solving problems or 

sharing best practices.  This is because the knowledge flow around networks is 

enriched and refined as it passes through many minds with added benefits such 

as new knowledge creation, development of better/improved products or 

innovative solutions to problems (Skyrme, 2003) with the network ties perceived 

as conduits for knowledge and information to flow. Also, communication links 

based on networks may increase an organisation’s or group’s access to new 

knowledge which may emanate from experts outside such groups.  An actor’s 

adoption of a practice is thought to be determined by the proportion of network 

connections (nodes) surrounding him/her, from which individuals adopt 

behaviours or practices (Borgatti et al., 2003). 

Inter-organizational networks offer competitive advantage and therefore create 

value by acting as important means of bridging multiple organisations and dealing 

with difficult problems- often referred to as ‘wicked issues’. The competitive 

advantage for the member organisations or groups will lie in their ability to access 

these external sources of knowledge as well as those within the network linkage.  

Members of a network can glean knowledge and experience that are useful to 

their own organisations. Networked organizations can also benefit from 

information brought by members of their own organisations.  A network of inter-

organisational linkages serves as an information conduit where each organisation 

connected to the network can be both a recipient and a transmitter of information.  

As such, an organisation has access to the knowledge and information held by 

its employees or members as well that held by other network members via the 

direct and indirect contacts of the employees who engage in the network.  
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  Learning Networks 

Pahor et al. (2008), analyse two views of learning within organisations.  The first, 

named the acquisition perspective, views learning as the individual acquisition of 

knowledge and skills, reflecting an understanding of learning through formal 

education.  The second, participatory perspective, is derived from practice-based 

studies such as apprenticeships.  Within this participatory approach, learning is 

viewed as participation in communities of practice (CoPs) where the focus of 

learning moves to its application in work or real life settings (Pahor et al., 2008). 

Learning occurs through individual and collaborative analysis of a problem with 

the identification of specific learning objectives. The learning process is further 

intensified when participants engage in personal reflection and collaborative 

investigation to highlight solutions (Yeo, 2008) 

According to Berkes (2009), bridging or linking organisations provides a forum for 

the interaction of different types of knowledge, as well as the co-ordination of 

other tasks that enable co-operation in accessing resources, bringing together 

different actors or specialists, building trust and resolving conflicts through 

networking.  This author Berkes (2009), highlights social learning as one aspect 

that enables co-operation, adding that it occurs most efficiently through joint 

problem solving and reflection within learning networks.  Morris et al. (2006), also 

suggest that learning networks need to have practical activities which are geared 

towards achieving traction on the learning agenda.  Networked learning 

communities are also seen as a powerful mechanism for stimulating and realising 

change and innovation (Allen and Cherrey, 2000). This chimes with the aims of 

the SPN which include learning for change implementation. 

Allee (2000), presents the benefits of network membership on three levels which 

include organisational, community and individual levels.  At organisational level, 

networks promote innovation, develop staff and allow for faster routes to problem 

solving.  For the community, a shared language and shared memory is built up 

which allows the organisation to survive aspects such as the departure of 

individuals through succession planning. At the individual level it helps people to 

keep up with developments and gives a sense of identity and belonging.  In 

clinical settings, Carter et al. (2003), argue that the benefits or advantages of 
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networking include the sharing and transfer of knowledge and cutting edge/best 

practices, a cross fertilization of ideas from one to other situations and cases, a 

sense of confidence derived from having the latest information on patient care 

and the provision of friendship and support particularly in managing difficult 

clinical situations.  Although some of these researchers have identified benefits 

of networking, there appears to be a paucity of research into how the networks 

develop in practice, including antecedents or factors which foster effective 

networking.  This is one of the gaps which this study fills. 

Sustaining a network depends on establishing clear targets and a means to 

monitor progress towards achievements.  Morris et al. (2006), suggest that as a 

matter of principle, learning networks need not last forever and given the 

voluntary nature of participation, members will tend to exit the network when they 

perceive that their learning objectives have been met.  However, where the 

learning agenda is more open ended, there is a long-term challenge of monitoring 

progress towards the objectives and challenging or resetting them at necessary 

points.  The key to sustained network involvement therefore lies in its 

performance and the key to performance is in adding public value through 

working together (Agranoff, 2006).  This author (Agranoff, 2006), adds that value 

may not be easy to measure against cost but must exist as a reason to hold 

participants into committing to network membership. This study contributes to this 

discussion by highlighting  the perceived benefits/motivations for members who 

participate in the Safer Patient Network. 

 

 Communities of Practice (CoPs) 

One definition of a CoP is “a group of people who share a concern, set of 

problems or passion about a particular topic and wish to deepen their knowledge 

and expertise in this area by interacting on an ongoing basis” (Wenger et al., 

2002).  Gabbay et al. (2003), define them as “groups of people who may not 

normally work together, but who are acting and learning together in order to 

achieve a common task or goal while acquiring and negotiating appropriate 

knowledge.” Braithwaite et al. (2009), compare social networks and communities 

of practice.  These researchers suggest that in one sense they are viewed as two 
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sides of the same coin, however CoP scholars have tended to emphasise 

learning processes while social network scholars have focused on underlying 

structural properties.  According to Cunningham et al. (2010), the concept of 

networks put forward by others (Braithwaite, 2009, Wenger, 1998) include 

communities of practice and collaborating communities.  Allee (2000) on the other 

hand, suggests that networking does not make for a community of practice and 

emphasizes that communities require a sense of mission, which implies 

something people want to accomplish or do together that develops from their 

shared understanding.  

CoPs are useful structures through which knowledge generation and transfer, 

learning, problem-solving and identity are developed. They are viewed as 

networks with a mission- usually a task or project to accomplish, often 

characterized by their focus on a high level of group communication and 

reference to learning.  Members of CoPs would informally share, develop and 

pass on learning, knowledge and practice, developing processes in which they 

mutually construct knowledge in line with their discipline.  Brown and Duguid 

(2001), suggest that the relationships within a community of practice are closer 

than among network members. This they suggest is due to the existence of a 

focus of shared interest within communities of practice. 

In terms of origin, CoPs may either spontaneously emerge or be deliberately set 

up for a purpose, may be formal or informal and tend to have few (if any) 

organisational regulations.  A systematic review by Li et al. (2009), identifies a 

broad range of interpretations of the CoP concept within healthcare and business 

sectors which range from voluntary informal networks to work-supported formal 

education sessions, and from apprentice training to multidisciplinary and multi-

site project teams.  They can often occur across organisational boundaries.  

Participants or members of CoPs may not necessarily work together but would 

informally share, develop and pass on learning, knowledge and practice on 

subjects of interest.  The point of power in a CoP is held within the community 

and managed by its members. Such condition may often not be acceptable in a 

hierarchical environment (Churchman and Stehlik, 2007).  Wenger (1998) 

suggests that communities of practice also metamorphose through different 

stages, featuring different levels of communication and types of activity. 
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Structured activities within communities facilitate knowledge construction, 

provide a focus for the group and a way of members accessing the knowledge 

and expertise of others, including any guest speakers.  According to Bowes 

(2002), participants benefit from both the content and the process of such 

activities, with the outcomes and/or archives of such proceedings serving as an 

ongoing resource for the community. 

Work by Murillo (2010), investigating the development of the concept of CoPs 

over the last two decades reveals a proliferation of diverging interpretations of the 

concept, as users adapt it to suit their needs.  Murillo (2010), states that the 

literature displays considerable confusion between CoPs and other social 

structures concerned with knowledge and learning.  In his view, researchers have 

accepted CoPs as an enduring element in the knowledge-based view of the firm, 

but practitioners have mostly used CoPs as fashionable management discourse, 

specifically as a Knowledge Management tool which have resulted in numerous 

publications based on quick and simple interpretations of the concept.  Over the 

years, the focus of the concept of CoPs has evolved from that which promotes 

self/professional development and individual empowerment to incorporate 

knowledge management within organisations to facilitate their competitive 

advantage (Wenger et al., 2002, Wenger, 1998, Lave and Wenger, 1991). 

According to Murillo (2010), CoP is a concept used in learning which is not 

confined to formal apprenticeships but rather refers to social structures which 

exist wherever people work and accomplish things together.  Brown and Duguid 

(2001), propose community of practice as a unifying unit of analysis for 

understanding knowledge in the firm. 

Handley et al. (2007) posit that the meaning of ‘community’ has been theorised 

and extended to produce distinctions such as ‘communities’, ‘networks’ and 

‘collectives of practice’.  CoPs would often develop out of network relationships.  

Dyer and Nobeoka (2000) suggest that if a network only convenes large group 

meetings to share information, it will likely be inefficient at transferring tacit 

knowledge among its members hence the need to break up into smaller groups. 

Cunningham et al. (2010), in their view suggest that learning within networks 

occurs mostly in cliques, with members of learning networks forming clusters in 
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which learning is more intense.  It is these clusters which are referred to as 

communities of practice. 

To this end, CoPs are increasingly promoted in clinical settings as an effective 

mechanism for capturing ‘soft’, tacit knowledge.  This is a management technique 

that places higher value on the knowledge in people’s heads and proposes a way 

to increase the mobility (sharing) of such knowledge (Chandler and Fry, 2009).  

These authors (Chandler and Fry, 2009) refer to a CoP as “a network of people 

with common interest in a specific area of knowledge or competence and are 

willing to work together over a period of time to develop and share that 

knowledge.”  Lessons from a case study by Wenger (2002) suggests that 

communities of practice are a very effective vehicles for learning. In this study 

(Wenger, 2002), the highest value resided in the CoPs that linked practitioners 

across the various cities.  The communities enabled the development and sharing 

of knowledge with direct applicability to practice, because they connected peers 

who shared similar responsibilities, concerns, and challenges, and enabled them 

to learn from each other.   

It cannot, however, be assumed that the formation and development of a COP 

will result unproblematically in good use of knowledge and effective decision 

making.  Rather, there are conditions (which may be inter-related) that may not 

be immediately apparent, which give rise to certain outcomes- intended and 

unintended. The presence and possible influence of such barriers and facilitators 

are again explored in the network context of the SPN and reported in this thesis.  

Le May (2009) supports the notion that CoPs are of benefit, both to individual 

members and the organisation(s) within or across which they function.  They can 

be very powerful ways of sharing and applying knowledge whilst motivating 

members to improve their work/services. Networked learning communities are  

thus seen as a powerful mechanism for stimulating and realising change and 

innovation (Allen, 2000). Gabbay et al. (2003) on the other hand identified a 

number of potential disadvantages, including a tendency to use information 

already held by the group rather than searching for new knowledge, rejection of 

evidence in the light of tacit knowledge and experience, professional rivalries and 

deferring of junior members to senior colleagues. 
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 CoPs can often be organic in nature; naturally evolving and developing their own 

distinctive characteristics and rhythm (Chandler and Fry, 2009).  In certain 

situations, however, they can be cultivated and when given the right conditions, 

will flourish.  Two authors (Wenger, 2002; Bowes, 2000) recount experiences of 

growing communities which were initially heavily dependent on a facilitator and 

then gradually through formal and informal training, leading by example and 

reflective practice, the facilitation role was later shared by various members of 

the community. Although they are voluntary and organic, good design can invite 

and evoke “aliveness”.  In designing for “aliveness”, the aim should be to bring 

out the community’s own internal direction, character and energy (Weger et al., 

2002). Other authors (Bush and Tiwana, 2005) refer to this characteristic as a 

“stickiness” which is required for sustainability.   

 

 How are CoPs and Networks used by their members? 

Networks and CoPs bring people together in pursuit of common aims, although 

most authors emphasise the particular value of CoPs.  They tend to work best 

when they are informal, spontaneously emerge for a purpose. When membership 

is forced there is frequently some degree of tension between loyalty to the 

network and to home organisations.  The voluntary nature of network 

membership is a major strength for the group in goal achievement.  These 

networks are characterised by emergence, specific use or need and a sense of 

history based on known relationships as well as shared experience of working on 

similar tasks.  Networks and CoPs bring together people from diverse social 

backgrounds in pursuit of common purpose(s) or goal(s).  According to Le May 

(2009), members of CoPs get together because they find value in their 

interactions.  They get together to share information, advise each other on topical 

issues and provide insight to problems or new ways of working.  They think about 

common issues, exploring ideas, and may create tools or other standard working 

documents for problem solving.  One Australian study (agranoff and McGuire, 

2009) highlights the need to accommodate to rapidly changing technology, 

markets and management approaches as important reasons for people joining 

networks, which may suggest a need for some form of support in adaptation by 
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individuals and/or organisations.  According to Conner (2005), those who engage 

naturally with a community are the ones who want and need to be there.  

Communities of practice and networks are used in different ways to achieve 

various aims across businesses and in healthcare settings.  A study by Nardi et 

al. (2002) highlights the use of intentional networks by members to respond to 

rapidly changing environments where new learning had to occur.  This is made 

possible due to people being channels and repositories of vast amount of 

information which may be too much for one individual. Networks are commonly 

used in the health sector as structures for service provision as well as to facilitate 

flexible engagement at various levels throughout the health system.  Many health 

authorities have attempted to steer local service development by bringing 

clinicians together; creating pseudo-networks and agreeing guidelines.  Carter et 

al. (2003) highlight that there are tensions that arise from loyalties to preceding 

member organisations which may often impact on and outweigh the perceived 

advantages of the group working together.  This could potentially be an issue for 

consideration in the Safer Patients Network where members from various 

organisations are brought together. 

The use and importance of social networks for peer information in healthcare is 

highlighted in the diffusion of medical innovations as well as in the decision-

making and practice patterns of medical practitioners (Cunnigham et al., 2010).  

Bate et al. (2004) suggest that CoPs may be one of, and possibly the most 

important, mobilisation mechanism for an improvement movement in the NHS.  A 

recent systematic review Li et al. (2009) has focused on the use of CoPs within 

the health sector and highlights information sharing as well as the creation and 

transfer of knowledge within social settings as part of its core functions. 

Gabay and May (2004) in their study which explored how clinicians derive their 

individual and collective healthcare decisions, observed that clinicians rely on 

knowledge from collectively reinforced, internalised, tacit guidelines informed 

mainly by their own and colleagues’ experience which are obtained via formal 

and informal networks. This highlights a potential advantage for exploiting the use 

of networks in conveying evidence to clinicians.  Bosa (2008), also identified 

communities of practice as agencies for change in a study which examined the 
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doctor’s role as an active player in providing useful knowledge that is capable of 

reshaping new techniques and adapting them to the healthcare context. A study 

by Chandler and Fry (2009) highlights CoP members’ perception of practical and 

social support as well as learning which facilitates improvement activity.  

 

 Participation and the Structure of Engagement in Networks 

and CoPs: 

Understanding participation in networks is crucial to ensuring the benefits are 

realised for individuals and organisations. Participation in networks involves the 

way individuals understand, partake in and subscribe to the social norms, 

behaviours and values of the community or network.  It is through participation 

that newcomers to a community or network develop an idea and eventually 

understanding of the items which make up the practice of the community (Lave 

and Wenger, 1991).  Handley et al. (2006) suggest that such practices may relate 

to the use of language, role-definitions, behavioural scripts as well as other 

explicit and implicit values and assumptions that underpin the practices. 

Individuals do not necessarily imbibe these practices but may become 

accustomed to or adapt, transform or reject them depending on other situated 

influences.  

The ability of individuals to participate in communities or networks and the forms 

which that engagement might take, have been seen to be constrained or enabled 

by the prevailing power dynamics relevant to each local setting.  Individuals bring 

with them some a personal history of involvement with various groups and 

identities which function as a lens through which they analyse and interpret 

events. These ‘footprints’- norms and discourses may complement or conflict one 

another and with the groups aims or processes. The individual’s ability to 

construct a coherent sense of identity across the arenas of participation is 

influenced by the extent to which those conflicts are negotiated and reconciled 

Handley et al. (2006). 

Engagement within networks or communities is a form of connectedness which 

develops from sharing a specific (and often ambitious) aim, mainly through 
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addressing problems out of a sense of vocation or professional responsibility 

rather than by incentives or obligations alone (McCannon and Perla, 2009).  In 

Wenger’s (1998) view, engagement is an active involvement in mutual processes 

of negotiation of meaning.  It encompases the way individuals engage with each 

other and the world; doing things together, talking, helping and participating- 

these shape our experience of who we are Wenger (2000). Individual 

participation and engagement in a network or community may be 

peripheral/marginal, intermediate or core.  Previous work by Wenger, highlighted 

by Cook-Craig and Sabah (2009) illustrates a theoretical framework of 

engagement in communities of practice which places members on a “continuum 

of intentionality” as shown in Figure 2.2. 

 

Figure 2.2: Linear level of engagement in a community of practice 

 

At one end of the continuum are members of the community (D) who are solely 

interested in the passive gathering of available knowledge.  At the other end are 

members (A) who are fully engaged; collaborating/participating- actively 

reviewing relevant knowledge in order to change or develop new practices.  

Between both ends of the continuum lie participants (B and C) with varying levels 

of engagement, increasing or decreasing depending on the direction of view- as 

indicated by the arrows. 

More recent work by Wenger et al. (2002) and reflections by Conner (2005) likens 

engagement in CoPs to ripples on a pond as shown in Figure 2.3.  At the centre 

sits a small group of highly committed individuals (A, An) who function as the 
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powerhouse and co-ordinators of the group. Around this core team, sits another 

group of highly interactive people (B, Bn) who regularly connect with and energize 

the group but do not wish to function in the powerhouse. There is yet another 

peripheral group (C, Cn) that sits further away but are equally important members 

who according to Chandler and Fry (2009) tend to “listen and learn”, may or may 

not contribute, hence they are sometimes referred to as ‘lurkers’, ‘read-only 

participants’ (Gannon-Leary and Fontainha, 2007) or free riders (Dyer and 

Nobeoka, 2000). Chandler and Fry (2009) suggest that all levels of participation 

are indeed legitimate as members can drift, moving through the levels depending 

on their needs, interests and intended levels of engagement which is illustrated 

by the arrows in the diagram (see figure 2.3).  

According to Bowes (2002), lurking is fine as long as not everyone is lurking at 

the same time. At any given time in a community or network, there needs to be 

sufficient interaction by the members to provide the required energy for 

discussions to take place and learning to occur.  It may not be the same set of 

people at the core or periphery in every discussion/activity; an individual may 

choose to lurk in one community but be an active participant in another, 

depending on their level of expertise, interest and engagement with the 

topic/issue of discussion or interest.  Bowes (2002), reports that 20 percent of 

members identified themselves as active participants, 45% as active lurkers and 

34% as passive lurkers, thus conforming to the 80:20 rule.  Church et al. (2003) 

highlight that the ratio of active to inactive members in a network does raise 

questions about its sustainability.  On the other hand, Bowes (2002) highlights 

work by others which suggest that lurking is a valid means of learning for some, 

in certain situations.  Dyer and Nobeoka (2000) on the other hand warn that the 

presence of lurkers (free riders) who do not contribute to the knowledge base of 

the communities can be harmful to the development of CoPs.  They suggest that 

rules be put in place to ensure the contribution of all members. 
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A, An Core membership/participation 

B, Bn Intermediate membership/participation 

C, Cn Peripheral membership/participation 

D, Dn Outsiders 

E, En Intellectual neighbours 

⭬ 
Possible/legitimate movement in 

participation 

 

Figure 2.3: Ripple view of levels of engagement in a community of practice 

 

Not all ‘lurkers’ intentionally refuse to participate or contribute to learning within 

CoPs or networks.  Newcomers to a community tend to initially engage in 

legitimate peripheral participation (C, Cn in the diagram above).  However, for 

some individuals (D, Dn) there is a threshold that remains to be crossed, in 

moving from feeling like an outsider peering in, to engaging at a peripheral or 

core participation level.  This can be likened to moving from an outsider to an 

insider status.  Such groups of people (lurkers or outsiders) could be nudged or 

drawn in by use of face-to-face meetings involving conversations and activities of 

interest moderated by experienced facilitators. 
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Rather than create rules for active participation which may stifle network 

membership, attention can be given to the design of a dynamic network which 

takes into consideration the easing of peripheral members into full participation.  

Possible ways to facilitate this include: 

• Creating an atmosphere that facilitates learning in practice through 

making it informal and exciting to attract and draw people in. 

• Having in place a welcome procedure for new members to slowly ease 

them into the group and avoid the feeling of being overwhelmed or 

information overload.  

• Encouraging the older members to share their knowledge with new 

members is also a good idea.  This can help/assist the new members 

in crossing the threshold- transitioning from outsiders to insiders. 

• Encouraging the building of relationships and trust among members.  

This can be achieved in various ways such as organising some face to 

face events/meetings, performing group tasks/activities, grouping or 

pairing members such that they interact in smaller groups. 

• Direct or private emails and messages to the members asking for their 

views on the process.  Some level of caution however needs to be 

applied when using this approach- for example a facilitator may inform 

all members about approaching some of them for their views on a 

particular issue before sending out targeted emails. 

• Allowing enough time for contribution and communicating deadlines for 

expected feedback 

• Dropping reminder lines/notes for when feedback is required 

• Targeted interviewing which will feed back into the further development 

of the group process(es) 

• Constantly relating new developments/contributions with established 

processes and contributions 

• Responding promptly to questions and contribution from new members 

may also prove useful 

(adapted from CPsquare.org) 
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Attaining full participation in an online community takes time to develop (Bowes, 

2002).  There may however never be a realisation of “full participation” 

considering the varying levels of engagement (ebbing and flowing) exhibited at 

any given time.  However, there is a feeling of “aliveness” which can be felt by 

members that stems from the value that participation in such group affords.  Most 

members initially come to a community for what they can get out of it. However, 

the dynamic nature/rich fabric of the community lies in the realisation by most 

members of the need to give and take without feeling the need to hold back. 

Chandler and Fry (2009) in their work highlight yet another group (denoted by E, 

En in figure 2.3) referred to as “intellectual neighbours”. These are individuals 

who maintain an interest, support participation of other members and receive 

information about the network but do not actively participate.  

There appears to be no single theory or concept which explains the dynamics of 

inter-organizational networks. According to Zaheer et al., (2010), there are 

multiple theories which are used in research approaches to explain contextual 

phenomenon.  

 

 Use of Collaboratives in Healthcare Quality Improvement 

The concept of knowledge management hinges on the fact that knowledge held 

by an individual is largely unknown to others and therefore often wasted (Quintas, 

2002). The use of collaborative and innovation programmes, which has gained 

traction in healthcare aims to ‘release’ such knowledge and enable others to 

benefit from it (Bate and Robert, 2002). According to Bate and Robert (2002), 

network creation and development are at the heart of innovation in a 

collaborative.  In their view, networks will assist a wide range of professionals 

across organisation boundaries, to come together, learn and harvest good 

practices from each other, which can then be applied locally in their own service 

context. 

Collaborative programmes in healthcare are intended to harness knowledge held 

by individuals who participate in the programmes and re-distribute these as 

required- a concept known as cross-boundary knowledge 
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transactions/transmissions which Bate and Robert (2002) refer to. The presence 

of a collaborative however does not automatically make ‘knowledge transfer’ 

happen. Dopson et al. (2002) and more recently Waring et al (2013), highlight 

that the presence professional boundaries frequently restrict the movement of 

knowledge. The sociology of professions- how the professionals (nurses, doctors 

and others) are educated varies for each profession and forms the basis of their 

socialization (Dopson et al., 2002). As a result, the way professionals go about 

seeking information relating to best practice in their time of need tend to vary 

depending on professional background. This are factors to consider in network 

development, including how some or all of these factors may drive or stifle the 

growth of the network. 

The existence of multi-professional groups (such as in healthcare), meeting to 

discuss and appraise evidence are a rarity. Where they exist, they are said to 

predominantly function as medically led groups or forums (Bate et al., 2002). 

Perhaps there are other factors to consider which influence the transfer of 

knowledge and/or innovation? These authors (Dopson et al., 2002), suggest that 

there is no generalizable pattern of transfer but rather the existence of a variety 

of context-specific processes. One of such local (contextual) influences identified 

is the history of inter-organizational (and intra-organizational) relationships.  

It has been suggested that one way to overcome the stickiness of tacit knowledge 

is to convert the tacit knowledge to explicit- to articulate and codify it- such that it  

is held in paper or electronic form, thus holding the key to its spread (Bate and 

Robert, 2002). Such conversion of tacit knowledge is viewed to improve its 

movement- ‘fluidity’ or ‘transferability’ across organisational boundaries. This is a 

process which collaboratives seek to facilitate through discussions of locally 

experienced ‘best practice’ as well as the experience of participants and the use 

of these to inform guidelines and protocols (Bate and Robert, 2002). Finally, these 

authors (Bate and Robert, 2002) suggest that tacit knowledge can only be 

transferred from one person or place to another where there is a social network 

in existence.  

In the healthcare sector, it is assumed that there is generally no desire to hoard 

knowledge and knowledge transfer can be sought unhindered.  However, 
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decision making in healthcare is typically complex and unstructured, requiring the 

decision maker to bring together different types of (often incomplete) data and 

having to make judgements based upon it (Wickramasinghe et al., 2009). 

Networks or partnerships are being used by professionals in this sector to provide 

access to timely and current information as well as best practice/expertise for 

providing and improving healthcare (Russell et al., 2004).  According to Booth 

(2001), clinical knowledge management in these settings harnesses both the 

explicit knowledge and the tacit knowledge held within individuals as a result of 

the expertise and experience of the staff involved in delivering clinical care.   

There are arguably various conceptions about how knowledge is created and 

transferred across settings in healthcare. There are key factors such as relates 

to the professions, organisations and network settings that may influence this 

process. This study aims to provide some insight into some of these factors. 

 

 Antecedents and Benefits of Networks 

Researchers (Brass et al., 2004) have conducted a review of research on the 

antecedents and consequences of networks that exist at various levels which 

include both an interpersonal (individual), inter-unit (group) and inter-

organizational level of analysis as summarized in table 2.1. 

Table 2.1 Antecedents and Consequences of Networks  

Interpersonal 
Networks 

Inter-unit 
Networks 

Inter-organisational 
networks 

Antecedents: 

 

Actor similarity, 
Personality, proximity 
and organisational 
structure, environmental 
factors. 

Antecedents: 

 

Interpersonal ties, 
functional ties, 
organisational 
processes and control 
mechanisms 

Antecedents: 

 

Motives, learning, trust, norms, 
monitoring, equity, and context. 

Consequences: 

 

Attitude similarity, job 
satisfaction, power, job 
opportunities, 
performance and career 

Consequences: 

 

Performance, 
innovation and 
knowledge activities 

Consequences: 

 

Imitation, innovation, firm 
survival and performance 
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progression, staff 
turnover, leadership and 
other unintended 
consequences 

      (adapted from Brass et al., 2004) 

The networks included in the above study are varied and include networks from 

sectors such as fast-food companies. Such networks will tend to operate 

differently from a network of healthcare organisations for various reasons. One 

major reason is that the healthcare organizations are predominantly publicly 

owned whilst the fast-food companies are privately owned. Such fundamental 

differences around ownership will impact on why specific networks are created 

as well as the motive for knowledge sharing within such groups. The authors 

(Brass et al., 2004), however highlight that more research is needed into the 

antecedents of networks in general. In this thesis, I explore to motivation as an 

antecedent or precursor to network membership and participation in the SPN. 

 Social network analysis (SNA) 

Social network analysis is an approach and set of techniques for the study of 

information exchange between actors, which may be between individuals, 

groups, or organisations (Chambers et al., 2012, Haythornwaite, 1996).  It offers 

a way to map and reveal hidden links, relationships or disconnects in avenues 

that offer channels of communication and information flow for individuals of 

interest in organisations. The analysis of the channels and process of exchange 

of information between actors may reveal different kinds of information being 

exchanged, between whom and possibly the extent to which such information 

exchange happens.  Thus, social network analysis examines the pattern as well 

as the content of relationships. Regular patterns of relationships reveal 

themselves as social networks, with actors as the nodes and relationships 

between the actors as connectors.  Actors can be members of many different 

social networks.  

Attributes of such relationships include the content, posture-direction and 

strength.  The concept of direction of a relationship between groups or individuals 

will often indicate where the power lies or who ‘leans in’ more. Strength in such 

relationships refers to ties between actors. Ties in networks reflect patterns of 
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observed interactions, enquiry or help seeking, communication or advice, 

exchange of resources or other social interactions. Some researchers 

(Cunningham et al., 2010) point out that the shape of a network and its number 

of ties (connections) is crucial for the diffusion of information and for herding 

behaviour. Tie strength is important in assessing the overall connectedness of 

actors and the likelihood that information will flow from one actor to another.  

Granovetter (1998) confirmed the importance of weak ties for the transmission of 

new and innovative information, but reaffirmed the strength of strong ties for the 

exchange of information.  

The concept of cohesiveness describes attributes of the whole network; 

measures of cohesion such as density and centralisation indicate the extent to 

which all members of a network interact with all other members. Higher degrees 

of connectivity can reveal clusters and cliques, as found by Granovetter (1998).  

Actors in such high-density network are more in touch with others in the network 

compared to those in low density network and therefore information will flow more 

freely.  Centralisation refers to the extent to which a set of network members are 

organised around a central point (Barabasi, 1999, Haythornthwaite, 1996) 

Network structures can facilitate or constrain the much-needed benefit of 

information exchange. Socially, people tend to interact with those similar to 

themselves.  “One’s friend’s friends tend to be one’s friend as well”, a concept 

known as transivity (Granovetter, 1983), and whether consciously or 

subconsciously, cliques emerge.  Network members also exercise influence over 

decision makers and can use their network position to promote or add legitimacy 

to information. This is a concept highlighted by Waring and Currie (2009) in their 

discussion about the organizational challenges in the management of expert 

knowledge which I discussed earlier in this chapter.   

Network actors generally have greater access to information if they are members 

of more and larger networks and if their contacts are themselves members of 

large networks which do not overlap with their own networks.  The presence of 

ties between clusters are a form of social capital which confers access to new 

information.Networks are thus made up of nodes and links which represent how 

individual actors, groups or communities within the network are connected to 
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others. They are often supported within this network structure by online platforms 

or communication channels.  The connections between the nodes contain 

movement and flow which may be of knowledge, information, ideas, money, 

documents etc. (Jones, 2004).  Network analysis thus examines systems through 

the links between nodes in a web-like structure (Jones, 2004). 

Sociograms are a diagrammatic output or product of network analysis that place 

people connected to each other in close proximity, thus revealing clusters of 

relationships that hold individuals who share similar characteristics with 

individuals connected to these people visually located nearby (Meltzer et al., 

2010).  Newman et al. (2001) define clustering (also called network transitivity) 

as “the increased propensity of pairs of people to be acquainted with one another 

if the they have another acquaintance in common.”  The presence of different 

clusters indicates the availability of potentially non-overlapping sources of 

information and knowledge.  Such relationships can be shown diagrammatically. 

Figure 2.4 illustrates a “Krackplot”- a sociogram of the social support network of 

an individual, whilst figure 2.5 illustrates a more complex social network. 
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Figure 2.4: Krackplot of a social support network for an individual (Freeman, 
1986) 
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Figure 2.5: Example of a diagram illustrating a complex social network (source: 
Wikipedia) 

 

Albert and Barabasi (2002) found that links in networks follow a logarithmic 

distribution, roughly according to Pareto’s 80:20 rule: hence some nodes have 

most of the links and most nodes have only a few links.  Networks also grow 

according to this rule with those receiving the most traffic growing faster.  

Networks are also said display a high degree of clustering (Jones, 2004).  

Meltzer et al. (2010) suggest that network relationships are important in improving 

information flow and influence in achieving a desired outcome; they may prove to 

be a barrier or facilitator to diffusion of information.  Exploring the relationships 

between network members will provide information and insight into network 

effectiveness.  By examining network structures, one can possibly develop insight 

into how different types of information flow in particular environment, who controls 

or holds information and how it flows from one individual to another within a 

network.  This can help solve problems such as filling a “structural hole” where 

this exists, thus allowing or putting in place structures that will allow information 

to disseminate appropriately (Haythornthwaite, 1996). 

http://en.wikipedia.org/wiki/File:Sna_large.png
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Other relevant network metrics described by Meltzer et al. (2010) include: 

• Degree: A member’s degree refers to the number of other actors with 

whom he/she is directly connected- a first degree (1o) connection.   

This is a measure of their social activity and is important for quality 

improvement interventions that rely on individuals to directly influence 

their peers personally using direct connections.  According to Ahuja 

(2000), an organisation’s direct ties potentially provide both resource 

sharing and knowledge spill over benefits.  Cunningham et al. (2010) 

suggest that the distribution of members’/actors’ degrees in many 

networks is highly skewed; where a small number of members have an 

unusually large number of ties.  Newman et al. (2002) refer to other 

work which suggests that this “skewness” could impact on the way 

communities operate, how information travels through the network and 

the sustainability of the network. 

• Net degree: This refers to the total number of unique individuals that a 

team can reach directly through one or more team members.  Where 

influence through direct social interaction is important, a major 

objective is to choose a set of individuals who can collectively reach 

the largest number of persons through direct connections.  Larger 

values for net degree imply greater access to non-redundant 

information as well as other resources.  Ahuja (2000) concurs; that 

indirect ties do not entail formal resource sharing but can provide 

access to knowledge spill-overs.  This however has a potential to 

reduce the cohesion and strength of in–group ties. 

• Betweenness: This refers to the proportion of geodesics (shortest path 

between two actors) between all other individuals in a network, in 

reference to a particular member. Members with high betweenness 

tend to be strategic intermediaries in the flow of information from one 

group to another.  It has also been shown to be associated with an 

individual’s ability to co-ordinate projects within teams as well as 

leadership and active participation in task-oriented groups.  Where 

there is a need to disseminate information throughout an organisation, 

such analysis may be useful to identify optimal members with the 
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informal communication network as well as those who may be 

instrumental in co-ordinating organisation-wide action.  

• Density: is described simply by whether members of a network have 

direct connection to each other. Such connections can be useful when 

network function is especially dependent on trust or communication 

between network members.  In a sense, density is similar to 

betweenness and is important when the movement of information 

among members is important to its success.  It is also important for 

motivation of network members as the connections among individuals 

in dense networks can provide social support to members which 

strengthen their commitment to follow desired actions.  However, 

because individuals with dense ties to one another tend to share similar 

patterns of relationships, such dense networks may tend to have a 

lower net degree. 

One can therefore infer that the ideal structure of a network is dependent on its 

aims and goals.  Where information transfer is most important, dense networks 

are less efficient than sparse networks in the return of diverse information for the 

same cost (Burt, 1992; cited by Cunningham et al., 2010).  Building networks with 

large numbers of indirect ties may be an effective way to enjoy the benefits of 

network size without the cost of maintenance associated with direct ties.  Ahuja 

(2000) however adds that the efficiency/value of such dense networks in any 

given circumstance will be dependent on factors such as the relative contributions 

of both the direct and indirect ties present in the network.  According to 

Cunningham et al. (2010) efficient networks have more structural holes (gaps in 

information flow) that are spanned by connectors. 

Ahuja (2000) suggests that a network with members having few ties between 

them would facilitate control over those individuals exchanging information. This 

is a model that is useful where the objective is dominance or power seeking by 

one organisation over others. On the other hand, a network composed of both 

interlocking and redundant ties would facilitate the development of trust and co-

operation. The author (Ahuja 2000) also adds that such a network may be useful 

when member organisations are faced with a common external threat such as 



 

54 
 

 

adverse political or legislative action. Where the goal is information flow, a 

network of many overlapping ties should be encouraged. This hinges on 

relationship building. Wenger (2000) suggests that in building a community there 

is a need to enable a “rich fabric of connectivity” among members through a 

process which involves brokering relationships between people who need to talk 

or between people who may need help and people who can offer help. 

  Network Management 

There is both an operational and a strategic character to networks which depends 

largely on the actions of a manager (McGuire, 2002) or facilitator.  Managing in 

network structures involves a process of sequential moves, modifications, 

adjustments and sometimes non- actions, all of which have resultant 

consequences- some higher than others.  The utilization of management 

behaviour in a network is fluid; varies across time and space within a given 

program or project.  Such fluid nature makes it difficult to measure management 

within networks (McGuire, 2002). 

Activities in network management are geared towards achieving various aims.  

According to Agranoff and McGuire (2001), in the formation and development of 

a network, management behaviour and tasks include the following processes 

which are usually applied seamlessly or in combination for the achievement of 

network goals.  

They are: 

• Activation: This is possibly the most important activity in managing 

networks and often encompasses the process of identifying 

participants for the network and tapping their skills knowledge and 

resources to achieve program goals (Agranoff and McGuire, 2001).  

Network managers arrange, stabilize and integrate the network 

structure which is re-arranged and shifted if it is not performing as 

desired. This may involve changing the network dynamics by 

introducing new actors, shifting the influence of existing actors or 

facilitating fluid leadership roles. A measure of deactivation of specific 
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participants may also be used in operational networks which are 

viewed as not performing (McGuire, 2002) 

• Framing: These are sets of behaviours used to arrange and integrate 

a network structure by facilitating agreements on participants’ roles, 

operating rules and network values (McGuire, 2002). This process is 

employed during network formation and when effectiveness diminishes 

or is sub-optimal (McGuire, 2002). It involves establishing and 

influencing the operating rules of the network and possibly altering the 

perceptions of participants.  Such process(es) can jumpstart an 

unproductive network. 

• Inducing: The support for the network and its purpose(s) must be built 

(Agranoff and McGuire, 2001). The literature indicates that network 

managers need to induce individuals to be motivated and committed to 

a network and all that it stands for.  Keeping that commitment is key to 

the success of the network (McGuire, 2002).  

• Mobilizing: This is a common and sometimes ongoing task for 

achieving network effectiveness.  It refers to behaviours that are used 

to develop commitment and support for the network and processes 

from participants and external stakeholders (McGuire, 2002).  

Managers build this support by mobilizing organisations and coalitions 

and by forging an agreement on the role and scope of network 

operations (McGuire, 2002) 

• Synthesizing: Involves creating an environment that enhances 

favourable conditions for productive interactions among participants.  

The managers seek to achieve cooperation among members while 

preventing and minimizing blockages, aiming to develop effective 

communication and relationships that results in the achievement of the 

network purpose (Agranoff and McGuire, 2001).  McGuire (2002) 

further adds that networks comprising members who have worked 

together previously may require less attention to synthesizing for 

developing a common purpose or establishing trust, than will networks 

with newcomers.  
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According to McGuire (2002), management activities that are aimed at influencing 

the ideas and perceptions of network members could include: prevention or 

introduction of new ideas, bargaining and inducing reflection within the network, 

while those aimed at developing or improving the interaction of network members 

could include: arranging, structuring and mediating interaction among network 

participants 

 

 Design and key features of successful networks or 

communities of practice 

Across healthcare and business settings there are common characteristics of 

CoPs (Li et al., 2009). These include: 

• Social interaction in various settings (e.g virtual or face-to-face), with 

or without communication technologies 

• Knowledge sharing: a process of sharing information relevant to 

members 

• Knowledge creation: a process of developing new ways of doing- 

problem solving, completing tasks or performing duties. 

• Identity building: The process of acquiring professional identity or being 

identified as an expert in the field 

CoP processes will exhibit two or more of these characteristics as they evolve 

from apprenticeship to maturity, with the newer groups tending to invest in 

activities that encourage social interaction and knowledge sharing, then 

incorporating knowledge creation and identity building as they mature (Li et al., 

2009). 

Conner’s reflection of communities of practice in healthcare (Conner, 2005) 

highlights the relevance of the domain of practice to the development of a CoP.  

She argues that tapping into what people are truly passionate about is important 

in developing a vibrant community.  In the author’s (Conner, 2005) account, the 

use of a broad- overarching aim of “service improvement”, with a mission to 

develop a regional capacity for sharing and spreading effective practice still 
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proved difficult to engage staff. Staff were rather interested in sharing and 

learning from others only if it related to their specialist areas. Setting the themes 

of events to reflect practitioner-based domains proved effective in engaging CoP 

member in activities.  Therefore, in designing such communities, there needs to 

be careful, clear and creative thinking about the purpose and membership.  An 

interdisciplinary approach perhaps will help explore alternative perspectives in 

the domain.  Conner (2005) further highlights the need to have realistic 

expectations of members in a busy world so as effectively harness the benefits 

of CoPs in healthcare settings.  In her view, membership ought not to be 

permanent, rather it should be vibrant during the life cycle of the CoP.  Members 

of a CoP may come and go, interacting at different levels of intensity at different 

times within its life cycle which is broadly determined by the value which it 

provides its members.  Wenger (2000) takes more of an organic- self organising 

perspective to the growth and development of network communities. He suggests 

that when “designing itself”, a community should pay attention to having public 

events, enabling the development of internal leaders and brokering relationships 

to enable connectivity.    

Le May (2009) suggests that in order to be effective, CoPs need to pay attention 

to the following: 

• Their membership: being able to recruit and retain people with the 

necessary knowledge base, skills and expertise to be involved in the 

achievement of the goals of the network is key to its effectiveness.  

According to Wenger (2000), a community’s membership must have 

critical mass to confer interest, however, it should not become too large 

that it diffuses the focus such that participation does not grab people’s 

identities.  This author (Wenger, 2000) further suggests that processes 

be devised to facilitate the transition for newcomers  to become full 

members as this ensures access for newcomers without diluting the 

community’s focus 

• Commitment and enthusiasm: commitment from within and outside 

to the desired goals of the community/network. Enthusiasm is also 

needed either on a personal, professional or service related area. 



 

58 
 

 

• Goal relevance:  The overall aim of the network/CoP needs to be 

relevant to the local community, existing services or professional 

groups to enable acceptance. 

• Necessary infrastructure: In order to facilitate the working of the 

community/ network certain infrastructure may be necessary to ease 

accessing knowledge or evidence.  They include but are not limited to 

networked systems, software, library resources and opinion leaders or 

experts.  

• Resources: Includes time and money spent on aspects including pilot 

projects and evaluations. 

Stuckey and Smith (2004) studied several existing communities and argue that 

there are identifiable features to a successful and sustainable community of 

practice. They identify these as: 

• Leadership and Participation within the communities 

• Distinguishable boundaries. Wenger (2000) in support of this also 

suggests that boundaries are important to learning systems because 

they connect communities and also offer learning opportunities in their 

own right; where members are exposed to a foreign competence and 

finding common ground.  

• Nourishment/resources with an ability to respond to environmental 

change. A community’s ongoing life seems to be a delicate balance 

between stability and change: if there is too much change, its sense of 

identity dissipates”. 

Agranoff and McGuire (2001) suggests flexibility and accountability as an addition 

to this list (of identifiable features of successful networks and CoPs). The authors 

(Agranoff and McGuire, 2001) suggest that flexibility is an attribute of networks 

which dates back in facilitating the resolution of political, bureaucratic, resources 

deficiency issues and systemic shocks in small organisations. Their article 

(Agranoff and McGuire, 2001) further highlights the views about the “adaptive 

efficiency” of networks being superior to other organisations.  Networks offer 

flexibility and adaptation in solving problems through by providing that forum or 
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platform which pulls together key individuals responsible for decision making and 

adjustments to commit resources in order to resolve a problem.  

Wenger (2000) discusses the importance of learning projects and artefacts for 

successful CoPs. They are expected to produce their own set of artefacts such 

as documents, tools, stories and websites.  Communities of practice deepen their 

commitment by taking responsibility for a learning agenda that pushes their 

practice further.  Chandler and Fry (2009) found that some original momentum in 

a CoP is best maintained when tangible outputs are achieved, and that health 

and social care organisations require such achievement to justify investment of 

staff time.  Boundary artefacts or activities can also be used to provide information 

and direction for outsiders or newcomers without overwhelming the community 

with the pressure of accommodating such demands.  Wenger (2000), however 

highlights that consideration should be given to what artefacts are needed and 

who has the skills, ability and energy for producing and maintaining them.  

Research suggests that the use of online guest events in providing structured 

activity for the community was viewed as value adding by community members 

(Bowes, 2002). 

The relative advantages and disadvantages of using a range of techniques and 

technologies for supporting on-line communities and networks is well 

documented (Cox, 2008; Bush and Tiwana, 2005).  To be self-sustaining, 

networks must be ‘sticky’, as one of the basic problems with virtual communities 

is desertion by members. Stickiness can be viewed as the users’ desire to 

continue to stay linked to the network as well as finding useful the resources of a 

network.  Bush and Tiwana (2005) suggest that careful design choices at the 

intersection of IT and human psychology are critical.  Barrett et al. (2004) have 

identified that information and communication technologies (ICT), whilst providing 

the much needed infrastructure and environment, is not in itself sufficient to 

stimulate effective learning but that softer issues such as motivation and the 

learning context are crucial for knowledge sharing. This emphasizes factors 

related to the individuals and group as a whole. Such factors could include their 

readiness which is a complex combination of factors such as absorptive capacity 

and other organisational factors. The characteristics of an effective knowledge 

community as classified by Barrett et al. (2004) are summarised in table 2.2 
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Table 2.2: Characteristics of an Effective Knowledge Community  

Supportive 
context for 
learning and 
knowledge 
sharing 

Clear reasons for the 
community to want to 
interact 

• Product or issue-related 
questions 

• Interest/stimulation 

• Aim for community of voluntary 
or willing participation 

Appropriate incentives to 
share knowledge 

• Financial 

• Peer status 

• Rating systems 

Perceived freedom to 
learn from others 

• Lateral communication 

• Safe enclaves 

Willingness to learn from 
sources inside and 
outside of the 
organisation 

• Social capital networks 

• Translators for between 
community interaction 

Integrated ICT 
development 
and use 

Balanced mix of media in 
supporting the community 

• Technology valuable for 
interaction across time and 
space 

• But face to face often 
necessary for complex, trust-
based interactions 

• Need for continuous evolution 
of media blend 

Careful use of electronic 
monitoring 

• Often accepted where felt to be 
‘part of the job’ 

• But only if metrics deemed 
appropriate 

ICT focused on cost 
effectiveness and 
relevance 

• Not simply cost reduction 

• Need to blend e-learning with 
practice 

Good ICT infrastructure 

• Speed 

• Quality 

• Access 

                Adapted from Barrett et al. (2004) 

Table 2.2. highlights factors related to supportive contexts for learning as well as 

ICT (information and communication technology) related factors. Cox (2008) 

used a case study methodology, also comprising the analysis of a listserv-an 

online email communication channel, for those involved in university web site 

production, and found that it failed many criteria for an on-line community of 

practice, being mostly a loose knit network, valued for information, implicit support 
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and the maintenance of weak ties.  Levels of activity on the listserv were low, with 

an average of 4 messages per day being posted, an average thread length of five 

messages, and 13 people posting 36% of all emails over a seven-year period.  

One conclusion drawn by the author was that it was a community of practice but 

with members existing mainly in a large periphery (as lurkers), but suggests the 

value of ‘lurking’ to an individual should not be under-estimated. Murillo-Orthon 

and Spicer (2008) defined indicators of essential traits against which virtual 

internet-based communities of practice could be measured. These are shown in 

table 2.3. 

Table 1.3: Essential Trait Indicators in Communities of Practice  

Essential trait Visible manifestation or indicators 

Learning/identify 
acquisition 

• Acquiring new knowledge 

• Acquiring new skills 

• Acquiring/enacting a professional identity 

Mutual engagement 

• Debating issues related to the profession 

• Collective problem-solving 

• Sharing useful information 

Shared repertoire 

• Shared criteria 

• Shared practices 

• Shared artefacts 

Community 
• Members’ knowledge of each other 

• Shared sense of community 

Joint enterprise • Caring for some domain of knowledge 

              Adapted from Murillo-Orthon and Spicer (2008) 

Gannon-Leary and Fontainha (2007) identify critical success factors (CSF) of 

virtual CoPs and networks, most of which correlate with Le May’s (2009) 

suggestion of factors for effective CoPs. Table 2.4 summarises these factors, 

together with a commentary from observations from the literature. 

Chandler and Fry (2009), found the online forum and website to be the least 

successful elements of their CoP activities/initiatives. This was due to limited 

time, access (to computers) and engagement with the virtual nature of the 

concept by the healthcare professionals. The authors (Chandler and Fry, 2009) 
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go on to recommend building relationships via face-to-face interactions before 

moving on to virtual means. 

Dyer and Nobeoka (2000) highlight that a successful knowledge-sharing network 

must devise methods to motivate members to participate and openly share 

valuable knowledge;  prevent free riders by putting rules in place and  motivating 

members to participate and give something back and reduce the cost associated 

with finding and accessing different types of valuable knowledge. 

Table 2.4: Critical Success Factors for Effective CoPs 

CSF Commentary 

The technology 
and its usability 

In order to make good use of the internet and standard 
technologies such as list serve, bulletin boards and other web 
technologies, these technologies need to be regarded as 
accepted and transparent means of communication. There are 
also issues around time and access to the facilities by network 
members 

Good and 
effective 
communication 
and use of a 
user-friendly 
language 

is fundamental to the development of trust and the community. 
In a virtual community, this communication is dependent on 
technology. Some authors (Raven, 2003; Wenger et al., 2002) 
however argue that CoP development via effective 
communication is most easily achieved through face-to-face 
meetings. 

Trust: Other researchers also suggest that trust is built through 
continued interaction, developing common values and shared 
understanding, allowing the network to grow, change and 
achieve its objectives (Amin and Roberts, 2006) 

Membership Andrews and Schwarz (2002) suggest that in the set-up of a 
network, identifying members with prior knowledge of each other 
could help consolidate the membership and develop trust 

A sense of 
belonging 

Feelings of being an insider provide a sense of belonging for 
network members (Brown and Duguid, 2002). 

Cultural 
awareness 

Attention should be given to cross-national and cross-cultural 
dimensions in online communities which span international 
boundaries (Trayner et al., 2007). The authors hasten to add 
that this adds to the complexity, challenges and value in such an 
accomplishment. 

CSF Commentary 

Sense of purpose Stuckey and Smith (2004) have suggested that a network’s 
sense of purpose, to an extent lies with its leadership being 
sensitive in monitoring, regulating and maintaining boundaries 
as well as responding to change 
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Time The longevity of a CoP improves engagement. Time is needed 
to build communication, trust, rapport and a true sense of 
community (Trayner et al., 2007) 

 

 Barriers to participation and success of CoPs and/or 

Networks 

There are various reasons that may hamper participation in or success of 

communities of practice or networks. Chander and Fry (2009) highlight their 

finding of an initial unease regarding individuals’ ability to share organisational 

knowledge and experience across boundaries. A formal ‘permission to share’ 

made members comfortable with participation and sharing.  Where older 

members of a community may be wary about the new members settling in and 

possibly replacing them, they may withhold information. The organisational 

culture within members’ own organisations would need to encourage and be 

supportive of information sharing. Withholding of information may occur in CoPs 

where competition exists between member organisations. The CoP management 

and facilitation team should therefore seek to build an atmosphere of trust and a 

culture of “all teach, all learn” for the achievement of the over aching 

goal/purpose- improvement in safety and service delivery. 

Lathlean and May (2002) suggest that when different professions make up a CoP, 

participation can be obstructed by the views of the different professionals which 

make up the group. Conflicting views and mixed expectations were also identified 

by Chandler and Fry (2009) who suggest the need to manage expectations and 

build on shared values.  

Kimble and Hildreth in Chandler and Fry (2009) recommend caution regarding 

the potential pitfalls of CoPs; highlighting the potential for CoPs to be 

introspective and not necessarily aligned with organisational goals. From the 

public service perspective, it is necessary to demonstrate a return on investment 

in releasing practitioners to participate in a CoP; the process needs to be 

perceived as producing outcome rather than simply providing ‘talking shop’ time 

(Chandler and Fry, 2009). 
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To sum, this chapter has provided a brief outline of the UK NHS and a broad 

review of the literature in relation to networks in healthcare settings. It has also 

provided a broad review of network typologies and outlined the key 

characteristics and structure of engagement in networks. Specifically, the 

characteristics of successful networks and communities of practice have also 

been presented and discussed. The chapter sets out the key issues and problems 

around the various types of learning networks, clearly highlighting the gaps in 

knowledge which this thesis attempts to address. The discussion and analysis 

provide a lens through which the researcher later explores and scrutinizes the 

Safer Patients Network in order to answer the research questions outlined in 

chapter one of this thesis.  

Overall, networks can be a negative as well as positive force. Boundaries of 

networks and communities will always exclude others. Researchers have argued 

that communities of practice can encourage the hoarding of information to the 

detriment of others, curtail improvement and progress, and create in-group and 

out-group rivalries (Braithwaite et al., 2009; Waring and Currie, 2009; Wenger, 

2002). Healthcare Professionals are observed to use networks to manage and 

respond to changes related to learning geared towards patient safety in a manner 

that preserves their autonomy (Waring and Currie, 2009). Perhaps these are 

some of the factors to consider in the analysis of organisational adaptations to 

the use of non-mandated networks such as the SPN. Chapter three which follows, 

will explore possible theories for consideration in this study. 
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CHAPTER 3: EXPLORING THEORIES IN NETWORK 

FUNCTIONS  

Theories are nets cast to catch what we call ‘the world’; rationalising, explaining 

and mastering it. We continue to make the mesh ever finer and finer. 

     Karl Popper, The Logic of Scientific Discovery 

 Overview 

This chapter explores the possible theoretical concepts applicable to the Safer 

Patient Network function, characteristics of individuals, groups and their 

organisations. It is anticipated that exploring theories will provide a lens or 

framework through which the network can be analysed in detail for greater 

understanding of the dynamics of how organisations adapt to and use such 

networks in healthcare settings. Firstly, this chapter will outline the complexities 

in healthcare organisations by illustrating a conceptual framework that depicts the 

multi-levels and interactions in healthcare. This will provide a foundation for 

exploring various theories related to networking, with emphasis on organizational 

ecology, complex adaptive systems and social exchange theory. These three 

taken together form the bedrock on which discussions in this thesis are built. 

According to Michie and Abraham (2004) a theory is defined as a system of ideas 

or statements that are put forward as explanations to account for a group of facts 

or phenomena under investigation. A theory is defined as “a system of ideas or 

statements held as an explanation or account of a group of facts of phenomena” 

(Michie and Abraham, 2004).  They are also considered as a group of analytical 

principles or guideline statement which provide some structure or framework for 

observation, reasoning, understanding and explanation of real-world scenarios 

(Wacker, 1998).  According to Nielson (2015), a good theory should provide a 

clear explanation of how and why specific relationships lead to specific events. It 

should be useful in providing understanding, predicting and explaining the 

workings of a phenomenon by providing substantiated explanation of aspects of 

the general world through incorporating facts, laws and hypotheses which have 

been tested thus providing an organised body of accepted knowledge that is 
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applicable to a specific set of phenomena in various circumstances (Omalaja and 

Eruola, 2011).  

Some researchers (Rossi et al. 1999) have made a distinction between impact 

and process theories based upon variation in their focus and perspective, as well 

as underlying paradigms. It is thought that while the impact theories describe 

hypotheses and assumptions about how a specific intervention would give rise to 

a desired change, cause, effects and other factors that determine its success (or 

lack of it), process theories on the other hand focus on the implementation 

activities related to the intervention (Grol et al., 2007). This includes how they 

should be planned, organised or scheduled in order to achieve effectiveness 

(organisational plan) as well as how the target group utilizes and is influenced by 

the activities (utilization plan).  

A careful review of the literature has shown that there is no single theory which 

attends to the varied aspects of networks, their dynamics and interactions across 

organizations (Ferlie et al., 2011; Reitan, 1998; Cook, 1977,). Rather, a 

combination of views are used in research to explore preconditions, processes, 

interactions and the observed outcomes (Zaheer et al., 2010; Elston, 2005; Ferlie 

and McGivern, 2003; Reitan,1998). The scope of these fields encompases 

leadership and organizational theories, economic organization theories, strategic 

management theories, corporate social performance theories, institutional theory, 

sociology of knowledge, policy implementation theories, psychology and post-

modern perspectives (Elston, 2005; Barney et al., 2002; Phillips et al., 1999) to 

name a few. Theories are however not without limitations (Cook, 1977) and their 

application to different settings will often reveal these limitations or deviations in 

a research study context.  

According to May et al., (2007), in order to be useful, a theory would need 

reasonable description and application; providing a transparent and transferrable 

explanation for the underlying concept which is highlighted by the empirical 

investigation. Such explanation would provide the required understanding for 

others to evaluate the generalizability of the explanations to other situations or 

context. A theory description and its use should therefore follow the process of 

description, explanation, identification of knowledge claims and a testable 
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investigation (May et al., 2007). The theory must do more than describe or explain 

the set of phenomena by providing further explanation of its operation.  

 

 Complexities in Healthcare Organisations and Systems 

In chapter two, I discussed that networks comprise of both individual and 

organisational components or dynamics. In order to analyse  the operations and 

dynamics of the network member organisations, I explore as a unit- their 

conceptualization as individual healthcare systems. Silverman (1970) presents a 

broad view of organisations and key assumptions which underlie their 

conceptualisation as systems. They include that 

1. They are made up of sets of interdependent parts 

2. Organisations have inherent need for survival 

3. Would often exhibit system behaviour to take action 

Organisations consists of multiple parts that each exists as an entity, often 

moving like small wheels within larger ones. Each of these parts- sub-groups of 

an organisation would often contribute to and receive from the whole, with 

resources and problems often exchanged.  These are viewed as social systems 

which although driven by inherent needs, must be satisfied in order for them to 

thrive in their contextual environment. Where there are needs in the system, 

action will be taken to satisfy such needs.  

A key need for an organization is thought to be the issue of goal attainment, 

amongst other factors. How an organisation uses its resources to meet these 

needs is one way to explore the system. Silverman (1970) discusses the concept 

of system or organisational behaviour from the view of system theorists. The 

author warns against the view of attributing human characteristics to social 

constructs in analysing organisational behaviour. Organisations can be seen to 

be responsible for certain actions when it is a product of a set of social 

relationships which are independent of the personal qualities or attributes of the 

individuals concerned. A reductionist view of statements by individuals can 

however be taken where the personal characteristics of the individuals are useful 

in explaining their behaviour (Silverman, 1970)  



 

68 
 

 

I take an open systems view/approach to observing the organisations and their 

relationship with the network. This position allows me as a researcher to focus on 

the easily ascertainable aspects of the environment surrounding the 

organisations (Silverman, 1970) and then predict or understand their effect on the 

organisation. The individuals who make up the organisations and the meanings 

which the individuals attach to situations often constitute their nexus of action. 

These individuals are also often influenced by network interactions- which are not 

necessarily confined to their particular organisations. The open system approach 

introduces the concept of the environment in the analysis, relating it to the 

problems experienced by an organisational system as a whole and providing an 

explanation for the observed behaviour as it strives towards achieving an internal 

state of stability. 

Systems exist within healthcare organisations and can be viewed as operating at 

various levels which are somewhat inter-related. Here I present a concept of my 

exploration the individual healthcare organisations and the levels within which 

they operate. Observation and analysis of organisational operations reveal levels 

influence each other, whilst also responding to the external policy and regulatory 

environment as shown in figure 3.1. 
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Figure 3.1 A Conceptual Multi-level Framework of Healthcare Organisations         

 

Figure 3.1 above represents a conceptual model of a healthcare organization. It 

reveals three system levels identified as operational within the organisations. 

They are akin to the Macro, Meso and Micro system levels. According to Waring 

(2007), the realities of regulation in medical settings are quite complex and multi-

dimensional comprising a network of procedures that are both formal and 

informal, occurring internally and externally at these three levels in any 

professional practice setting. Within the contexts of the interviews and 

conversations with members, I explore organizational network adaptation and 

dynamics relating to individuals and their corresponding teams at the various 

levels. 
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  The Macro-Level Frame 

This constitutes the highest system level within which the organization operates. 

At the macro level, healthcare organisations, to a large extent are influenced by 

external policies, targets, related incentives, funding and other regulatory 

frameworks which exert pressures or affect the environment within which they 

operate. These influences can be national, regional or cross-national. Most of 

these external factors are somewhat outside the control of the member 

organisations and they respond to these factors by setting internal organizational 

goals and strategy development which translates to conversations and initiatives 

at the next level- meso level.  

Fulop and Ramsay (2019) suggests that through leadership and processes, 

organisations can connect the various system levels to influence the quality of 

care provided at the front-line. At the macro level, senior executives act to take 

major decisions about the organisation’s strategy in terms of focus and priorities. 

This lines up with suggestions by Fulop and Ramsay (2019) that key activities for 

healthcare quality improvement such as strategy setting and agreement of 

performance measures are defined at the macro level by the board even though 

key decisions relating to this process are influenced by the external factors as 

well as the internal factors within the organization. Healthcare practitioners at the 

meso and micro levels thus have to balance their practice in line with the 

organisation’s strategy and priorities. Consequently, network goals, aims and 

objectives which are in alignment with factors which are operational or highly 

influential at this level are easily taken on board these organizations for 

implementation.    

 The Meso-Level Frame  

This represents the organizational level inhabited by senior managers. It is where 

departments and specialties begin to organise and key policies and strategies 

begin to take shape to become specific guidelines with specific scope and 

deliverables rather than the prior concepts that may appear distant from the front 

line. The understanding and interpretation of organisational policies at this level 

is key. Hospital priority setting and decisions are made by the hospital managers 

based on the organizational strategy, prevailing national priorities, guidelines and 
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internal evidence. How the organisations organize their units and specialties to 

provide quality services using their available resources is determined at this level. 

The ability of managers operating at this level-frame to provide clarity and 

coherence on processes is important because this is the level where the highest 

level of misinterpretation of guidelines and processes is likely to occur. Support 

and ownership of goals and strategies which emanate from macro level are 

evident here. 

 The Micro-Level Frame 

This refers to the clinical team level which constitutes the frontline or coal-face of 

organizational activities in which the practitioners- doctors, nurses and other 

health workers operate. In carrying out their jobs, healthcare professionals at this 

level are influenced by the processes and guidelines which are drawn based on 

the understanding of aspects of national policies, payment frameworks as well as 

financial and other resource pressures which are all clarified at the meso-level. 

Individuals functioning in units or teams engage and act at this level to deliver 

quality health services to patients. 

Although I present the framework as levels or layers of the organisation, the 

boundaries between the levels are indeed permeable, with each level 

continuously impacting or exerting influence on each other as depicted by the 

arrows. Ong et al. (2014) argues that connection between such system levels as 

well as the external environment can indeed influence the uptake or adoption of 

new initiatives by organisations. Silverman (1970) highlights the three questions 

that predominate the work of system theorists to include: the inter-relation of the 

systems, the overall contribution of this network of relationships as well as the 

nature of system dynamics. The need of the organisations’ systems to survive 

indeed shapes the actions of its parts with an overall observation of the system 

moving towards stability. Where certain parts of the organizational system are 

more autonomous than others, the part may often then determine the direction of 

the whole.  

The aspects highlighted at the various levels in figure 3.1 does not present an 

exhaustive list. All of the factors in combination, shape the context of the 

healthcare organisations, creating the culture of organisations which in turn 
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creates pressure on professionals in (re)defining their work and boundaries whilst 

testing their ability to respond adapt (Hartley, 2000) to any changes. In order to 

fully understand the organizational adaptation to the network and any potential 

benefits, the interaction between factors at these levels (macro, meso and micro) 

with the network, needs to be carefully considered.  

Considering the complexity of the network, there are numerous theories that 

could be applied to the concept of organizational adaptation to the Safer Patients 

Network. Ferlie and McGivern (2003) highlight a variety of perspectives to explore 

concepts and aspects (preconditions, processes and outcomes) of networking.  

In the section which follows, I present theories relevant to my focus on 

organizational adaptation to the Safer Patients Network. In focusing on the factors 

that influence the development of cross-organisational relationships in networks, 

there is a need to explore the complexity of the contexts and functions of the 

organization and the network.   
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 Theoretical Considerations 

Here I present a discussion of three main theories that are applicable to this 

thesis. In terms of my theoretical position, I draw on the concept of organisational 

ecology theory to explain the overall network phenomenon. The concept of Social 

Exchange and complex adaptive systems (CAS) theory to provide a way of 

further exploring the network dynamics. Westhorp (2012) suggests that multiple 

theories can be layered to reflect the multiple levels of systems. Doing this 

provides a comprehensive description of the systems under consideration and 

provides an in-depth understanding of multiple causation that can arise from 

within nested subsets. 

 

 Organisational Ecology Theory 

Organisational ecology (also known as Population Ecology) theory utilises 

insights gleaned from disciplines such as economics sociology and biology to 

understand the conditions under which organisations emerge, grow, thrive and 

die off. The concept of ecology of organisations can be studied at three levels 

which include the population, the organisation and the community. A set of 

organisations engaged in similar activities is viewed as a population, the 

organisational level analyzes the dynamics of individual organisations which are 

often made up of individual members and sub-units. The community level 

explores the interacting populations. 

Organisational ecology theory provides an understanding about the effects of 

changes in the environment on the characteristics or attributes of organisational 

populations (Carroll, 1983; Pfeffer and Salancik, 1978). Smith (1991) highlights 

two premises on which this theory rests. They are: 

- Ecological determinism which highlights how environmental pressures 

dictate how organisations change and  

- Structural inertia which reveals a limited capacity of organisations to 

change in response to prevailing environmental conditions, with selection 

and adaptation the key aspects that determine the survival of the 

organisations 
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The concept of ‘Organisational ecology’ emerged based on a need to 

contextualize the existence of all organisations as being made up of complex 

ecological systems with characteristics obtained from an interplay of social and 

physical systems, with changes in any one aspect giving rise to effects or 

changes in other parts of the system (Becker, 2007). Hannan and Freeman 

(1977) discuss population ecology which uses biological models or related 

concepts as a lens to look into the dynamics and patterns of behaviour exhibited 

by a group of similar organisations within the same environment. Their work 

highlights that the effect of need for limited resources, changes in the institutional 

climate or environment and the organisations’ capability all combine to provide 

the contextual factors (or niche) in which organisations have to thrive in order to 

survive. Betton and Dess (1985) suggest that it is the organisational fit (or lack of 

it) within such contextual- environmental factors that results in their adaptation to 

ensure their continued existence. A population ecology view thus focuses on the 

broader dynamics within an organisation as well as the relationship between a 

group of organisations working towards a common goal. 

The need to survive is not the main outcome of interest for organisations in 

population ecology (Vest and Menachemi, 2017). Rather in this theory 

organisations are perceived to evolve, adapt or cooperate as required in the face 

of environmental or other contextual challenges (Singh and Lumsden, 1990).  

Nowadays, there is an expectation of healthcare organisations to put the needs 

of their patient front and centre and it is the complexity of this growing need which 

drives the behaviours of such organisations. Healthcare organisations are thus 

increasingly under great strain to be agile by responding quickly to problems in 

the context in which they operate. Access to knowledge and information which 

could save time and proffer needed solutions is therefore important.  

Another researcher (Astley, 1985) in the field takes the approach of viewing the 

individual organisations with similar goals, working in similar environments as 

“species”  with various inherent characteristics in order to comprehend dynamics 

and reflect the overall environment. It is felt that insight into variations helps our 

understanding of competition or co-operation where these exists (Vest and 

Menachemi, 2017).  Various networks and partnerships have been created within 

and between healthcare organisations, to facilitate information and knowledge 
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exchange to enable the organisations to avail themselves to potential solutions 

for the problems which they face (Turner, 2019). There is an acknowledgement 

that organisations are distinctive in themselves with no two affected in the very 

same way by the same external factor or pressure (Hannan and Freeman, 1977).  

Authors like Turner (2019), Vest and Menachemi (2017) further suggest that 

changes or adaptation by organisations may be due in part to institutional or 

policy driven pressures in the environment which see organisations working 

towards specific targets such as the recent 1000 lives campaign which swept 

across healthcare organisations in Wales, or in some instances isomorphic 

changes- where organisations strive to behave in similar ways and develop 

similar offerings to others around them. Healthcare organisations are 

consequently poised to exchange information, in order to find solutions to the 

complex issues which they face. They are often focused on accessing resources 

and reacting to environmental pressures in order that they are continually 

positioned to improve patient safety, the quality-of-care delivery and 

consequently their survival. In the light of these, the concept of population ecology 

theory may provide an explanation of how organisations behave in relation to 

environment contexts such as healthcare networks, in a manner which explores 

their survival and adaptation processes. 

Organisational populations rarely function in isolation. Rather they respond to the 

directives of the state- their contextual environment which includes broader 

societal influences. Becker (2007) discusses in detail the effects of dynamic 

harmony or constraining factors that relate to organisations in order for them to 

achieve their goals, thrive and maintain their capability or competitive edge. 

Hannan and Freeman (1977) further discuss the concept of organisational inertia 

in terms of internal and external constraints which organisations have to deal with 

that may affect their capacity for change. In this thesis, internal constraints for the 

network member organisations can include aspects such as time availability for 

the network programme and activities, organisational strategy, the wider 

organisational culture,  its history, reference population and a need to balance 

these with the organisation’s need for resources such as timely information that 

may be gleaned from their network membership. External constraints on the other 

hand can include: information relating to the political, regulatory and financial 
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landscape for the healthcare organisations, external legitimacy and collective 

rationality. Some of these factors relating to the organisations are discussed in 

chapter five. 

It is important for teams and groups to develop insight into other aspects of their 

organisation or where possible acquire knowledge external to their organisation 

which may proffer potential solutions through its adoption or adaptation into 

context. A key factor which drives the improvement of organisational dynamics 

for goal achievement is ‘brokering’ of knowledge which would otherwise be 

obscured or lost in the system. Where there are conflicts or constraints in the 

system, desired outcomes are not just unachievable but rather become more 

difficult, requiring more energy and motivation for the groups or individuals 

involved. As healthcare organisations are complex entities which are made up of 

sub-groups with (often) different aims, targets, knowledge, understanding and 

motives, there is a greater tendency of the existence of dynamic constraints when 

people operate from their understanding of patient interest, organisational 

perspective or (individual or group) motives. 

Hannan and Freeman (1977) in their study about the ecology of organisations 

extend this discussion by presenting the adaptation perspective; in which exists 

sub-groups of individuals within an organisation; usually made up of middle and 

senior managers that scan the environment in anticipation of opportunities or 

threats, with the intention to develop the required response that focuses the 

organisational entities and structure accordingly. These researchers (Hannan 

and Freeman, 1977) discuss the position of management literature in which the 

major research developments lean towards an assumption of hierarchy of 

authority and control at the top of organisations, which regulate the major 

decisions about such organisations. It can therefore be inferred that organisations 

are responsive to their environments based on how their managers or leaders 

interpret the prevailing climate, make decisions and formulate strategies which 

are then implemented to buffer the organisation against any adverse effects. This 

is a position that is also corroborated by Turner (2019). 

The assumption is that successful managers are good at providing a buffer for 

their organisations from the environmental factors or arranging responses to such 
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factors which do not ruffle the organisational structure but rather align seamlessly 

with the organisation’s goals or strategy. Seeing as leaders of organisations 

formulate strategies for their adaptation to environmental factors, it is expected 

that some of the relationship between the organisational structure and its 

environment would reflect adaptive behaviour or learning. Theorists like Levine 

and White (1961) who explore social exchange (discussed later in this chapter) 

as a framework in the study of inter-organisational relationships have also 

embraced the perspective of adaptation.  

In relation to the organizational population dynamics and density dependence, 

there is also a concept of legitimacy of organizational forms. Earlier research in 

work consolidated by Baum (1996) makes a distinction between cognitive and 

sociopolitical legitimacy. His work suggests that socio-politically, legitimacy of 

organizational forms is embedded in relational networks as well as normative 

codes of conduct. This gives rise to the phenomenon of institutionalization- a 

sociopolitical process through which certain organisational forms although non-

mandatory, often come to be viewed as obligatory especially when they are 

underscored by a mandate or by common cultural, professional and political 

norms and values. From the cognitive legitimacy perspective, such organisational 

forms are deemed legitimate where there is little or no question that it serves the 

purpose of effecting collective action. Where organisations establish ties to 

reputable societal institutions, they usually will obtain benefits such as access to 

resources (Miner et al., 1990), status and legitimacy (Baum and Oliver, 1991), 

which ultimately contributes to their growth and survival. 

There are warnings by Hannan and Freeman (1977) about the limitations to 

organisational adaptation- in exploring processes that could generate structural 

inertia. The authors (Hannan and Freeman, 1977), argue that in order to deal with 

the various inertial pressures, the perspective of adaptation needs to be 

complemented with a selection perspective. Their view reflects that the stronger 

the pressures on an organisation, the less able the organisation is to adapt, with 

the process of environmental selection more likely thus making the issue of 

structural inertia importantly linked to the process of adaptation or selection. 

There is an array of internal and external factors that contribute to structural 

inertia, some of these include factors such as huge investment costs embarked 
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upon by organisations, information flow within an organisation, internal 

organisational (political) constraints such as re-organisations and the history of 

organisations with regards to their normative agreements.  

In times past, organisational ecology had been viewed as ignoring the strategies 

and actions as well as the inherent compositions such as the resources and 

capabilities of individual organisations. More recently, it has however come to 

integrate explanatory factors that are informed by management and institutional 

processes (Singh et al., 1991; Astely,1985). There is much emphasis now being 

placed on the impact of factors such as a change in regulation or use of 

technological advancements and organisational adaptation for survival in the 

(often) unpredictable environment (Hjalager, 1999). There is also a focus on 

institutional arrangements such as memberships of associations and networks 

and the effects that this brings. Amburgey and Rao (1996) to this end attest to 

the to a shrinking of the boundary between organisational ecology, institutional 

theory and other areas of organisational studies such as strategic management, 

resource dependency theory and transaction cost theory. 

There are two key issues that need to be considered in ecological modelling. 

They include the unit of analysis and the second is the application of ecological 

models to the study of human social organizations. The choice of unit of analysis 

is of importance in that it offers far reaching research implications, for example in 

the determination of which literature can be used in support of research involving 

such theory. According to Baum (1996), although ecological approaches do not 

undermine the contribution of individuals to organisational processes and 

outcomes, they are often limited and probable in the overall contribution to 

outcomes due to conditions of uncertainty and ambiguity with the final adaptation 

by the organisations turning out to be randomly determined in terms of future 

value.  The unit of analysis for this study explores both the individual and 

organisational dimensions and is discussed in detail in chapter four. Theoretically, 

where various subunits exist in the overall entity of organisations, it makes an 

ideal scenario for studies using organisational ecology. The use of longitudinal 

data collection (which I discuss in chapter four), in the process of analysis allows 

the mechanisms and processes governing such entities, their origin, growth, 

survival, transformation and change to be observed in detail (Hjalaer, 1999).  
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 Complexity and Complex Adaptive Systems Theory 

The origin of discussions relating to complex adaptive systems dates back to the 

1980s. However, thinking around the spontaneity or emergence rather than 

planning of “observed” order in markets relating to economics dates back to the 

19th century. The concept of complexity stems from an attempt to understand 

systems such as exist in nature. This study of complex entities was first applied 

to fields such as psychology, biology, cybernetics and human economics. 

Complexity science is both multi and inter-disciplinary, originating from 

proponents in fields such as biology, chemistry, economics, anthropology, 

sociology and physics. Early researchers (in physics) found that minute particles 

behaved according to rules which were not necessarily one of cause and effect. 

This led to a rise in the study of complexity and the evolution of the various 

strands of theory which is based on relationships, iterations and emerging 

patterns. Complexity theory thinking leans away from the linearity thinking of 

cause and effect. Proponents of this theory view the world or subject as complex 

entities that could only be understood as a whole by analysing in parts. There 

was an assumption that when each component worked better, the broader 

system to which it belonged would also work more efficiently. The understanding 

of such systems has however since moved on to highlight that systems are much 

more complex and their ultimate presentation often emergent from 

interrelationships and more than just a sum of individual parts. According to 

(Begun et al., 2003), the healthcare system, despite numerous interventions to 

improve processes and outcomes continues to defy control- functioning like a 

machine with a mind of its own. The authors (Begun et al., 2003) go on to argue 

that the system is given the attribute of a living system rather than a machine.  

There is an understanding within this theory that the universe as we know it is 

made up of systems, for example, the immune system, social systems and the 

environment. Also, that these systems are highly complex and not based on any 

predictable rationality but rather are constantly adapting to the environment within 

which they are situated. The concept which later came to be known as complex 

adaptive system is one which highlights that rather than focusing on a linear 

relationship of cause and effect, there are interrelationships of exchange and 
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interactions which give rise to the observed patterns within a system. Holland 

(1992) defines a complex adaptive system as a dynamic network of agents acting 

in parallel, constantly responding and reacting to actions by other agents, thus 

having an influence or impact on behaviour and the network as a whole. The 

overall observed ‘order’ or scenario is emergent rather than predetermined, 

rooted in history, irreversible and unpredictable. The locus of control or power 

within such systems is dispersed with its overall behavioural pattern stemming 

from the composite decisions made by individual agents within the system. 

  

Over the last 10-20 years, the concept has been more readily applied to the field 

of healthcare, social sciences as well as education. Phrases such as complexity 

theory, complex adaptive systems, complex evolving systems and complexity 

science are used interchangeably in the literature. There is emphasis by some 

authors (Mitchell, 2009) to focus on viewing the components of the system as 

comprising simple units that interact with each other, with the ability to evolve in 

response to their changing environment. It is assumed that the interactions or 

relationships between the components gives rise to the overall observed 

behaviour of a system which in turn will interact and respond to changes in its 

environment. 

Stakeholders in the policy arena make certain assumptions which go against the 

grain or principles of complex adaptive systems. Some of these assumptions 

include: 

• That for every observed effect, there is fundamental cause which can be 

observed from analysis 

• That the analysis of past events will aid the prediction of future trends or 

events 

• That complex scenarios can be better understood by analysing smaller 

pieces of the whole 

Such assumptions could be somewhat limited when analysing communities of 

people and how they interact or behave. This is possibly because individuals 

(agents) in a system would often interact with each other and the system in 
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unplanned and often unpredictable manner. Complex systems are made up of 

networks of individuals who often exchange views and information. There may 

be an incentive or intention which often facilitates this exchange taking place. In 

the concept of provision of healthcare and services, the transfer of information 

between staff (and often) patients is key.  

Kitson et al (2017) unpacks the process of how knowledge travels in healthcare 

settings. Their discussion highlights that although earlier concepts emphasize 

linear or cyclical models of knowledge transfer, there is a need to reflect on the 

dense and intricate relationships, systems and politics within and across the 

organisations when there is an attempt at effecting knowledge transfer or 

implementation. These authors (Kitson et al., 2017) view knowledge transfer as 

a complex network which comprises five interdependent sub-networks namely: 

Problem Identification, Knowledge Creation, Knowledge Synthesis, 

Implementation and Evaluation with each component interacting dramatically in 

different ways and at different times. 

According to Lipsitz (2012) complex adaptive system is known to exhibit the 

following properties: 

3.3.2.1 Self-organising adaptation and emergence  

Such systems are generally self-organising. This process would often be as a 

result of communication between people who communicate over time. Individuals 

or agents within the system have some degree of freedom to act, usually within 

a given set of options. The result of this interaction is the adapting and 

reorganising from the inside, often with an intention to adapt- fit with the 

environment and with no hierarchy of command. Individuals would act in 

unpredictable and often random ways, from which observed patterns emerge 

which gives rise to further complexity, ultimately affects the behaviour of the 

agents and the system as a whole. Individuals within the system may often be 

unaware of the overall behaviour of the system, responding only to what is 

available or known in their immediate environment. The emergent behaviour or 

observable phenomena may be somewhat disparate from that observed between 

individuals. It is often non-linear and unpredictable as observed in healthcare 

interventions.  
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3.3.2.2 Interaction or Connectivity  

Among the individuals or agents within the system in the form of relationships 

developed which are important to the ultimate survival of the system. This allows 

for a transfer of information between individuals (agents). The flow of information 

can be facilitated or restricted by the number or strength of the connections, 

leading to an impact on the overall system. It is thought that the greater the 

interaction, the greater the complexity (Chandler, 2018) 

3.3.2.3  Nesting  

This occurs when systems are embedded within broader systems, thus creating 

subsystems and network structures. An example is when a hospital which is 

comprised of staff, patients, carers and management exists as a subset of a wider 

health system within a town or region, often linked into the various networks which 

are relevant for its existence. The safer patient network (described and illustrated 

in chapter five- see figure 5.1) exemplifies a nested system. 

3.3.2.4 Variety or Temporality  

Variety within such systems is often high. Where variety is high, the system may 

tether on the edge of chaos, with a number of elements in constant interaction, 

as process from which it draws strength (or knowledge and information) to evolve 

and innovate. It is thought that complex systems are more often than not in a 

state of constant flux of variation between stability, instability, transformation, and 

emergence (Chandler et al., 2015). 

3.3.2.5 Rules and chain reactions.  

Although complex, individuals and agents within such systems often have to 

abide within the confines of rules and principles. In healthcare, this would often 

be in the form of guidelines and procedures which feed into the broader 

organisational strategy. Also, minute changes in the system would often snowball 

leading to a larger observed change/reaction. 
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3.3.2.6  Fuzzy boundaries  

This refers to boundaries which could be difficult to outline and therefore open to 

influence by a variety of factors with a constant flow of energy that holds the 

system in place 

3.3.2.7 History  

This is about where the individuals who make up the system have started or 

originate from. It often links to and shapes present behaviour or interactions. 

Agents are often constrained by their history or that of the system to which they 

belong. This history would often constitute a reference or starting point which 

could overtime suggest a boundary within which the system would function 

(Calliers, 1998) often with some footprints of their historical origins. 

Looking at the above characteristics, it is arguable that complex adaptive systems 

are in existence all around us. Some of these include: the immune system, 

ecosystem, social groups, the stock market, healthcare organisations, and the 

NHS as a whole. Each of these systems may however not exhibit all of the 

characteristics as outlined above at every given time. 

Although there is more theoretical work written about the concept of complex 

adaptive systems than the actual empirical application, the concept of complex 

adaptive systems theory has been applied widely in fields such as economics, 

leadership, organisational development and healthcare services. Researchers 

such as Wang et al. (2009) used the CAS theory to provide explanation of the 

characteristics of markets as well as the roles of leaders and other players within 

the organisation. In their (Wang et al., 2009) study, they explored the ability of 

economic systems to regulate themselves in other to achieve the best state of 

resource allocation. They found that the state of ‘equilibrum’ in terms of allocation 

of resources was achieved irrespective of communication among the participants. 

The (CAS) theory has also been applied in management to explore aspects of 

organisational change, leadership styles, team dynamics and sustainability 

(Brown, 2008; McDaniel, 2007; Glatter, 2006; Harkema, 2003).  

Looking into the field of healthcare, complex adaptive systems theory has been 

applied to different aspects and dimensions. In the field of clinical disease 



 

84 
 

 

evaluation, researchers have used this theory to explore their understanding of 

the development of certain disease or related health conditions. Certain disease 

conditions are viewed to arise as a result of the inability of the body (a complex 

system) to adjust to its environment which influences it in various ways (Jansen 

et al, 2005). Healthcare and service delivery on the other hand has been 

conceptualised by some authors to comprise of a CAS (Lipsitz, 2012; THF, 2010; 

Begun et al., 2003). In the implementation of an electronic medical record system 

in primary care settings, each practice was viewed as a unique and complex 

system with its unique characteristics. It was expected that there would be 

unpredictable effects which would vary from increase in safety to increase in 

vulnerability across the areas (Strumberg and Cillers, 2009). On another level, 

healthcare consultations are viewed as complex adaptive systems with 

characteristics due to the dimension of the interactions between components. 

Chinnis and White (1999) suggest that in taking time to develop shared memories 

of the consultation, opportunities to influence or shape future interactions would 

also be developed. In behaviour change processes in health care, there is a push 

to explore the variables through the lens of a CAS as opposed to a linear change 

process. The reason being that behavioural change processes are highly variable 

and often unpredictable, consisting of multiple components or parts (Resnicow 

and Page, 2008).  

Considering that healthcare systems comprise of macro and micro systems, 

some researchers (Afeik et al., 2009) suggest that a push for change within 

organisations be innovative, starting with ownership from the grassroots, to 

ultimately develop and spread across the CAS. Such spread can only be 

achieved based on the manner in which micro systems would interact with each 

other and with other elements within the wider macro system. This has 

implications for management actions which tend to be linear focused in 

attempting to bring about a change. There are processes which occur at the micro 

level of healthcare organisations, involving staff at the front line which are very 

influential in the entire healthcare delivery process. Such processes need to be 

thoroughly understood in the context of the interrelationships between roles and 

factors which influence these.  
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Martin and Sturmberg (2005) discuss complexity theory in understanding patterns 

that are unpredictable in the light of social knowledge and historical evidence in 

a complex adaptive system. They also highlight general practitioners’ roles in self 

organising networks which involved the generation of solutions based on their 

harnessing of previously developed social connections and ties. They conclude 

with an emphasis on the understanding of health system patterns and securing 

opportunities of adaptation in a change process before research and policy is 

implemented. 

One researcher (Sargent, 2009), suggests that complex adaptive systems 

thinking can be considered as one of many approaches needed when considering 

aspects relating to organisational development, leadership or educational issues 

in healthcare. Her work looked at the application of CAS thinking in the 

interpretation of inter-professional collaboration and communication in 

healthcare, as well as patient safety enhancement initiatives. The author 

suggests a look at the combination of social psycology and complexity theories 

to provide an in-depth understanding of the dynamics and interaction of the 

internal and external (environmental factors). The emphasis here being that 

rather than being the only underpinning tool, it can be more effective as one 

among many theories. 

To summarise, there is an increasing interest in applying the complexity theory 

lens to the field of healthcare. The concept of CAS is being used to explain how 

human systems can self-organise in the face of chaos and uncertainty which are 

dominant factors in the healthcare sector. It challenges the often-overlooked 

notion of how individuals, organisations and systems relate and interact with each 

other. This means paying attention to the often unseen and underlying issues 

which could be overlooked when viewing things at the surface level. The theory 

leads with the assumption that some form of natural ordering and alignment will 

always occur in a given system under investigation in response to stimuli from 

within its environment or external to it. The main aspects of such system include: 

• Its multi- component, subsystems or parts within which there are 

reactions with each other. 
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• Unpredictability of the interaction (and outcome- emergent behaviour) 

between the system components and with their environment.  

The disciplines that this could illuminate include but are not limited to 

organisational learning, clinical psychology, organisational behaviour, group 

dynamics and neuroscience. The theory can serve to provide a useful framework 

for research and evaluations in healthcare and related service provision, in that it 

helps the researcher develop an awareness of issues such as context, as well as 

environmental and other societal influences. It provides a lens thorough which to 

look across disciplines and multiple perspectives, providing explanation for issues 

such as uncertainty in the development of a phenomenon. On the whole, it 

provides more of a way of thinking or viewing the world or observed interactions 

rather than being used as a tool to predict outcomes. 

Some of the drawbacks of the theory include the variability of the definitions by 

various authors across disciplines such as psychology, healthcare, management, 

education, physical and environmental sciences, with a lack of agreement on the 

most appropriate definition for use in key areas such as healthcare (Chandler, 

2018; Rutter et al., 2017). This has implications for the development and 

availability or testing of a standardised model. Chandler (2018) suggests that 

there is need for further systematic work in order to develop some congruence in 

the concepts used. 

  Resource Dependency Theory (RDT) 

The Resource Dependency Theory (RDT) provides a framework to identify, 

explore and analyse the factors which motivate and drive the network 

relationships. This theory provides an explanation of the local (meso) context of 

networks as well as the observed behaviors (micro) within these networks. Elston 

(2005 ) suggests that it provides an explanation of the underlying motivation (such 

as uncertainty and flux) for the development of inter-organisational relations as 

well as the nature and power of such relationships.  

Mizruchi and Galaskiewicz (1993) Provide a background picture which reveals 

that organizations operate within environments that are in a constant state of flux- 

in turbulence and uncertainty. Therefore, there is always an attempt by the 
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organisations to be in control of these factors that contribute to this climate of flux. 

RDT assumes that no organisation or individual is an island. They are not in a 

position to generate all the resources needed to achieve their goals (Hall, 1996). 

Key to this is that critical resources are usually within the control of other 

organisations (Mizruchi and Galaskiewicz, 1993). Organisations are therefore 

reliant on others around them and within their environment for such resources 

(Elston, 2005). Such resources may include informational, financial, political, 

personnel or human resources, professional acknowledgement, social support, 

or power (Rhodes, 1981) but more crucially will be focused on finance, power and 

influence within healthcare network settings.  

Organisations will therefore seek resources such as knowledge that other 

organisations possess in anticipation of a reciprocated channel of exchange in 

order to meet their needs, providing that their interests and autonomy are not 

threatened. There is an assumption that the level or degree of interaction by a 

resource constrained organisation with another organisation that they recognise 

to be in a position to fulfil this need, will be hinged on the level of need and the 

lack of alternative resources. In RDT, there is an assumption that organisations 

or individuals are motivated by self-interest (Hall, 1996) and so will constantly 

make judgements of the likely gains from their networking, sharing and 

interactions. Through any such interactions or exchange, they develop some level 

of symbiotic relationship or dependency with an angle that is proportionate to the 

organisation’s  resource base 

Cook (1977) suggests three main strategies which organisations may adopt in 

order to deal with the situation they are faced with. Two of these strategies 

include; co-opting or engaging the source of the particular resource and also 

using ties (organizational or individual), to leverage resources required from other 

organisations. Once an inter-organisational strategy has been adopted, a 

network of relations is set in motion which may have some impact on the behavior 

of the actors involved (Mizruchi and Galaskiewicz, 1993). RDT posits that 

organisations explore ways to ensure the smooth flow of required resources 

which are controlled by other organisations. The push for this lies in the fact that 

each actor-individual or organization possess one or more assets needed by the 

other, thereby facilitating an exchange process (Lincoln and McBride, 1985). 
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Organisations are therefore engaged in a dynamic relationship with other 

organisations and so are not passive adapters.  

Decisions are made within organisations and the strategic choices made are 

dependent on environmental conditions, with the organisations manipulating 

these conditions to their own advantage (Reitan, 1998). According to Gulati 

(1999), actors are able to discern uncertainty, know other potential partners and 

can work out how the relationship can meet their own interests.  

RDT is also firmly based on the assumption that organisations are interested in 

their stability (Hatch, 1997). At the unit (micro) level, the organisations liaise with 

other organisations within an established relationship in accessing the much 

needed resources by negotiation and exchange. This process which is thought 

to reduce uncertainty for the organization (Elston, 2005) is followed through as 

long as it does not interfere with organizational aims or interests (Pfeffer, 1997). 

RDT further highlights that organisations will sensibly maximize their membership 

in the use of network relationships where they perceive the benefits to exceed 

the cost in all entirety, including any transactional costs associated with the 

networking process (Elston, 2005, Fuller et al., 1988) 

As the organizations involved in a network attempt utilizing the network 

relationship for their benefit by making demands and manipulating relationships, 

inter-organisational relations will consequently vary in intensity and content. 

Elston, 2005) reckons that the organisations build systems and structures to 

facilitate their access to resources, whilst managing the environment in a manner 

which optimizes benefits for the organization and preserves their independence. 

As the relationships between the organisations are developed based on need, 

the resource lending organisations hold power to offer these resources to 

whichever organisations they choose.  

In line with relationships and postures, power is a function of dependence in RDT 

(Cook, 1982). As power is related to the level of dependence in a network 

relationship, the level of balance observed is an important driver of the interaction 

between organisations involved in a network (Elston, 2005). Various types of 

relationships will be seen to develop within a network, which would span a 

continuum- from independent, low dependency, mutual dependency to high 
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dependency relationships between organisations. The level of need of the 

resource for the organization will determine the nature of the dependency within 

such relationships. This includes weather or not there are other alternative 

sources (substitutability) to make this provision (Elston, 2005). The existence of 

a power differential drives the presence and level of dependence (Cook, 1982).  

Dependency is high when there exists a high need for resources with little or no 

substitutability. Organisations are independent when the need is low and 

substitutes are high. Mutual dependency occurs when the levels of dependence 

between organisations are similar. The relationship is classed as asymmetrical 

where a high-low dependency exists between organisations (Elston, 2005). This 

author (Elston, 2005) suggests that in such (asymmetrical) relationships, a co-

operative level of exchange can still occur but on conditions set out by the 

organisation in charge of the necessary resources. Failure to comply may prevent 

further access to the resources. More symmetrical relations where the resources 

are more evenly spread between members give rise to more equitable power and 

influence scenarios. In such cases, interaction is usually characterized by 

compromise, negotiation and sharing (Elston, 2005; Lawrence et al., 2000).) 

highlights the development of mutual vulnerability where there is a focus on 

playing by the rules so as not to upset members. This puts a limit on the scope 

of the objectives and means or strategies of influencing, thus constraining co-

ordination (Elston, 2005). 

Elston (2005) suggests that atmosphere within which resource dependencies 

arise and grow could have an impact on inter-organizational relations and 

behavior. This is because there is an effect both on the flow of and access to 

resources as well as the perceptions of need by the actors involved. 

Organisations which function in an environment where resources are scarce or 

diminishing are likely to have differing perspective of their need as well as the 

benefits which networking may bring. Oliver (1990) suggests that the better 

resources or more powerful organizations within such relationships may seek to 

influence or control the resources by exercising their autonomy. The less 

resourced organisations may be less inclined to interact and search for potential 

substitutes for their needs (Challis et al., 1998) or look for ways to develop that 
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relationship to one of mutual dependence altogether (Elston, 2005 ; Scharpf, 

1978). 

There is an interaction between the perception of need for resources, the 

environmental context within which the organisations work and the nature of the 

symmetry (relationship) between the organisations which gives rise to a complex 

network of relationships (Elston, 2005). The nature and dynamics of the 

relationship is due to attempts by the network actors to alter the network and re-

distribute power within through various mechanisms.  In human service provision 

for example, partnership networks will co-operate and interact based on 

normative agreement and reciprocal respect (Benson, 1975). This is however 

contingent on positive affirmation of the work done by the partner organization, 

the level of co-operation between the organizations as well as the agreement of 

scope of work and the nature of the intervention. Elston (2005) refers to the last 

two factors as the domain and ideological consensus respectively. The power of 

an organization in such a network setting depends to a great extent on its position 

and also whether or not it is able access and direct the much-needed resources 

(Benson, 1975). Elston (2005) further suggests that to be able to do this, an 

organization would have links with different groups in the society which represent 

different interests and ideologies.  

At a macro level, Sanderson (1990) suggests that these relationships influence 

organizational activities and behavior as well as the flow of resources into such 

networks. Governments are also able to control networks by altering legislation 

and resources, which may be related to the achievement of goals and targets set 

within such legislations in order to achieve certain desired levels of co-operation 

between organisations. When this happens, resource dependency and network 

positions are altered which in turn affects actors’ cognitive patterns and behavior 

in network settings. This implies that actor’s behavior towards and within a 

network can be influenced to a large extent by the prevailing political or economic 

focus in a society (Elston, 2005). 

A number of authors (Logsdon, 1991; Oliver 1990; Halpert, 1982) have reported 

on pre-requisites or antecedents which encourage co-ordination between human 

service organisations. Few studies (Elston, 2005; Marsh, 1998; Halpert, 1982) 
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further explore any correlation between these antecedents and contextual factors 

which surround the organisation, with a view to shedding more light on why 

organizations may enter into networking relationships with others in the first 

instance.  

Logsdon’s (1991) study of environmental collaborations identifies two important 

factors: interdependence on other organisations for resources or their help to 

tackle a particular problem and a particular interest in the process or benefits of 

an inter-organizational relationship. In Oliver’s (1990) view, there are about six 

important factors which include stability, asymmetry, reciprocity, efficiency, 

necessity and legitimacy. Benson’s factors (domain consensus, mutual 

dependence, positive evaluation) are somewhat similar to those identified by 

Halpert (1982) who goes a step further to explore the relationship of context with 

these factors. The factors/facilitators he identified (Halpert, 1982: 63) include: 

• Good history of working together 

• The perceived benefits by all involved 

• That the rewards outweigh the costs* 

• The perceived need 

• The existence of a positive attitude 

• Access to other organisations and their resources 

• Agreement between managers, administrators and staff 

• Similarity in goals, needs and resources 

• A cosmopolitan ethos 

• Positive assessment of the other organization and staff 

• Perception of interdependence between organisations 

• Agreement in domain/value of networking 

• Similar ideologies, interests, commitment and approaches to goals 

• Group centered approach to problems and rewards for such processes 

• Maintainance of organizational and professional identity; including staff 

prestige power and domains 
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3.3.3.1 Limitations of Resource Dependency Theory 

Although this theory (RDT) has received a lot of attention and prompted a lot of 

studies, there has been criticism by some researchers that resource dependency 

theorists pay insufficient attention to the effect of external environmental 

constraints on strategic choices made (Elston, 2005).  Organisations are viewed 

as being on the receiving end of their environment, and restricted or influenced 

by the network (Reed, 1992) where interaction is driven by an organisation’s 

perception of its environment. According to Fleisher (1991), it does very little in 

accounting for the active management of relationships and therefore does not 

contribute to the understanding of process in the development of networks 

(Elston, 2005). 

According to Elston (2005), there is a large and established literature which dates 

back to the 1960s on RDT. Much of the early work is focused on theories of 

resource exchange which some of the early authors (Mulford, 1984; Rogers, 

1982) in their quantitative studies have suggested is very much related to 

resource scarcity, lack of substitutability of these resources, similar aims/goals 

and an agreement of the role and scope (domain) of the agencies involved. 

Mulford (1984) highlights that mutual dependence has a high correlation with 

exchange while Oliver (1991) identified that the loss of organisational autonomy 

did not appear to hinder those entering into networking relationships. Most of 

these studies are however cross-sectional in nature and did not take into 

consideration the wider environmental influences in the development of the inter-

organisational relationships. More recent research has emphasized a whole 

system level of analysis involving longitudinal methods. 

Rhodes and Marsh (1992: 12) argue that the interface between micro, meso and 

macro- levels of networking organisations have not been sufficiently explored. An 

important actor within the network that straddles these levels is the key contact. 

In chapter six, I discuss their roles and implications for the network. Resource 

dependency theorists are said to be guilty of overlooking other types and levels 

of institutional restrictions such as exist in the environment, for example distance 

and other physical structures and the effect these may have had on developing 

relationships (Reitan 1998). Resource dependency frameworks have also been 
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said to lack a focus on the idea of goals as part of the decision-making process 

and focusing mainly on environmental pressures and power differences (Hall, 

2015: 278-79). 

The theory shows how resource motivations as well as local, contextual 

circumstances come to shape network development. In summary, this theory 

sees both the participating organisations and individuals alike, vying for their 

personal interests and perceived gains, manipulating the network milieu to 

enhance their own resources whilst reducing their resource dependency on other 

organisations. Wood and Gray (1991) suggest that the resource dependency 

theory is a useful framework for the exploration of antecedents of inter-

organisational relations as well as the factors that spur this interaction. Given that 

the SPN comprised organisations with a history of working together, of various 

sizes, a wide range of stakeholders and across different geographical locations, 

the RDT provides a useful framework for understanding the nature, motivations 

as well as other dynamics of relationships between actors (the member 

organisations and individuals) of the network. This adds to the body of knowledge 

of factors that influence the development and maintenance of networking 

relationships across the organizations. 

 The Concept of Reciprocity 

There is an innate human feeling of reciprocity which takes its roots from ethics 

and has become embedded in majority of social systems and religions. In its most 

basic form, reciprocity constitutes a feeling of gratitude towards others; a human 

practice in the society which dates back to ancient times (Gensler, 2013). Chan 

et al., (2005) suggest that reciprocity is a norm which implies social capital given 

its attribute of connectivity of those involved. In extensive literature it is found to 

occur side by side with qualities such altruism (Oakely et al., 2011). Reciprocity, 

distinctively however refers to a mutual feeling or obligation between parties to 

share benefits in any direction while altruism refers to benefits for a certain group 

at the expense of the giver-altruistic person (Bakker et al., 2011) 

At the other end of the continuum of reciprocity exists the phenomenon of 

negotiation to maximise social exchange (Emmerson, 1976). This enforces a 

strict exchange process which is devoid of a feeling of reciprocal exchange. An 
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example of such scenario is when a team member negotiates the key tasks which 

they are required to contribute for a given project. This will be achieved over a 

period of time and may involve the development of agreements in the long or 

short term. Both negotiation and reciprocity can exist in various forms and in some 

instances co-exist within the same relationship with more people appreciative of 

a reciprocal exchange rather than a negotiated one. In extending this concept of 

social exchange, one researcher (Meeker, 1971) posits that the process consists 

of six dimensions which include: altruism, group gain, status consistency, 

competition, reciprocity and rationality. There is little exploration of these 

dimensions in the field of organisational studies (Molm et al., 2007) 

Gouldner (1960) in his work makes a distinction between the concepts of 

reciprocity and complementarity and further explains the concept of reciprocity as 

1) folk belief 2) social norm and 3) a transactional pattern of exchange. Networks 

or social groups are said to be more willing to exercise reciprocity with others that 

benefit them as opposed to those that do not (Gouldner, 1960). An example is a 

scenario where participant or organisation A would be keen to help B, if B has 

previously been helpful to A. Having a history of reciprocity is said to be a reason 

for one organisation helping another (Berg et al., 1995). Networks are aimed at 

sharing knowledge and so would need reciprocity for long term sustenance. This 

in turn highlights the importance in interaction among the network participants in 

order to facilitate the knowledge exchange process. The various ways and 

manner of interaction may include: opening up topics for discussion which may 

include work by members or participants of the network or a collaboration to work 

together on specific projects or topics. This highlights a need for attention to be 

paid to network dynamics- how the network evolves and develops over a period 

of time. Mutually reciprocated exchanges rely on variables such as purpose, 

place and time. Inter-organisational relationships in networks may be explained 

or understood by the concept of reciprocity inherent in social exchange theory 

(Corpanzano and Mitchell, 2005).  

 Social Exchange Theory 

According to Homans (1961), the early accounts of this theory were founded on 

attempts to study social processes such as cooperation and competition in small 
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social groups, power relations or fairness in social processes. Blau (1964) made 

some early developments on the theory and defined social exchange as actions 

which are dependent on rewarding reactions from others. In other words, the 

theory suggests that one member benefitting from others puts an obligation on 

that member to return the favour. There caution about social structure being both 

a “product” and a “constraint” (Cook and Whitmeyer, 1992). The theory, more 

broadly is concerned with what is exchanged between the individual members or 

between organisations in a social setting as well as how it all transpires. This has 

implications for the broader application of the theory to aspects of leadership, 

knowledge transfer and networks (Brass et al., 2004; Wayne et al., 1997) 

According to Molm (2001), the theory comprises four main elements which are 

important for exchange to occur. They include: actors, resources, structures and 

processes with its research split into two broad themes namely: negotiated and 

reciprocal exchange (Malcom, 2003). The various groups or individuals negotiate 

the rules for the arrangement in a negotiated exchange. This negotiation is 

minimized in a reciprocated exchange, with the motive of the exchange stemming 

from a feeling of giving something of value which in turn provokes reciprocation 

which continues over a period of time (Cook et al., 2013).  

Although the theory has wide applications in the fields of sociology, anthropology 

as well as psychology, there has been extensive criticism by researchers 

(Cropanzano and Mitchell, 2005) about the lack of specificity of its tenets. They 

proposed a framework to strengthen its explanatory constructs by including the 

following three aspects: 

• The rules and norms of the social exchange 

• The resources which are being exchanged and  

• The relationships which develop or emerge from this process 

Homans (1961) suggest that actors in a reciprocal exchange can be made up of 

human only entities or human and non-human relationships. Good examples are 

reflected in the loyalty of humans to other humans or humans to non-humans 

such as a brand or concept, product or organisation. 
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In systems theory, it is thought that the social processes that govern our daily 

lives at the micro-level are inextricably linked to informing those governing the 

social structure at the macro-level. The assumption is that society can be 

understood by first understanding its micro components. It is thought that the 

macro-level social structure exists in the relationships between its entities. This 

relationship does not change across the levels of the organisations (micro or 

macro). It is thought that such relationships are hinged on the mutual exchange 

of rewards between parties (Blau, 1964). Social exchange theory (SET) from an 

economic perspective has cost and reward implications which may exist as either 

tangible and intangible attributes. Information, goods, services and affirmation 

are some of the attributes which could be exchanged.  

3.3.5.1 Norms and Guidelines of Reciprocity 

According to Emerson (1976) in an exchange relationship or process, there are 

normative definitions of the of the situation which develops or is adopted by the 

participants that constitute guidelines or rules which make the exchange possible. 

Reciprocity is possibly the most popular exchange rule which constitute 

repayment in kind, devoid of negotiation or bargaining. Gouldner (1960) puts the 

concepts of reciprocity into three main contexts: 

Reciprocity as a norm: This views the concept of reciprocity as a social mandate 

that those who participate in such process (es) are duly rewarded for their gesture 

in the process. The view of this process as a norm acts as the major driver 

(enforcing power) to the participants, making them feel mandated to take part in 

the process. Even though this norm is viewed as a universal value, participants 

do not necessarily have the same degree of adherence or belief in the concept 

of reciprocity 

Reciprocity as a folk belief: This concept views reciprocity as a cultural 

expectation of participants about reward which they deserve to gain from a social 

exchange process. These are hinged on feelings by participants of an exchange 

process reaching a level of balance for parties involved, with those who have 

helped others receiving help themselves while those who do not help others, 

receive nothing in their time of need. 



 

97 
 

 

Reciprocity as important logical exchanges: There are three possible 

postures of participants of reciprocity in this concept which views participants as 

either independent, dependent or interdependent. Molm (2001), posits that given 

the view and definitions of the three positions, only interdependence stands as a 

clear definition of social exchange. 

3.3.5.2 Reciprocity Online 

A number of studies have explored the concept of reciprocity in online 

environments (Barak and Gluck-Ofri, 2007; Aviv and Ravid, 2005) as a key 

ingredient for the development and stability of online networks. Despite the 

requirement of reciprocity in online networks, it was found to be lacking in a study 

of 75 online networks (Aviv and Ravid, 2005). The authors of that study felt that 

the inclination to reciprocate in such forums is limited by a number of issues which 

include a lack of face-to-face interaction,  which makes people more likely to feel 

responsible for their social actions. The presence of mediator, facilitator or tutor 

is thought to facilitate the process of reciprocity (Aviv and Ravid, 2005). 

3.3.5.3  Inter-organisational Learning and Reciprocity 

There is an extensive amount of literature on the concept of reciprocity in 

organisational studies, however few of these explore the relationship between 

reciprocity and processes of inter-organisational learning. Lubatkin et al., (2001) 

looked at the concept of inter-organisational learning as an alliance which aims 

at creating knowledge rather than transfer or acquisition. Such networks require 

partners of the alliance to have differing knowledge domains and not compete 

(Das and Kumar, 2007). Where the network aim is knowledge acquisition and 

transfer, organisations are said to be competitors and share similar domains. 

Authors (Lubatkin et al., 2001) have identified four types of inter-organisational 

learning processes which constitute alliance formation. These include: 

• Knowledge absorption alliances- a complex form of knowledge 

transfer which requires absorptive capacity 

• Knowledge grafting: Inter-organisation learning through a merger or 

acquisition of another organisation 

• Reciprocral learning alliances: Knowledge creation by non-

competitive partners with heterogenous knowledge domains 
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• Vicarious learning alliances: Knowledge transfer through learning and 

watching 

Considering these definitions, the reciprocal learning concept discussed earlier 

(Lubatkin et al., 2001) has potential for innovation provided the participating 

organisations are non-competitors with varied knowledge domains. Where these 

factors exist, organisations can share knowledge and learn from each other, 

collaborating to build a knowledge base that is the sum of parts. The fear of 

knowledge leakage is said to me minimal in such settings (Nonaka and Toyama, 

2003) as organisations work together to develop more robust and innovative 

solutions to the problems they face. This has a knock-on-effect of maximizing 

reciprocal exchange.  

3.3.5.4 Resources of a social exchange process 

The focus on resources in a social exchange process originate from the work of 

Malinowski (1926) which looked at resources of economic exchanges which 

centred mainly on materialistic goods. This body of work soon developed to 

consider the symbolic value of the resources which were exchanged. Work by 

Foa and Foa (2012) highlight six types of resources in a social exchange which 

comprise both materialistic and symbolic values. They are: love, money, goods, 

services, information and status. The entire value of what is exchanged 

sometimes comprises a combination of the parties involved and well as where 

and how that exchange occurs. These authors (Foa and Foa, 2012) from an 

organisational science perspective suggest that resources of exchange are either 

socioemotional or economic. Socioemotional resources are intangible benefits or 

rewards such as loyalty or satisfaction whilst the economic resources constitute 

financial rewards. People in networks will vary in their appreciation of either 

socioemotional or economic resources. Some individuals may appreciate the 

economic benefits for their organisation, others may value loyalty or 

connectedness. 

Work by Mitchell (2005) reveals two dimensions or resources qualities. These are 

1) Concreteness or tangibility and 2) Particularism or Worthiness. Foa and Foa 

(2012) explains the concept of particularism to mean that the value of the 

resource appreciates in connection with particular properties and not solely for its 
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own value. Money is thought to have low particularism because it maintains its 

value regardless of who it resides with.  Intangible resources on the other had will 

have high particularism based on the sender and the receiver contexts. Where 

knowledge is shared and then applied to solve a specific problem, that resource 

received would have attained high particularism. 

3.3.5.5 Relationships of Exchange 

Adam Smith’s economic theory (Homo Economicus) and work by Emile Durkhiem 

in sociological theory (Homo Sociologicus) can be used to explore exchange 

relationships. Economic theory tends to view humans as inward looking and their 

relationship purely goverened by their own selfish interests. An example of this is 

the case of a customer with a desire to maximize benefits or utility from a product 

or service and a producer or sellers desire to maximize profit from the transaction 

(Bowles and Gintis, 1993). Sociological theory on the other hand refers to a 

situation where both parties are governed by social motives rather than self-

interest (Fehr and Gintis, 2007). This polarised definitions may not totally apply 

in situations where there may be a blend or mixture of both self-interest as well 

as a social motive; a situation which may exist somewhere in the middle of the 

continuum.  

3.3.5.6 Ideology, Influence and Power Differentials in Reciprocity 

The concept of power differentials in reciprocity is one that overlaps in discussion 

of all of the selected theories. Every relationship has an angle to which it leans; 

its symmetry or otherwise is determined by the resource base of the partners 

within that relationship. In some relationships, participant A would reciprocate by 

providing resources in an exchange with B even though A had not previously 

derived any ‘useful’ benefits from resources provided by B. Power relations theory 

by Gouldner (1960) provided some rationalization of this scenario with the more 

powerful organisation exerting pressure on the lesser one to reciprocate a 

gesture. This sort of scenario where an organisation feels obliged to reciprocate, 

takes away from the underlying principles of reciprocity. The existence of such 

power or influence may be less visible where there exist a culture or atmosphere 

created in the relationship which facilitates or encourages such reciprocity 

regardless of a power differential. In such scenarios the less powerful individual 
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or organisation would willingly reciprocate in anticipation of future benefits or 

rewards from that relationship.  

Work by Booher and Innes (2002) suggest that networks are an important 

mechanism for mobilizing resources and increasing power. Henry (2011), in his 

work explores how ideological similarity or dissimilarity as well as perceptions of 

power influence actors’ selection of network partners and posits that perceived 

influence in networks is positively correlated with collaborative ties in ideologically 

similar organisations. The author further suggests that ideological similarity and 

perceived influence could interact in a manner that allows power seeking which 

in turn drives network structure. Where organisations are similar, networking 

partners could be chosen based on the added benefit of influence- the key factor 

in dissimilar organisational network settings. 

According to Cadbury (1993), power in a partnership (network) is equitably 

distributed among all partners. Control in a network or group setting is established 

via social and cultural norms and often refers to a concept of negative and positive 

reciprocity, where there are punitive or commendatory actions depending on 

whether or not one party violates their commitment to sharing. Members could 

lose their reputation in the group, the right to expect favours from others or even 

be excluded or humiliated by the group. Therein lies some level of power. 

3.3.5.7 Trust in Reciprocity 

Trust is the relational bond which allows participants within a group to work 

towards a goal that is beneficial for all parties involved (Elston, 2005 J). There is 

an underlying concept of mutuality or symbiocism which means that the members 

of the group (or network) have a common interest at heart and would look to gain 

from the process either in the immediate period or in future. Rousseau et al. 

(1998) define trust as a psychological state within which members attest to 

vulnerability. I would add that more that vulnerability, is the confidence that other 

party would keep to their end of an agreement. Individuals and therefore 

organisations are drawn into the concept based on reputation- the means to the 

end (Trust).  For individuals or organisations to trade gestures and favours, there 

needs to be a history of commitment to the process with either one or both parties 

having a ‘trust rating’ on which the process would thrive. Work by Berg et al. 
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(1995) shows that participant A would reciprocate with B based on B’s reputation 

of reciprocation. This reputation or ‘trust rating’ could have been obtained by 

reciprocating with strangers (Phelps et al., 2012). This goes a long way to 

boosting people’s confidence in further dealings with the individual or 

organisation. Having a history of working together could help build this trust profile 

which in turn results in more reciprocity. Berg et al. (1995) concurs in suggesting 

that time or social history is paramount in the development of trust, reputation or 

reciprocity. These factors suggest that members would contribute to the 

accomplishment of goals even when there are no other ways to monitor their 

respective actions (Kirkpatrick, 1999). The existence of factors such as trust and 

reciprocity facilitate exchange of information in a concerted manner, pooling risks 

and encourage change or innovative practices. 

 Summary 

This chapter has reviewed possible theoretical frameworks which are applicable 

to understanding organizational adaptation to the Safer Patients Network. In 

order to answer the research questions put forward in chapter one, it is important 

to look at the complexity of the network, with regards its nested (multilevel 

systems), the manner and levels of network engagement, as well as the inter-

relationships, motives and negotiation of processes in the network entity. Each of 

the theoretical perspectives explores assumptions, the various levels of analysis 

as well the structure, process and possible network outcomes.  

Organisational ecology (Population ecology) theory projects organisations as 

complex entities with characteristics akin to the natural environment or 

population. These characteristics give rise to interdependence of social and 

physical systems in ways that are not immediately visible at face value. The 

complex adaptive systems theory provides an understanding of the minute and 

complex processes which give rise to the emergent observable phenomena of 

the network.  The highly variable contexts of organisations are acknowledged 

with the need to acquire knowledge and resources that are lacking using 

individuals or group ties and their networks. Resource dependency and 

consequently social exchange theory explores the concept of organizational 

needs and reciprocity within a knowledge exchange process in network settings. 
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These theories specifically view the actors as vying for their individual (or 

organisational) interests, manipulating a network environment to compensate of 

their inadequacies. Taken together these theoretical perspectives provide a 

framework for analysis of various dimensions of organizational adaptations, 

providing explanations for the development of the network relationship as well as 

the nature of these relationships (Pfeffer, 1997).  

 



 

103 
 

 

CHAPTER 4: RESEARCH DESIGN AND 

METHODOLOGY 

 Overview of Concepts 

This chapter describes the research philosophy and methods used in the 

investigation of the research questions highlighted above. It describes how 

decisions were reached about the methodology and study design, including the 

execution of the research procedures. It provides a detailed account of the 

reasoning behind the choice of methods and how the data were subsequently 

collected and analyzed with attention paid to issues of validity, rigor and 

sensitivity. 

In this research, the overall aim is: 

To develop an understanding of how organisations and individuals adapt to and 

use networks by assessing their motivations and perception of the network. Also, 

to develop a theoretical model of the network dynamics with a view to identifying 

key drivers of its growth and development. 

The study set out to answer the following research questions: 

• What are the key characteristics of the network entity and its 

observed structure?  

• What cross-cutting themes can be identified as significant for the 

network development 

• Who are those involved in the network collaborative programme 

and why? 

 

To answer the above questions, the network as an entity was scrutinized. 

Exploring the early development, function and characteristics of an inter-

organizational healthcare network of this nature; with membership from all the UK 

regions, comprising large NHS organizations poses a methodological challenge 

which I discuss later in this chapter. The evolving nature of the network and its 

composite programmes in a context of changing health policies is somewhat 

complex, open, with no clearly defined boundaries (discussed in chapter three). 
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Having explored various research paradigms, I adopted a combination paradigm 

standpoint drawing on critical realism and interpretivism. This perspective 

captures the dynamics of real-world phenomena and will be described in the 

following paragraphs. 

In order for effective research to be accomplished, a course of orchestrated 

examination is essential. The aim of such an examination to acquire some new 

understanding in a particular area of endeavour or to gather evidence towards 

solving particular problems which may exist. Succinctly put, Babbie (2001) 

explains that the three most common and useful purposes of research are 

exploration, description and explanation. To aid researchers in their journey 

towards undertaking impactful research as well as to achieve the goals of the 

research endeavour therefore, Denzin and Lincoln (2000) propose a research 

process framework (See Fig 4.1).  

The first phase of this framework is concerned with the “researcher as a 

multicultural subject”. According to Hughes (2014) all knowledge produced 

through social research is imbued with certain aspects of a researcher’s 

biography including “values, motives, politics, employment and personal status’s 

as well as issues related to the social divisions of age, gender, sexuality, ethnicity 

and ability as they specifically apply to the researcher”.  In other words what 

Hughes informs us is that we should take notice of our biases, state them in our 

dissertations and/or try to reduce them in whatever research we undertake.  The 

author (Hughes, 2014) argues that reflexivity is the critical process whereby there 

is a self-reflection of one’s own biases, theoretical predispositions and 

preferences and/or the acknowledgement of the researchers place in the setting, 

context and social phoenomena he/she seeks to uncover, understand and/or 

document. 

The second phase of the framework discusses the theoretical and philosophical 

paradigms that underpin all research endeavour. These begin with ontology and 

epistemology – what entities exist or can be said to exist and how can the 

knowledge of these entities be acquired, respectively. Following these the 

epistemological and philosophical paradigms of positivism and postpositivism are 

considered because according to Burrell and Morgan (1979), Morgan and 
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Smircich (1980), the choice of philosophical perspectives constitute the basis for 

and influence design decisions in research  

The third phase of the research process concerns the need to pay considerable 

attention to the selection of research strategies and methods with which to 

conduct the enquiry are crucial. For example, Morgan (1983) in viewing research 

as an engagement process, stressed that research does not constitute choices 

of methodology, but make up a wider process that constitutes and renders a 

subject amenable to study in a distinct way. He goes on further to emphasize that 

the selection of method entails some consideration of the situation being studied 

to explicitly answer the question “what is being studied?” 

The purpose of this chapter therefore, is to present the research design pertaining 

to this study. It provides a detailed account of the reasoning behind methods of 

choice and how the data were subsequently collected and analyzed. Particular 

attention is paid to issues of validity, rigor and sensitivity. This chapter is therefore 

divided into two main sections. The first section examines the philosophical 

paradigm(s) adopted by the researcher and proposes that this research is not 

methodologically led but rather, the choice of methodology is based on the 

researchers philosophical stance as well as the social science content being 

examined. The second section highlights the research design adopted in this 

study. According to Bryman and Bell (2003 p. 32), “a research design provides a 

framework for the collection and analysis of data. A choice of research  
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Figure 4.1: Research Process Adapted from Denzin and Lincoln (2000) 
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design reflects decisions about the priority being given to a range of dimensions 

of the research process”.  The research design will highlight crucial issues such 

as the methods and tools chosen for the actualisation of this research, the 

sampling procedures, ethical considerations and the rationale behind these 

specific choices.  

 

 Research Philosophy 

According to Bates and Jenkins (2007), “within literature on stages of intellectual 

development, a stress is placed on the importance of the move from instructional 

surface learning to deep structure, or reflexive, learning and independent critical 

analysis”.  This move away from instructional surface learning, which according 

to Gordon and Debus (2002) involves memorizing and regurgiating materials 

where learners find it difficult to generate a range of alternative solutions in 

different contexts, requires a deep understanding of the foundations of research 

paradigms. These research paradigms, which represent the foundation and 

building blocks of generic social research include ontology, epistemology and the 

philosophy of science (Thomas, 2003).  

 

  Ontology 

Ontology is the starting point of all research (Grix, 2002), as all researchers before 

embarking on a research journey would logically seek to consider, classify and 

conceptualize their internal knowledge in relation to what they seek to achieve 

from the endeavour. According to Cook (1983), “it would seem logical to develop 

methods only after deciding on the ontological assumptions one wants to make 

about the world, determining how one can know about such a world, and then 

deciding which questions are worth asking about that world”. Ontology, 

traditionally listed as a part of philosophy known as metaphysics, deals with the 

questions concerning what entities exist or can be said to exist. According to 

Smith (2003), “ontology seeks to provide a definitive and exhaustive classification 

of entities in all spheres of being”, which in other words, engages the subjective 
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or interpretive nature of the researcher in describing or explaining the goings on 

around him/her, as they understand it.  

According to Bryman and Bell (2003), in consideration of one’s ontological 

stance, the question of social entities are based on whether these entities can be 

considered as objective i.e. they have a reality which is external to social actors; 

or whether they can be considered as subjective i.e. whether they exist through 

the actions and perceptions of humans.  The implications therefore, of a 

researchers ontological stance adopting a purely objectivist approach, is to 

‘concretize’ reality or in other words, to assume that what is being studied is not 

dependent on social actors and their actions. On the other hand, a purely 

subjectivist approach “social phenomena and categories are not only produced 

through social interaction, but that they are in a constant state of revision” 

(Bryman, 2001, Pp.16 – 18). It is clear therefore, that a choice between these two 

catagories of ontological positioning will affect the manner in which a researcher’s 

activities are conducted.  

In the case of this research, the social world was considered to be a continuous 

process developed as a result of the humans involved and how they, according 

to Morgan and Smircich (1980), “impose themselves on their world to establish a 

realm of meaningful definition”.  Members’ thoughts and perceptions of the 

network would affect how they relate, adapt and use the entity. Also, actors’ 

(members) meanings and definitions which influence their actions (or lack of) are 

influenced by ‘generative structures’ which this study explores. 

 

 Epistemology 

Once the initial ontological assumptions and perspectives have been considered, 

the epistemological perspectives then follow. Epistemological issues are 

concerned with the issue of how a researcher might begin to understand the world 

around and communicate this as knowledge to others (Burrell and Morgan, 1979). 

They go on further to emphasize that in communicating this knowledge, one has 

to sort out what is the truth from what is false. Other scholars have defined this 

as, “the relationship between the inquirer and the known” (Denzin and Lincoln, 
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2000), “how knowledge is gained about cause through the interpretation of 

scientific evidence” (Weed 1999) and “the theory of knowledge, especially in 

regard to its methods, validation and the possible ways of gaining knowledge of 

social reality, whatever it is understood to be” (Grix, 2002). What is clear from 

these definitions, is that epistemology is mainly concerned not just about the 

dynamics involved in the relationship between the researcher and the 

researched, but also with the process through which knowledge is gathered as 

well as the possibilities of developing new models, which according to Grix (2002) 

should supercede older ones.  

A particular issue however, in epistemological considerations about what should 

be regarded as acceptable knowledge is the question of whether the social world 

can be studied according to the same ethos as natural sciences (Bryman and 

Bell, 2003). This position is known as positivism. The term given to the 

constrasting epistemology is interpretivism.  

 

  Positivist Paradigm 

The term positivism was introduced by Auguste Comte, the founding father of 

sociology and a French philosopher. Comte believed that reality can be 

observed1, which in other words, implied that the only verifiable means of 

‘knowing’ the world was through science and/or the application of scientific 

methods. Simply put, Bryman (2004) described this approach as the application 

of natural science methods to the study of social reality. Morgan and Smircich 

(1980) describe this as “an objectivist view of the social world as a concrete 

structure encourages an epistemological stance that emphasizes the importance 

of studying the nature of relationships among the elements constituting that 

structure”. 

The adoption of this paradigm therefore, holds certain beliefs, one of which 

includes prediction and control, where it is believed that there are general 

patterns of cause and effect that can be used as a basis to predict and control 

natural phenomena (Cohen and Crabtree, 2006). With this adoption, the positivist 

 
1 See the positive philosophy by Auguste Comte 
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researcher remains detached from the participants of the research being 

conducted by assuming a controlled and structural approach to the conduct of 

their research. This stance thus provides a certain reassurance to stakeholders 

of the research being value-free provided a strict methodological protocol is 

followed (Cohen and Crabtree, 2006).  

 Interpretivist Paradigm 

Interpretivism, generally characterised as the Verstehen tradition in the human 

sciences, arose in the reaction of neo-Kantian German historians and sociologists 

such as Simmel, Weber and Dilthey, in the late 19th and early 20th centuries to 

the then-dominant philosophy of positivism (Denzin and Lincoln, 2000).   

According to Bryman and Bell (2003), Interpretivism is “predicated upon the view 

that a strategy is required that respects the differences between people and the 

objects of the natural sciences and therefore requires the social scientists to 

grasp the subjective meaning of social action”.  Simply put, this view implies that 

human beings have thoughts capable of reflexive actions which render scientific 

methods invalid towards the study of society and its inherent structures. This 

understanding implies that there are multiple realities and therefore, multiple 

ways of accessing such realities.  

 

 Critical Realist Paradigm  

Beyond the two major and contrasting perspectives of positivism and 

interpretivism, a third option exists and this is known as critical realism. This 

perspective is thought to exist between positivism and interpretivism (Wainwright 

and Forbes, 2000) where both quantitative and qualitative research strategies are 

acceptable tools for researching social systems (Healy and Perry, 2000) 

This philosophical basis of critical realism has been largely associated with British 

philosophers Roy Bhaskar and Rom Harre (Bergin et al., 2008), who argued 

against established positions of empirical realism (positivism) and transcendental 

idealism (interpretivism).  Bhaskar (2014) put forward that being realist means 

establishing that things exist apart from our experience and knowledge of those 

things. This argument is supported by Mingers (2006), who explains that  “a realist 
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understanding of science takes the view that certain types of entities – be they 

objects forces, social structures, or ideas – exist in the world, largely independent 

of human beings; and that we can gain reliable, although not perfect knowledge 

of them”    

The characteristics of all these paradigms are outlined in table 4.1 

 

 Research Paradigm of choice 

In terms of research paradigm stance, a combination of interpretivism and 

critical realism was adopted. The network is an interactive unit where there 

exist constant engagement and exchange of information and ideas. How 

individuals perceive and interpret this entity-network as well as the actions of all 

those involved will ultimately affect how the network develops. As this study is 

focused on an exploratory approach to complex issues relating to the network 

and its processes in an open system with no clear boundaries, an interpretative 

study design was considered as appropriate. This paradigm would enable an 

understanding of individual actions and behaviors as well as meanings attached 

to these. However, in the exploration and analysis of the network collaborative, a 

realist approach would be adopted. A realist approach is concerned with not just 

that one event leads to another but more deeply how, why and the context in 

which that one event can lead to the other. 

The focus of this study is on the network concept, its members, their actions, 

perceptions and how their view of the network in relation to their organization and 

the world around them is formed or influenced. In order to do this effectively, I 

tried to understand from their (members) point of reasoning, interpreting any 

actions and their views or perceptions. I also tried to explain events which 

occurred using a process of abductive or retroductive reasoning. This means that 

instead of moving from a process of theory to observation (deductive reasoning) 

or vice versa in an inductive manner, a cyclic process involving both was adopted. 

The process of abductive reasoning is thought to involve the following steps: 

1. Explaining patterns of data 

2. Entertaining multiple hypotheses 



 

112 
 

 

3. Inference to the best explanation 

(Robson, 2011) 

As a researcher, I was also interested in what happens in the context of the 

networking and collaborative processes of the SPN, as opposed to making 

generalizations. As a result, I have adopted the combined approach of two 

paradigms. Here I try to provide theoretical explanations by identifying causative 

or influential factors which may not be immediately apparent to an observer. 
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Table 4.1: Research Perspectives in Management Research (Adapted and modified from Wass and Wells, 1994) 

Philosophical  
perspective 

Ontological 
Assumptions 

Epistemological 
assumptions 

Scientific 
objective  

Nature of 
Scientific 
knowledge 

Cycle of enquiry Methodology Type of data 
Techniques 
for data 
collection 

Bias 

Positivist 

Real world exists 
indepenently of 
subjective 
consciousness 

(i) Only that which is 
objectively observable is 
valid knowledge 

(ii) explanation comprises 
of causal laws inferred 
from empirical regularities; 
subjects subservient to 
definition of knowledge, 
subjective consciousness 
is meaningless  

Nomoethic with 
natural science; 
abstract from 
subjective 
ideosyncracies to 
uncover general 
laws; replicability, 
generalizability  

Priviledged, 
impersonal, 
value-free, 
exact, 
precise, 
causal, 
rational, 
determinate 
general 

Deductive 
abstract theories  
→ operational 
hypothesis → 
observations → 
inference using 
statistical tests 
‘predictive’.  

Nomoethic e.g. 
census or sample 
survey, quasi 
experiment; 
outsider looking 
in: extensive and 
general  

Quantitiative, 
systematic and 
precise; directly 
observable and 
measurable 

Self 
completion 
questionnaire
, structured 
interviews, 
simulation, 
use of 
secondary 
data 

Concern to 
account for 
measurement 
error and 
missing data; 
use of 
statistical 
controls 

Realist 

Real world exists 
independently of 
subjective 
consciousness but 
experience of the 
real world is 
through subjective 
consciousness   

(i) Knowledge includes the 
observable and the 
intangible 

(ii) General laws are not 
deterministic, they only 
partially explain human 
action; equally subjective 
interpretations are partially 
explained by the external 
world; human action open 
to various interpretations; 
possibility of 
indeterminates   

Inclusion of 
subjective in 
traditional model 
of science to 
uncover general 
laws and how 
these are 
interpreted by 
subjects; laws are 
tendancies i.e. not 
deterministic; often 
applied research, 
practitioner driven 

Personal, 
value-
bound, 
multi-causal, 
plausible, 
indeterminat
e, particular  

‘retroductive’: 
iterative cycle 
observation ↔ 
theory 

Methodological 
pluralism, 
triangulation, 
interactive, 
participatory, 
action research: 
method 
determined by 
subject of 
research 

All data which are 
relevant to subject; 
quantitative and 
qualitative, 
observable and 
interpretive 

Complete tool 
kit of 
techniques 
often in 
context of a 
case study  

Methods are 
combined with 
a view to 
compensate for 
weaknesses in 
a single method 

Interpretivist 

Real world does 
not exist outside 
consciousness of 
the individual, 
hence multiple 
conceptions of 
reality and enquiry 
cannot converge 
on a single reality 

(i) valid knowledge 
comprises individual 
comprehension of the 
‘external’ world 

(ii) explanation comprises 
of causal laws inferred 
from actors subjective 
perceptions of their social 
world; definition of 
knowledge is determined 
by the subject  

From 
hermeneutics to 
uncover and 
explain individual 
conceptualization 
and interpretation 
of external factors; 
internal validity 
ecological validity 

Personal, 
interested, 
value-
bound, 
uncertain, 
non-rational, 
indeterminat
e, particular 

Inductive: theory 
grounded in 
empirical world 
observation → 
reflection → 
construction of 
abstract concepts 
‘descriptive’ 
explanations` 

Ideographice.g. 
ethnography; 
insider seeking 
‘verstehen’ with 
subjects. Others 
include Case 
study and action 
research 

Qualitative, 
intangible, subjective 
conceptions and 
interpretations of 
actors; intensive and 
contextual, detailed, 
penetrating, written 
texts 

Participant 
observations, 
unstructured 
interviews, 
textual 
analysis 

Concern to 
account for 
reactivity and 
reflexivity in 
data; use of 
reactive and 
reflexive 
accounts  
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 Research Design 

Bryman and Bell (2003) define research design as “that which provides a 

framework for the collection and analysis of data”. It should show how choices 

and decisions are reached about the various aspects of the research process. 

Having addressed the theoretical and philosophical positions for this research 

endeavour, the next stage was to determine the most appropriate choice of 

methodology and methods. Having identified the research position/paradigm as 

somewhere between Critical Realism and Interpretivism, the choice of approach 

for the collection of information is as detailed below 

 Study design: a longitudinal, multiple and comparative case 

study method 

A case study inquiry is defined as an empirical process which examines a 

contemporary phenomenon as it occurs in real-life where no clear boundaries 

exist between the phenomenon and its context (Yin, 1984: p13). The method 

often requires the use of multiple research techniques to develop a picture which 

develops or further substantiates existing theories (Hartley, 2004). The 

organizational case study is the basic method employed in qualitative social 

science (Fitzgerald and Dopson, 2009) 

The network under study is indeed complex. This necessitated the use of case 

studies for data collection. Yin (1994) suggests that the use of case study method 

is appropriate when the research questions are ‘how’ and ‘why’ concepts. This 

study explores how member are adapting to and engaging with the network and 

why. I have specifically chosen to focus on five case study sites for the broader 

network study. The five sites where purposely chosen to maximize representation 

from across the four UK regions and also to ensure that there was sufficient 

representation of the various network programmes. The reasons for choice to use 

case study methodology for this study was based on the following criteria: 

1. The case study methodology lends itself well to the phenomenon being 

studied- a complex and multifaceted network embedded in complex 

contexts of healthcare organisations. 

2. To develop holistic cases which cover more depth and explore mulit-

stakeholder perspectives 

3. To accommodate a longitudinal focus for the study of processes over time 
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4. To accommodate various methods in the research design 

In deciding on the overall study design, I considered the study objectives as 

outlined earlier in this chapter. 

Achieving these objectives would involve a detailed examination of how the 

various organizations have “adapted” to the network by exploring patterns and/or 

variations of network engagement, membership, perceptions and its adaptation 

in context, including its interaction with any other programme elements within 

member organizations Such complex phenomenon; a developing network, with 

developing programmes, in a fluid political context of ever evolving healthcare 

policies-an open system (having no defined boundaries and subject to constant 

change), can be tricky to asses. After considering all these, a longitudinal, 

multiple comparative case study design was adopted. The longitudinal nature 

of the design was to capture developments in the network over time as well as 

any sustained benefits of participation by the organizations. The longitudinal 

element of the study design acknowledges that the research- observation and 

data collection was carried out over a period of time with continuous monitoring 

and corroboration. Longitudinal study can vary in length from a period of a few 

days to many years and possible decades. In this study, I followed the network 

development for a period of two years. The case study interviews and analysis 

were conducted in the first year. The second year was spent observing the 

network interaction, including the use of their various online platforms. 

Multiple case study designs are said to retain strong internal validity (Ferlie et al., 

2010), providing an opportunity for structured comparison between cases (Stake, 

2000). The use of multiple case studies are thought to exhibit the ability to permit 

replication and extension among individual cases which enables the researcher 

to readily sense any similarities in the cases and tease these out from actual 

change occurrences (Baker, 2011). This will aid the identification of common 

themes that are evident from across the sample. The various (multiple) cases will 

highlight different aspects of the network phenomenon which helps in the 

development of richer picture. The comparative approach is based on the 

methodology proposed by Eisendhart (1989). The first step in the process was to 

define the research question and then select the appropriate research methods. 

The next step involved the selection of the cases and definition of the unit (s) of 
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analysis. Subsequently, the study/interview protocol was developed. Primary 

data was then collected from network members and participants using interviews, 

vignettes, basic principles of social network analysis and observation. Network 

and policy documents were also examined for contextual information. Following 

on from this, a cross case analysis which Eisendhart (1989: 541) refers to as a 

“pattern search involving divergent techniques” was employed. The aim of this 

step was to ensure that the researcher focused on issues from various 

perspectives and beyond their initial impressions. The researcher then went on 

to shape propositions through building on initial impressions and then comparing 

findings with existing theoretical framework until closure was attained- this is the 

point where no new knowledge can be gained from the data analysis 

According to Yin (2009), the need for use of case studies arises from a desire to 

understand complex social phenomena; by allowing investigators to retain the 

holistic and meaningful characteristic of real-life events. The Safer Patients 

Network is a contemporary entity- commissioned in 2009 and comprising 

organizations with a history of working together since 2004. Part of understanding 

the development of this network will be to build a picture of how this happens in 

practical terms. The unique strength of the case study method lies in its ability to 

deal with a variety of evidence such as from interviews, observations, document 

reviews, available clinical data and other artifacts (Yin, 2009). This study draws 

on these documents to answer the research questions.  

Documented limitations of the case study method include lack of rigour and little 

(or no) basis for generalizability (Yin, 2009). Issues of rigour will come up in any 

research involving people. The researcher’s aim will be to minimize bias and 

improve rigour by having in place systematic procedures for conducting the 

research (Yin, 2009). Robson (2011) explains that: 

“ The close relationship between the researcher and the setting 

and between the researcher and respondents, with the notion of 

the ‘researcher-as-instrument’ emphasizes the potential for bias.” 

The steps taken to minimize bias and improve rigour in this study include; 

carefully identifying and defining the case(s) and unit(s) of analysis, spending 

sufficient time in the field (to immerse one’s self), so as to develop an 

understanding of developments (Stake, 1995). Added to this, following a 
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systematic research procedure and keeping records (such as transcripts and field 

notes) which provide a clear audit trail, the use of data triangulation involving the 

use of more than one method of data collection and member (respondents) cross-

checking of transcripts for verification of conversation (Yin, 2009; Robson, 2002) 

The concept of generalizability is established in quantitative research through 

statistical processes which permit confidence in sample representativeness such 

that inferences can be made about the reference sample population (Silverman, 

2001). Critics of the case study design argue that findings from research 

comprising one or two case studies cannot be generalized to other populations. 

It is deemed to be strong on internal validity but weak on external validity. Threats 

to generalizability are increased where specific experiences which are unique to 

a particular case have an impact on the findings. Also where such findings are 

highly dependent on the study context or specific to the group under study 

(Robson, 2011). According to Yin (2009) the purpose of a case study is in the 

generation of theory, testing, expansion and refinement. They may also be used 

to develop insights which are transferable for those working towards similar aims 

or into new areas of work altogether.  

  Unit of Analysis  

A unit of analysis (UoA) is the focus of the study for the researcher. It is that piece 

that needs to be discussed at the end of the study. In case study research, the 

“case” or “unit of analysis” can be an individual, a group, an organization, a 

department within an organization or an event. Once the case is specifically 

defined, the research questions and study proposals would help identify and 

focus the relevant information to be collected about the “case” or “unit of 

analysis”, to avoid researchers spreading themselves too thin. 

This study aims to explore how organisations adapt to and use networks which 

are non-mandated in healthcare settings to share, transfer or broker knowledge 

across settings with the ultimate goal of improving patient safety and quality of 

care provided. In order to answer the research questions put forward in chapter 

one of this thesis, the primary units of analysis (cases) chosen for this study are 

the member organizations of the network. Five NHS organizations were chosen 

based on their participation in one or more of the network programmes 

(collaborative or innovation) with a view to capturing details of both the network 
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in general and its composite programmes. As a nested (subset) of the network, I 

focused on one of the network collaborative programmes -the PVC (The 

Peripheral Vascular Catheter) bundle collaborative. This collaborative had three 

further organisations being mentored by a fourth (discussed in chapter six).  

As these organisations are made up of individuals who ultimately contribute to 

the observed organisational behaviour and outcome, the research will focus on 

specific individuals, as an embedded unit of analysis (Yin, 2014) which gives rise 

to the organisational patterns observed. Silverman (1970) in his work on “the 

theory of organisations” tells of the complex factors that constitute a world-taken-

for-granted in how we view organisations and that ultimately, the organisations 

do not react to their environment but rather their members do. Furthermore, 

Currie and White (2012) in their study highlight that the individual-level and 

collective-level are inter-dependent as one facilitates the other where knowledge 

brokering by an individual is predicated upon the development of collective 

organizational routines and patterns which make up management knowledge 

rather than just the role and position or motive/intention of the individual 

knowledge broker. 

 

  Methodological approach: Qualitative Vs Quantitative 

Methods 

From a methodological standpoint, this study uses multiple qualitative data 

sources to ‘paint a picture’ of the network and answer the research questions. 

The critical realist and interpretivism paradigm stance adopted in this study does 

not restrict a researcher to a specific methodological approach but may be used 

to underscore a combination of methods taking into consideration the research 

question. 

The methods or methodology chosen is usually aligned with the questions to be 

answered or the theory being developed or tested. The major focus for choice 

will be based on the nature of the information which the research needs produce. 

This research aims to identify the capabilities developed by the participating 

organizations as well as the antecedents to effective networking and collaborative 

programme implementation for healthcare quality improvement. Due to the 

complex nature of the network and its composite programmes, the case study 
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method was chosen. This method (case study) is usually (but not totally) 

associated with qualitative methods of enquiry. There are instances of gathering 

and use of quantitative datasets within a qualitative approach. As a rule, 

qualitative methods are used when the phenomenon under study are complex, 

somewhat messy, not well defined or not well understood. The open-ended and 

developmental nature of qualitative methods allows for the exploration of complex 

issues such as the healthcare network and quality improvement collaborative 

context. 

Based on the complex nature of the network, the study aims, research questions 

and study design, I decided that these chosen methods would be most suitable 

for the generation of the data required. A qualitative strategy would help glean 

the interpretation of the network from the view/perspective of the members as 

well as the contextual underpinnings through taking into consideration the views 

of the members. This often would constitute understanding the interpretation of 

particular context from the view of the individuals in a manner that quantitative 

methods would not suffice. According to Bryman and Bell (2003: 25); 

“Qualitative research strategy emphasizes words rather than 

quantification in the collection and analysis of data…… with a 

preference for an emphasis on the ways in which individuals 

interpret their social world”.  

A qualitative strategy was useful for the longitudinal design nature, because it 

captured details of the complex/multi-faceted network, uncovering the 

developments over time as well as the comparative perspective and views of 

members across organizations.  

Interviews were conducted with the network members (including the key 

contacts). An observation of key network activities (online and face-to-face 

meetings, learning collaborative programmes, annual learning events and final 

celebratory events) was carried out into the second year of the study. Where 

available other documents such as performance data and other network artifacts 

where used to provide contextual information for the study. The process of 

generating the rich dataset allowed for close contact to be developed between 

myself and the research participants, in a manner which allowed the exploration 

of emergent issues and validation of the findings (Bowling, 2002). 
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 Sampling procedure and methods – Purposive recruitment of 

participants: 

Researchers have different thoughts on sampling approaches and methods 

chosen for data collection. As a general guide, the method of choice should be 

one that enhances the study aims and design. I chose to purposely sample all of 

those who have had direct contact with the network in order to generate 

information-rich cases for the study aims. Green and Thorogood (2004) suggests 

that purposeful/purposive sampling is used to choose participants that will 

generate data that is relevant for the study. Patton (2002), talks about how the 

reasoning and power of purposeful sampling is linked to selecting information-

rich cases for in-depth study. In some cases, discussions led to the identification 

of other relevant interviewees who were then invited for interview. This is in line 

with Schatzman and Strauss’s (1973) suggestion that the process may uncover 

new categories or lines on reasoning which may lead to sampling in a “particular 

dimension”. Glaser (1978) makes a distinction between this concept and 

theoretical sampling 

Organizations were approached in writing, with approvals given by their Chief 

Executives and corresponding research governance units. Once permissions 

were granted, I made contact via e-mail with the representatives (key contacts) 

of the network from each organization, and conducted initial (scoping) interviews 

with them over telephone, to understand from their perspective, an overview of 

the development of the network and its impact within their organization and 

beyond. A first round of interviews was conducted with the key contacts and all 

of the available network members for each organization. Follow-up interviews 

were conducted with the key contacts after an 18-month period. The initial access 

was gained in only five of the six organizations. The key contact in one 

organization, did not respond to requests for an initial phone meeting/interview. I 

was however able to establish contact with and interview this key contact in the 

follow-up interviews after 18 months 

The initial telephone conversations with the key contacts explored the list of the 

network members for each organization drawn from the SPN extranet. The aim 

was to identify and verify potential interviewees- members who have had been 
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involved with the network at any point in time since its inception. The key contacts 

verified and updated the list to include, from their perspective, those who had 

been involved in the network programme/activities or had attended key 

conferences/learning events as well as those who had been involved in any 

initiatives that developed from or was commissioned by the network funders. 

Discussions with the key contacts explored the extent of their organization’s 

involvement in the network, including what programmes they had previously 

participated in or that were currently running. I also sought to trace any lines of 

inquiry by other member or outside organizations that work done by a particular 

organization. Direct observation of the network activities over the first 18 months 

as well as the knowledge and insight gained about the network developments 

helped to further explore aspects of the network development with the key 

contacts. After discussions, the key contacts and the researcher would mutually 

agree on possible dates for the visit and interviews to take place. 

Once the list of potential interviewees was verified by the key contacts, the 

prospective interviewees were contacted, first by the key contact who functioning 

as gatekeepers. All the key contacts for the five organizations agreed to a request 

to make an initial email contact to potential respondents on my behalf. The key 

contacts sent out emails with information about the study, with an invitation to 

voluntarily participate.  

 

  Data collection 

Once individuals consented/agreed to be interviewed, a time schedule was drawn 

up to include all who had consented within the agreed period of the visits- this 

was scheduled for one week at a time with each organization. Those who were 

unable to attend for interviews during the period due time off or leave absence 

were offered the option of telephone interviews at a later date. I spent one week 

at a time in each of the organizations, conducting semi-structured interviews with 

members who had consented and observed some of the network related 

activities, where they occurred during the period of the visit, with the aim of 

developing a holistic picture of the network development, its evolution and the 

implementation of the programme related activities.  
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4.4.2.1  Use of semi-structured vs other forms of interviews 

Denzin (1970) differentiates between structured (standard), non-standardized 

and semi-structured interviews. A standard interview schedule is said to follow a 

rigid structure, with similar questions for all respondents. A non-standardized 

interview has no specific order or themes. For semi-structured interviews, there 

is a list of relevant questions which may be altered over time in order to align 

more closely with the study aims and obtain the desired data. For this study, I 

decided on the use of semi-structured interviews for the following reasons: 

 

The exact dynamics of the network was unclear at the time; although it is a 

network which was aimed at fostering collaborations for knowledge sharing, I 

made no assumptions about how the network would operate in practice. To have 

a rigid (structured) interview schedule would have consequences for the sort of 

output data obtained. More so, individuals involved in the network are involved in 

different roles and at different levels- such as for example, being a key contact 

who is actively involved in their own organization’s involvement with the network, 

a lay network member who may just be linked in with the network and not 

necessarily take part in any programmes or a network programme lead who will 

be involved in driving forward their organization’s participation in such 

programmes. As such, some questions may not be directly relevant for all 

respondents. To be able to get comprehensive view of the network operations, 

questions will need to be tailored to the respondent’s role within the network and 

their organization 

The interview protocol sought to explore members’ views and perception about 

the network development, its usefulness and how they and/or their organizations 

have harnessed the benefit of the network. It further identified the organizational 

antecedents for effective networking and capabilities developed from 

participation.  The views of those involved with the development of the network 

and the related programmes within each of the organizations, was key to the 

development of a holistic picture. Interviewees included senior executives of 

selected organizations, key contacts, data leads, senior managers and frontline 

staff involved in the network or collaborative programmes. 
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On arrival at the organization, initial conversations and face-to-face interviews 

were held with the key contacts in order to gain an overview of the organization’s 

involvement in the network. Face-to-face, semi-structured interviews were 

conducted using evolving protocols. The initial protocols were developed to 

reflect the respondents’ roles in relation to the network and their organizational 

duties. These were further refined by the study aims, observation of the network 

activities as well as knowledge gleaned from a review of the literature review on 

communities of practice and network development. The initial telephone 

conversations with the key contacts led to further refinement of the tools in a 

manner that encapsulates the network developments specific to each 

organization. The protocols evolved as the interviews commenced in order to 

capture specific developments and perceptions in each organization.  

The interviews lasted between 30 minutes and 1 hour and explored topics 

reflecting the study aims. During the interview process, I allowed for a minimum 

of 15 minutes after each interview, for reflection and further note taking. This 

allowed for concept building and picture development of the network within each 

organization. Reflections often generated further questions which were built into 

the protocol for subsequent interviewees or explored with the key contacts in a 

closing interview. The week-long duration of the visits allowed me to immerse 

myself in the organization, thus gaining a deeper understanding of contextual 

issues such as organizational culture, climate and leadership attitudes towards 

the network. It also facilitated such concept developments as thoughts and 

reflections after a day’s interviews were explored or discussed subsequently to 

verify concepts generated. 

A total of 74 interviews were carried out with network members between the 

March and June 2011. In the month of November, a further thirteen (13) 

interviews were conducted with members of the collaborative process. These 

individuals again were purposely identified from across four participating 

organizations, with all the participants consenting to take part and having their 

conversations recorded. The Respondents/Interviewees were asked to reflect on 

their organizational and personal reasons for getting involved in the network and 

collaborative as well as the role(s) which they perceived these to play; exploring 

their perceptions about the network development, benefit and any impact for 

themselves, their organization and the wider healthcare community. The 
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interviews were recorded using a digital voice recorder. Notes were also taken of 

important points which were raised during the interviews and clarification or 

confirmation of these points carried with the relevant others who were interviewed 

after them. The note taking also helped to develop further relevant lines of inquiry 

during the interview process. 

Ward visits were also conducted to clinical areas involved in some of the network 

programmes. Through this I was able to meet with some of the frontline (ward) 

staff directly involved in the implementation/delivery of initiatives and 

programmes, chatting informally and further exploring views and perceptions of 

the network development. Details of this were recorded in field notes which 

provided further context in the interpretation of findings. 

 

4.4.2.2 Observation of network meetings and programmes 

Observation in research can either be used in a structured or unstructured way. 

A structured approach is that employed by a positivist paradigm where the 

process is a discrete activity with the aim of noting or recording physical and 

verbal behaviour (Mulhall, 2002). In such process, the schedule may be 

determined apriory, based on pre-assessed theories. In this study however, 

because the aim is to understand behaviours and perceptions in context of 

natural settings, it leans more towards the naturalistic, constructivists or critical 

realist paradigm which acknowledges the importance played by contextual 

factors and the construction of knowledge between the researcher and the 

‘researched’. As such an unstructured observation is employed in the 

interpretation of behaviours in context. Mulhall (2003) has noted that the method 

of unstructured observation had been used relatively less in qualitative nursing 

research, with a paucity of information about the use of the technique in the field 

compared to other anthropological or sociological settings. One of the key 

benefits of use will be to verify alignment in respondents’ feedback and their 

behaviour in context 

In the context of this study, the use of the term unstructured observation, does 

not indicate an unsystematic process in anyway. Rather what it refers to is that 

the researcher would enter the field with no predetermined notion or expected list 

of behaviours to observe. Having read the key documents relating to the network 
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formation and attended the first learning event, I had some ideas about the 

network aim, albeit vaguely. This helped me develop some initial thoughts and 

ideas which centered mainly around peoples’ behaviours, in relation to the 

network, its programme activities as well as the online platforms. This focus 

however evolved to encompasses their motives and intentions (expressed or 

otherwise) as well as power dynamics which played to anyone or group 

advantage.  

My role was that of a non-participant (complete) observer, with the participants 

duly informed about my presence as a researcher. However, respondents did 

seek to clarify my role or motive in the network process during one-to-one 

interviews, to which I provided explanations as best as I could. I do however 

perceive that my presence may have had some impact on the process and so I 

think there is some wisdom in the notion that it is often impossible to separate the 

researcher from the researched in such settings (Mulhall, 2002). Perhaps some 

people were keen to impress and in so doing put up a ‘good show’. Some may 

have been put-off by my involvement where they have not clearly understood my 

role or motive completely. I highlight and discuss this later in this chapter. 

Silverman (1998) notes the importance of our senses in carrying out such 

observation. Mulhall (2003) expands on this by highlighting how people move, 

dress interact and use space as pertinent to the construction and understanding 

of social settings. Asides my observation of the face-to-face events, observation 

of the collaborative programme tasks was based on-line and so I relied heavily 

on my hearing and understanding of the issues raised and dynamics of 

discussions as well as the reported experiences of the participants as they 

worked to implement the key programme tasks with their teams on the wards. I 

focused on understanding the reported experiences as discussed by the network 

programme participants, how this linked to the key tasks they had outlined 

following their learning on the collaborative learning set (training). I also sought 

to clarify; to understand in detail during the one-to-one interviews any inferences 

or assumptions made during my observation.  

4.4.2.3  Benefits of Observation 

Observation captures the whole setting or context in which people work, which is 

often dynamic. Viewing this context as an entire ‘box’, the use of one-to-one 
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interviews will provide further clarity or pieces of information for a detailed 

understanding.  I was therefore able to harness the key benefits of use of 

unstructured observation which include; understanding the whole picture, 

capturing context or process, observing any influence of environmental or other 

factors and insight into interactions between groups or connections (Mulhall, 

2003). 

The use of the method of observation in data collection can help minimize and 

possibly overcome biases which may occur when people give account of their 

experiences in comparison with their actions or behavior in context. As I 

discussed earlier, discrepancies between what people say and what actually 

transpires can be easily identified (Mulhall, 2003; Mays and Pope, 1995). This 

method is well suited for research in organizational settings as it provides insights 

into behaviours and routines that may ordinarily not come to the fore. Aspects 

such as the organisational norms, culture and values become apparent through 

the use of this method with the added benefit of triangulation and double-checking 

of data obtained via other means (Alder and Alder, 1998).  

Unstructured observation of the following meetings and workshops were carried 

out throughout the period of the study; 

- face-to-face meetings of the annual learning events (2 meetings) 

and collaborative learning (3 meetings)  

- online meetings/network calls (17 meetings) and learning sessions 

(14) for both the collaborative programmes,  

- email communications and exchanges on the LISTSERV (203 

emails in two years). 

During the observations, I made detailed field notes at all the meetings and made 

audio recordings during the face-to-face learning sessions with a voice recorder. 

During the period of my observations, there were two annual learning events- one 

in 2010 and the other in 2011. I also followed the development and 

implementation of the PVC (The Peripheral Vascular Catheter) bundle. I attended 

all of the on-line and face-to-face meetings of the collaborative from the onset of 

coaching sessions provided, to the final celebratory meeting.  
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As a researcher, I reflect and see that there can indeed be some degree of 

variance between what people say they do and what they do in reality or between 

their perception of events and what actually plays out in practice. I understand 

that both sides of the accounts can be valid but will reflect differing perspectives 

of the data based on what I would term individual/personal or group ‘touch points’. 

Also, I have developed an understanding that data from such observation, is also 

subject to interpretation by the researcher, who exercises a great degree of 

freedom and autonomy in what is observed, how it is further distilled and analysed 

in context. If the final information is not subjected to member checking as is often 

the case in qualitative interviews, there is minimal influence by those observed in 

the data analysis and reported information. Case study accounts developed of 

organisations in this study were however checked with the key contacts for 

validity.  

The method of observation in research presents with challenges such as 

negotiating/gaining access and developing trust, observer bias and ‘Hawthorne 

effect’- which is where there is a change in the performance of a person or group 

of interest in an experiment or study when they have been chosen for 

observation. Such effect is however minimized once the researcher gets past the 

initial introduction stage of entering the field and becomes known to the 

participants over a period of time (Mulhall, 2003). From my observation, I 

gathered that most of the participants were indeed too busy-genuinely engrossed 

in the network tasks to maintain a behaviour that could be radically different from 

the norm over such long period (12 months). This is a position corroborated by 

Mulhall (2002). 

Observing, listening and note-taking at the meetings provided a different sort but 

complementary qualitative data to the useful reports and insights generated by 

the interview data. The information gleaned from the observation of meetings 

therefore provided a complementary backdrop or lens for understanding 

perceptions, attitudes and actions from reports during interviews. This allowed 

me to effectively contextualize the all of the data generated from interviews, 

teasing out and verifying inconsistencies and understanding the complex network 

phenomenon in further detail. 

I sometimes felt my online observation of the online network activity was often 

limited by a lack of real-time visualization of the physical environment in which 
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most of the participants in the collaborative worked in real-time. To compensate 

for this limitation, during the site visits for interviews, I asked to see their 

workspace, and also had the opportunity to attend some of the on-line 

collaborative sessions which coincided with my site visits. Also, during 

attendance of the on-line collaborative meetings, a lack of visual cues often 

implied I was somewhat limited in fully ascertaining emotive aspects of 

respondent’s analysis, of their experiences on the collaborative programme. This 

is because the level of respondents’ emotive feelings can be difficult to gauge via 

an online interface. To make up for the loss of visual cues, I took copious notes. 

From my observation, it appeared that the network members freely expressed 

themselves; clearly and honestly reporting their experiences to avail themselves 

of the coaching and facilitation support which was available during that period. 

 

4.4.2.4 Negotiating/Gaining Access 

During the early stages of preparation for data collection, I attended the annual 

network learning event and had the opportunity to discuss and explore the 

network aspirations with members of the funding organisation, the key network 

facilitator/choreographer as well as the individual members of the network. This 

scoping period helped me develop a sense of what the network was about; its 

aims, activities, membership organisations and the individuals who make up the 

organisations. It was a two-way process; whilst I developed a sense of the 

network-concept, the members developed their own impressions of my presence.   

The process of gaining access to a population is multifaceted. It can be tricky and 

somewhat difficult to navigate. Access to a research site or group of individuals 

particularly in healthcare settings can often be difficult to establish; involving initial 

governance negotiations with the relevant organisations and the various 

authorities as well as professionals involved. Where ethical approval is required, 

this adds an additional layer of complexity to the process of access. In this study 

however, my role as an evaluator for the broader study afforded me the 

necessary introductions and facilitation in gaining access to the various 

organisations, groups and members of interest. 

I recognise that the process of gaining access also constitutes amongst other 

things a subtle process of ‘presentation of self’ in a manner which facilitates 
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gaining this access. I am aware that access may be denied if the researcher falls 

short of the cultural expectations of the relevant gatekeepers.  Such expectations 

may include the way one dresses, speaks or imparts knowledge in their 

encounter with the various representatives. In this case, I strove to quickly gain 

insight into the network functions very early in the process, to enable me 

communicate effectively with the members. 

Waddington (1994) discusses the process of gaining access as involving 

managing one’s identity and projecting an image which portrays a non-

threatening persona with Mulhall (2002) further adding that personal attributes or 

psychological issues on the part of the researcher may serve to facilitate or 

impede access. People would be naturally suspicious of a researcher’s motives 

and the risks involved in taking part in a study. For participants in this study, I 

perceived that the main issues for the population of interest (healthcare 

professionals) is likely to be either personal or work (professionally) related. 

Individuals may be concerned about the level of detail required of them and how 

much of their work procedures and ethics they can divulge. With NHS 

organizations experiencing political or internal pressures, it may impact on how 

receptive people can be to invitation to participate in such studies. As an 

experienced researcher, I spent time brokering relationships and forging links 

with the network members at various events, in order to limit any problems that 

may arise further than the line. Also, I provided sufficient information about the 

study, highlighting any risks involved as well as the mutual benefit for both the 

researcher and the participant (or their organization). 

There was little or no difficulty experienced in gaining initial access to the network 

members for this study. I was introduced to the network by the funders, having 

been co-opted to provide the support for a wider evaluation study (Lankshear et 

al., 2013). Once admitted into the network, I developed a relationship with the key 

contacts by an initial one-to-one introduction at the annual learning event. I was 

also given access to the online meetings, emails platform and information 

website- extranet, with a password and user identification for logging in. During 

online meetings, I tried to establish my presence; promptly dialing in on the phone 

and signing in on the web-ex platform. This allowed my name appear on the list 

of participants for others attending to see. I used this medium for formal 

introductions as was their custom at the beginning of the sessions. As the names 
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of attendees are displayed on the webex interface of the online meetings, my 

name soon became familiar among the group of attendees. I spent time learning 

the details of their collaborative work, networking language, concepts, practices 

and procedures as suggested by Pope et al. (2000).  

Although I had access to most of the network meetings and programmes, I had 

no access to the leadership group meetings which was made up of the chief 

executives of the participating organizations and (occasionally) representatives 

from the funding organization. The group did not meet on a regular basis, rather 

notifications were sent out when a meeting was to be arranged with a minimum 

notice period of about two months. This (leadership) group met three times 

between 2010 and 2011 (once in 2010 and twice in 2011). The key contacts were 

given access to one of the leadership group meeting in 2011. They subsequently 

engaged with their respective chief executives for details of the discussions from 

the subsequent meetings. Highlights of discussions from the leadership face-to-

face meetings were also generally circulated via minutes and action plans.  

Before commencing the respondents interviews, a letter of intent was sent to the 

chief executive of each organization as part of a formal governance approval 

being sought. They were all supportive of the process and gave their approval. 

The approval of the chief executive and organisation’s governance approval was 

included in the expression of ‘intent to interview’ which was sent to the key 

contacts. The key contacts who function as gatekeepers in accessing the network 

members, made formal introductions on my behalf to their members via email 

and subsequently extended an invitation to participate in the study interviews. 

I was able to schedule interview meetings with members of the network entity by 

exploring the focus of the broader study but also specifically focusing on the 

inclusion of questions to explore the aims and objectives relating to this study. 

Key to this process was an initial meeting with the key network 

facilitator/choreographer who had been instrumental to the development of the 

network. I explored from her perspective the aim of the network development post 

SPI (The Safer Patient Initiative).  

Following conversations with the network facilitator, I developed the interview 

schedule in line with the study aims and also in relevance to staff at the various 

levels (macro, meso and micro) in organizational systems. These were generally 
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broad level questions relating to membership, participation aims and views about 

the network with prompts to explore specific areas and conversations of interest 

during the course of the interview.  

 

4.4.2.5 Gaining Access to the (PVC) Collaborative  

As discussed earlier, I spent one week at a time with the respondents from within 

the organisations. Following initial interviews with the collaborative leads, the 

interviewees were purposively identified and selected based on their participation 

on the collaborative programme. All of the interviews took place at the 

interviewees’ organisation/place of work except that of one respondent from 

organisation Z, which took place over the phone. The outline of exploratory 

interview questions are shown in the appendix of this thesis. 

As discussed earlier, I was granted initial access to the network and its related 

programmes by the project funders. As a result, I had no problems with gaining 

access to the key stakeholders (key contacts and participants), the network 

documentation and details of the various programme activities and settings. 

Having been warmly welcomed into the group, I was privy to the rituals and in-

house jokes that preceded the on-line sessions and face-to-face events. These 

served as an ‘ice breaker’ and also helped me to understand the context of 

discussions and developments, as well as what was really important to the 

participants and organisations alike. The conversations and nuances helped in 

providing context for developing and shaping my data analysis.  

I was provided with an online access code and as a result was able to participate 

on the bi-weekly and monthly collaborative programme calls. At the start of every 

session of the Collaborative, participants introduced themselves. I was 

introduced to the participants who were informed about my continuous presence 

on the calls due my dual role as a researcher and evaluator. Over the coming 

months, I (to some extent) became part of the group, even though I thought of 

myself as an overt observer. I discuss my perception and experience of 

navigating this continuum- ‘being’ either an outsider or insider in detail later in this 

chapter. 
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It was often easy to forget that I was present on these calls as this process was 

conducted mainly online. In line with good research practice, these calls were 

recorded with permission from the participants. While the discussions were 

ongoing, I made notes of my impressions and thoughts about the meetings as 

well documented any significant events, reports or emotional displays from any 

participant using field notes. These were then developed into a detailed-accounts 

and used in framing and contextualizing interview questions and as a result, the 

data collected via interviews. 

I was able to meet with the members of the collaborative programme at the face-

to-face learning event about five months after the commencement of the 

collaborative. At the event, I re-introduced myself to them (during the face-to-face 

learning event breakout sessions). This was organised as a café-style session 

for the purpose of networking between members of the collaborative. I introduced 

myself to the collaborative lead from each of the participating organisation and 

discussed my intention to meet and interview their teams at a later date. 

Later on, I made contact (via email) with the Collaborative Leads for each of the 

participating organisations (about seventh months into the running of the 

Collaborative), to request a meeting and time to conduct interviews. Two of the 

leads (from organisation X and Y) responded positively to my requests and I went 

on to arrange interviews with them and subsequently with the other members of 

their team.  One collaborative lead (from the third organisation- Z) did not 

respond. The assistant collaborative lead for this organization (Z) however 

agreed to be interviewed. Over the initial six months, I was also able to gather 

some contextual information about participants’ experiences and the series of 

events in that organisation (Z) during my attendance and observation of the on-

line learning sessions and calls.  

 

4.4.2.6  Dealing with Respondents’ Comments During Interviews 

Before commencing with interviews, I was under the impression that I would ask 

basic questions such as: “can you tell me how you came to join the network?” 

and be able to get a detailed response. My perception of conducting the 

interviews was that it would straight forward considering my experience and skills 

as a researcher. On the contrary, I found the experience quite tasking on my 
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intellect and oftentimes requiring the skillful management of my reactions. Doing 

this effectively necessitated the application of a good level of skill as a researcher. 

Unlike other types of research, the steps involved in conducting case study 

interviews are not routinized and require a high level of discretion (Yin, 2014). 

The continuous interaction between the study aims and the data being collected, 

necessitated the use of my training and experience. I had to decide the level of 

importance to assign to questions and therefore made judgement calls on the 

ensuing question. As a rule, I focused on having a firm grasp of my research 

questions, the network and its development issues, using my knowledge of the 

UK healthcare policy and system to ask good questions, being adaptive and 

being a good listener (Yin, 2014).  

Relying only on interviews as the source of data collection may incur bias to some 

extent. Miller (2004) highlights a need to get beyond the “frontstage” type of 

impressions and fronts which respondents may put up. They (respondents) may 

be weary of the implications of their information being singled out and traced back 

to them, may want to show themselves in a good light or have poor recollection 

of the exact order of events altogether. Mays and Pope (1995) suggest that they 

may often be constrained or even influenced by the role which they occupy. 

There were instances where, as a researcher I sensed that the respondent had 

either overstated their reason for being nominated to join the network or tried to 

gauge the real reason for the research project and interviews before offering 

thoughts on their work processes. Generally, in the conduct of the interviews, I 

observed that once the recorders were turned off, the respondents would chat 

informally me, asking questions about the aims of the research. The chats in 

some cases led to further discussions where more information or deeper thoughts 

become apparent once respondents had verified that their anonymity would be 

protected. This is what Miller (2004) refers to as the “backstage sentiments”. I 

particularly paid attention and noted informal conversations of this nature. 

Respondents would “double check” about confidentiality by using phrases like 

“off the record” and then proceed to provide contextual information. In some 

cases, direct questions where, as such as “have we finished with the interview or 

recording now?” 
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4.4.2.7  Use of Vignettes and Network Mapping: 

In order to actively engage the study participants in the discussions and 

reflections about the network, I developed a vignette (see sample in appendix) 

for use in opening up the conversation about the levels of network 

engagement/participation with the network members. Vignette studies employ 

the use of short descriptions or scenarios which are presented to respondents of 

research processes in order to elicit their views or judgement about such 

scenarios (Atzmuller and Steiner, 2010). Other researchers (Wason et al., 2002) 

refer to vignette as short descriptions of a person or social situation which contain 

specific reference to the most important factors for that situation. The use of 

vignettes can be quite illuminating, for example in evaluating behavioural 

intentions or ethical judgement. Studies that use this medium for data collection 

are thought to supply a standardized measure of stimuli to the respondents which 

enhances the replication, validity and reliability of the study. It provides a realistic 

situation of contextual factors and focuses the respondents’ attention on the 

specific aspects of the research inquiry (Wason et al., 2002). These authors 

(Wason et al., 2002) highlight the difficulty of respondents to misjudge their 

behaviour or level of engagement as a key benefit in the use of this method. The 

use of vignettes is therefore one way to get rich “pockets” of data that is 

representative of the scenario and pull this together for interim analysis in a 

meaningful way (Miles and Huberman, 1994) which helps in the generation of 

theory.  

I also used the conversation about levels of network participation to inquire from 

the respondents about their key network connection or affiliation- the member(s) 

who they would ‘go to’ or receive information from (about the network activities). 

This information was used to develop the structure (sociogram) of the network 

which I present later in chapter five. It is an adaptation involving the use of basic 

principles of social network analysis. Glegg et al. (2019), in their research 

highlight that that interviews although not a prominent method of data collection 

for SNA, can be used to gather some relational data in the same manner as 

surveys are used as a method of data collection, to identify key players with 

influence within a network with subsequent analysis used to explain how the 

individuals came to hold the positions which they have.  Ward et al (2014) also 

discuss this process in their study about the role of networks for knowledge 
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creation among healthcare managers. My process mirrored theirs in that I 

attempted a network landscape mapping to identify (via the key contacts and 

subsequently other respondents) the core of the network by asking individuals to 

discuss their channel of access to network information as recommended by 

Glegg et al. (2019). Owing to time and resource constraints, I did not venture into 

each organization to ascertain the coverage of the network beyond the 

recommendation of individuals afforded by the initial access via the key contacts 

and subsequent snowballing. Ward et al (2014) refers to this sort of enquiry as 

exploring relationships relating to who respondents ‘talk with’ or ‘go to’ about the 

subject. At the end of the interviews, I had identified the key actors in the network 

and those who make up the clusters. 

 

4.4.2.8 Field notes 

The way in which a researcher conceptualizes the ‘field’ in which they work will 

influence their practices within it as well as any assumptions which they make. 

For ethnographers, the field is something which they construct through processes 

or activities of data collection as well as through the writing of notes and related 

analysis (Atkinson, 1992: p5). For realists, the field is viewed as a natural or real-

world entity which needs to be objectively described by the researcher who 

observes and conveys their understanding as a channel to an audience. 

According to Mulhall (2003), the way in a researcher would present themselves 

and carry out these tasks would be influenced by their disciplinary interest and 

their inherent characteristic as an individual. Therefore, what may be considered 

as worthy of note is to a great extent influenced by the worldview of the researcher 

at a personal and professional level. 

In the research arena, there are tensions about the level and detail of writing field 

notes. Emmerson et al. (2001) suggest writing of detailed field notes which reflect 

as close to the field observations and mining these to produce a well- grounded 

analysis. Other researchers agree, that field notes constitute the very essence of 

a study (Mulhall, 2003). According to Atkinson (1992: 9) ‘the outcome of what an 

ethnographer may encompass is in their gaze; what they omit and overlook as 

well as what they write.’ Ultimately what gets written is influenced by the value 

placed on it by the researcher observing the situation or scenario. My view 
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supports the notion that field notes in the context of this study are somewhat 

auxillary. Based on my understanding of the network aims, and history of the 

member organisations working together, my motive was to understand the world-

view of the members of the network by immersing myself where possible in the 

various programmes. 

The field notes would generally contain information on the topic/focus, date, time 

and location of the meeting (Silverman, 1998). During events such as the on-line 

collaborative programmes, considering the loss of visual cues, I further 

developed a field note template with details such as the organisation/site, 

assumptions or expectations, curiosity, first impressions, surprises, description of 

my observations of dialogues (overview, interactions, dynamics), inferences and 

further reflections. These helped in the development of a rich picture of the 

relationships and developments in the network (May, 1997).  At times, depending 

on the details of the observed dynamics, I would use phrases and keywords to 

describe my observation of the situation. Audio recordings of the on-line sessions 

were made which I was able to listen back to, to facilitate recall and the 

development of my often loose and messy texts into a detailed portrait- view of 

the organisational dynamics in their participation in the programme.  

During the face-to-face interviews, I adopted a ‘participating-to-write’ approach 

(Emmerson et al., 2011), which involved using a voice recorder, thus allowing me 

to focus more on getting saturated with the experience and culture of events. I 

was thus able to observe more about individual and group behaviours, 

interactions, processes and their highlight of any special events. I did however 

spend the immediate period after such observations to reflect on the experience 

and develop copious notes with a view to highlighting inferences from my 

theorizing, including those aspects to further check with members for validity 

during the one-to-one interviews. A short-term and a subsequent long-term 

reflection on the events provided varying levels of interpretations for my analysis. 

Also, the broad patterns of interpretations which I developed were achieved when 

I was further away from the field. 

It was impossible to document everything which was observed so my focus was 

to include as much detail as relates to the research questions, aims and 

objectives, as well as any observed theoretical constructs that underpin the scope 

of the research or questions which came to mind. I adopted a descriptive 
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approach in order to provide myself with sufficient detail and context for data 

analysis and final reporting. As I observed and developed field notes, I reflected 

on the underlying meaning of my observations, recording these thoughts and 

seeking further clarification from the respondents during the interviews. 

4.4.2.9  Document Review: 

According to Yin (2009) the use or reference to documentary information is 

central to most case study research. Documentary information is viewed to be 

reliable source of information and reference for study due to its constant 

availability and historical perspective. The use of documentary evidence in case 

study research provides a context and background lens through which the 

researcher can analyse the current developments as well as any data gathered. 

In this study documents such as the invitation to organisations to join the network 

which sets out the network aims as well as development plans were reviewed 

and analysed for consistency with the researchers’ observations at face value. 

This highlighted potential areas for further exploration during interviews. 

The use of documentary evidence is however not devoid of risks as it is open to 

bias based on interpretation and understanding by the researcher. Difficulty in 

access to organizational or project material can also be an issue (Bryman and 

Bell, 2011). For example, I had anticipated getting access to quantitative data 

which are routinely collected on the network clinical dashboard. This data was 

however mostly restricted by the organisations or unavailable. As a result, I had 

to depend on other documentary evidence and qualitative data which I had 

access to. Some of the documents include: 

- The network call/project initiation document (PID) 
- The network driver diagrams 
- Reports of the previous (SPI) Initiative and  
- Other Safety or Quality Target Reports 

 

Yin (2009) cautions that a researcher should constantly be aware of the reasons 

for which any documents reviewed were developed. This potentially would 

minimise bias which may arise from any out-of-context interpretations 
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  Data Analysis 

The recorded interviews were transcribed verbatim. An external agency provided 

transcription support for the (74) network interviews. The thirteen (13) pertaining 

to the PVC collaborative were transcribed by the researcher. Respondents were 

assigned identification codes which were used to label the transcripts, along with 

their roles and the organization which they belong to. The transcripts were proof- 

read and re-read to gain an understanding of the context of discussions. 

Qualitative data analysis consisted of examining and grouping evidence into 

categories and themes using Atlas ti- a qualitative computer software 

programme. The use of qualitative software helped to manage the large amounts 

of data by assisting the process of grouping related texts. It enhances the validity 

of research when used to manage concepts and explore links between data and 

inferences. 

The initial coding of the transcripts was broad; mainly in line with its relationship 

to the network context, highlighting aspects on antecedents for effective 

networking and capabilities. Further categories were added for any themes that 

emerged from the data. The coding was done in broad strokes (paragraphs) in 

order to provide contextual information for the themes identified. As such groups 

of text ended up applicable to several themes or issues and thus made up of 

multiple codes. The codes were generally descriptive in nature, even though 

some were interpretive of behaviours, perceptions and motives. As I immersed 

myself and became more familiar with the data, relationships became clearer and 

patterns emerged. A close look at certain codes of interest, helped to identify 

links/relationships and common themes. Similarities or differences between 

organizations and their network related activities were further investigated in 

subsequent conversations with the network members. For the organizations who 

have participated in the network collaborative programme, the transcripts were 

initially independently coded and analyzed to offer some suggestions on what 

worked, for which individuals or organization, why it worked and in what 

circumstance. 

In my experience, the process of analysis of qualitative data was an iterative 

process; I constantly had to revisit the data, to refine codes and reflect. The 

repetitive process led to the fine-tuning of the research findings as more insight 

was developed from immersion in the data. The data collected from the other 
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methods; vignettes, social network mapping, observation and document review 

provided context and reinforcement for the data collected through interviews. This 

resulted in a more detailed and nuanced understanding of the findings. The 

output of the analysis were written up in narrative format 

For the online activities which the network members engaged in, a content 

analysis approach was adopted. Content analysis is a broad name for various 

textual analysis which is applied to the email messages exchanged over a period 

of time.  Silverman (1994) defines content analysis as an accepted method of 

textual investigation which involves establishing categories and then counting the 

frequency of such categories in particular item of text. The process according to 

Schwandt (1997) generally comprises comparing, contrasting and categorizing a 

set of data. The issue of reliability can be of particular focus in the process, if 

more than one researcher is involved in the process of theming and counting. 

This centers on ensuring that all involved are using the themes identified in the 

same way. Validity is also ensured through precise counts of word use 

(Silverman, 1994). 

Data collection and analysis were somewhat concurrent in that I started exploring 

the data soon after the first site visit and interviews with organisation X.  I had 

made some reflective notes after each of the interviews and I reviewed these and 

listened to the recordings over and again, in order to develop an initial picture of 

the developments in the collaborative. I was privy to information about the 

developments and contextual issues/experiences relating to the collaborative 

process based on my observation of the on-line learning sessions but at this point 

I wanted to know what-was going on in much more detail than the open 

discussions allowed and/or provided.  In addition, I wanted to understand how-

things worked for the different organisations as well as develop a framework to 

describe why things worked the way they did. 

Due to the different data sources - observation, document review and interviews, 

an iterative and multi-stage approach to analysis was employed. As an 

experienced researcher, I moved between the data and the literature, aiming to 

providing opportunities for the data to direct my theory testing, assumptions and 

conceptual development. Analysis was carried out via iteration of hermeneutics 

– this refers to the confluence of the various data streams as well as the dialogue 
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between the data and theory. Furthermore, I used a within-case and cross-case 

analysis as described by Miles and Huberman (1994). This analytic method can 

be used either during or after data collection.  

As discussed earlier, I have approached this study from the position of an 

interplay of both an interpretivist and critical realist paradigms.  As this study 

focused on an exploratory approach to complex issues relating to the network 

and its processes in an open system with no clear boundaries, these paradigms 

would enable an understanding of individual actions and behaviors as well as any 

meanings attached to these. During my involvement with the network, I saw it as 

an interactive unit where constant engagement, exchange of information and 

sometimes, conflicting ideas existed. How each individual perceived and 

interpreted this network as an entity, as well as the actions of all those involved, 

ultimately affected how the network developed. This was concerned with not just 

that one event led to another but more deeply how, why and the context in which 

that one event led to the other. 

Once again, the overall focus of this study is on the network concept, its benefits 

for members and organisations, their actions, perceptions and how their view of 

the network in relation to their organization and the world around them was 

formed or influenced. To do this effectively, I tried to understand from their 

(members’ and consequently organisations’) point of reasoning, interpreting any 

actions and their views or perceptions. I also tried to explain events which 

occurred using a process of abductive or retroductive reasoning. This means that 

instead of moving from a process of theory to observation (deductive reasoning) 

or vice versa in an inductive manner, an iterative/cyclic process involving both 

was adopted. The process of abductive reasoning is thought to involve the 

following three steps; explaining patterns of data, entertaining multiple 

hypotheses and generating inferences to the best explanation (Robson, 2011) 

 

In analysing the content of the emails, I had no pre-determined coding scheme, 

rather I allowed the categories to emerge inductively and continually modified 

same as my interaction with the email dataset continued. Messages over a period 

of 15 months were collated and read in detail, then divided into thematic units. 

The   messages were collated and split into thematic units-this is defined as a 
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single thought which sums a single item of information taken from a section of 

the content (Budd, Thorp and Donohue, 1967, Pp. 34).  According to Lincoln and 

Guba (1985), such a unit should be heuristic, convey meaning and be capable of 

standing on its own. To explore the range of activities which the network members 

engaged in on the listserv platform, a constant-comparative method (Lincoln 

and Guba, 1985) was applied on the body of the thematic unit data obtained from 

the content analysis of the original online messages. This (constant comparative 

method) involves; scrutinizing the thematic units, forming categories, comparing 

these categories, populating these until no new categories appear to emerge 

(saturation- where new data confirmed existing activity categories).  

 

 Methodological Challenge 

The main methodological challenge in this study stemmed from the multi-

dimensional nature of the research. In order to address the research questions, 

it was necessary to explore the network entity as a whole as well as assess the 

network programme level participation. This necessitated exploring horizontally 

across the breadth of the network and also taking a slice of the network composite 

programmes. This resulted in the adoption of a longitudinal, comparative case 

study design. The choice of methods provided various complementary 

advantages but an added measure of complexity.  

Multiple data sources where used which ranged from semi-structured interviews, 

social network analysis, document reviews, and observation. The qualitative 

accounts involving the use of the multiple case-study (semi-structured) interviews 

were important in providing insight into situated knowledge about individual and 

organisational perceptions and behaviours in networks. Ferlie et al. (2005)  

suggest that the use of multiple case design fosters strong internal validity with 

the added opportunity for structured comparison across cases. With five major 

cases and three sub-cases involved in this study, some low-level patterns and 

observations could be inferred as suggested by other researchers (Ferlie et al., 

2005; Langely, 1999; Eisenheardt 1989;) 

Various methods such as non-participant observation of the network programmes 

and events (face-to-face and on-line) were considered appropriate for the data 

generation. The non-participant observation of on-line collaborative calls was 
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useful to understand how the organisations worked together in the various 

network collaborative activities. This helped to contextualize the dynamics of the 

network in relation to the data generated from the other methods- interviews, 

observation and an adapted form of social network analysis (Glegg et al., 2019).  

I had originally anticipated to be able to explore the quantitative data outputs from 

organisations involved in the collaborative programmes. This data was however 

hard to come by, with the organisations generally reporting difficulties in collating 

and reporting data in the unified format which was required. 

It was particularly challenging to analyse and condense all of the data generated 

in a meaningful way for readers. The approach I used was firstly to be 

continuously guided by the research questions. Following the data, I narrated the 

stories of the individual cases, using relevant quotes to add richness to the 

themes identified. I used vignettes to gauge individuals’ perception of their level 

of network engagement as well as social network analysis to aid the discussion 

of my findings. In my analysis, I sought to emplace case studies within both a 

national policy and the specific local organisation context (Ferlie et al., 2005). The 

use of themes and theoretical approach in the analysis facilitated a reduction in 

the large quantity of data generated in the field. A narrative approach was used 

to tell the story of the network development over time. This approach was 

complemented with the micro-level qualitative approach where blocks of texts are 

grouped to enhance meaning in context with a view to making sense of the 

individual organisations and networks as a whole. Finally, I used theoretical 

induction to explain the data in more visual way. 

 

  Ethical considerations 

This concept highlights the consideration of ethical issues for all involved in the 

study. It is mainly reflective of the moral conduct of the researcher in carrying out 

the research processes. As a researcher I considered values and norms within 

the boundaries of what may be considered good or bad. There are various 

dimensions of moral philosophy but this research broadly focuses on the concept 

of normative ethics in research. This is mainly about what type of research should 

be conducted and how. 
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This study is not like a biomedical trial with direct health benefits. In such scenario 

of biomedical trials, the conduct of the research or my behavior as a researcher 

will have direct consequences for the well-being of the participants. In this study 

which is more about organisational research, the ethical implications are less 

severe and benefits were more general, benefiting the organizations at large and 

possibly indirectly influencing organisational learning to improve the quality of 

care and improving safety of patients in hospitals.   

In thinking through the ethical issues, I employed the framework developed by 

the Americans Beauchamp and Childress (Gillion, 1994) which uses four basic 

prima facie moral principles as outlined below: 

- Beneficence and non-maleficence - An understanding that the 

intervention is to provide net benefit, minimizing harm with clarity about 

how and to whom any risks is directed. 

- Autonomy - This is a principle of ensuring informed consent and 

confidentiality, providing clear communication and avoiding deceit. 

- Justice - This implies acting in line with principles of fairness and 

equality  when reaching decisions  involving competing claims  about 

laws, rights and resources 

Given the scope of this study, the principle of autonomy appeared most 

applicable. As a researcher, I was ‘entering’ the personal domain of the 

respondents. The main ethical focus therefore, was to provide sufficient 

information about the research process and also how the information gathered 

will be used, highlighting any benefits or risks involved. Participants were 

provided with sufficient information about the study; mainly the purpose, nature, 

method of data collection, the voluntary nature of their participation, their 

guaranteed confidentiality, the right to withdraw at any time as well as the contact 

details for my supervisor in the event of any issues or complaints. Obtaining 

informed consent was key to the commencement of any face-to-face interviews 

on the day with further consent obtained at the end of the meeting to use the data 

as stated for the research study. I was mindful that there are issues relating to 

power and control which may influence human behavior in such settings and so 

obtaining consent and guaranteeing confidentiality to some extent will ameliorate 
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any possibility of harm that may arise from comments or criticisms by colleagues 

or member organisations of the network 

During the study interview process, respondents generally wanted to know why 

the study was being conducted, who else from their organization had been invited 

and which other organizations have been selected as a study site. They generally 

wanted to know how their organization was performing in the collaborative 

activities in comparison with others. Such respondents were given general 

responses that did not imply access to confidential information and also reminded 

of the need to maintain a level of confidentiality for those individuals and 

organizations involved. Organizations and individuals involved in the network and 

collaborative programmes were however aware of the identity of other member 

organizations. Senior leaders were generally not curious about the details of how 

their organization was performing in relation to others and so I had no problems 

with a need to reciprocate their gesture of access (Pettigrew, 1997). It was made 

clear to the respondents that the information provided would not be used in a 

manner that revealed their identity. I was therefore mindful about providing certain 

information to respondents after data collection, in order not to influence their 

behavior or potentially influence my overall study design. 

As the study did not involve contact with patients, their information or data but 

was rather focused on access to staff, it was classed as an evaluation by the 

various NHS organisations from which research governance approvals were 

formally sought and obtained. Formal ethics approval was not required but was 

for the purpose of this study sought and obtained from the University of Bath 

Ethics Committee (see details in appendix).  

 

 Positionality and Reflexivity 

It would be useful to explore the knowledge, assumptions as well as any 

expectations that a researcher may have when starting off a project. Such 

assumptions and expectations may constitute impressions of the project and may 

obscure the facts if not applied correctly. Also, some insight as to how this view 

may often conflict with the impressions of the respondents including how it 

shapes the process of data collection is useful.                           
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I had worked in the field of academic research for a few years before embarking 

on this research project. A key part of my academic career up to that point had 

been spent conducting research and evaluation projects for NHS organisations. 

With a background in Public Health and having worked the field of health services 

research, the clinical world and related research is of interest but not all too 

familiar to me as I have no clinical experience. Although I was to some extent, 

familiar with the health services and care processes within UK healthcare 

organisations and I understood their basic language and terminologies in the 

context of health service provision. At face value though, I would consider myself 

and outsider in observing and conducting research involving nurses, doctors, 

healthcare leaders and managers. I was mindful that research of this nature 

(involving non- participant observation) usually would involve immersion in a field 

other than that which I have been familiar with.  

(Groves, 2003) suggests that in this circumstance; 

“The researcher makes the strange familiar by crossing cultural 

boundaries in an effort to understand the ways of being and 

knowing of another culture”. 

Also, being employed to provide evaluation feedback and conducting research of 

this nature at the same time does raise issues to consider. I was introduced to 

the network members as a researcher and evaluator and was warmly received. I 

endeavored to meet as many members at the face-to-face meetings, in order to 

establish some rapport that would pave the way for my access and smooth data 

gathering. Although I felt individuals were warm and keen to chat with me, I was 

unsure of their views and impressions about me. I felt their perception about me 

and what I represented in their world would rest somewhere on a continuum of 

being either a “detached observer” at one end, and a “judge” at the other end of 

a scale or continuum. How their impressions or views may have influenced the 

manner and details of their responses during interviews is one is come back to 

later in the following section about my reflexivity as a researcher.  

Based on my adopted paradigm of inflection between interpretivism and critical 

realism, I adopted an approach of relational interviewing (Fujii, 2017) in order to 

understand the meanings which members of the network ascribe to their social 

world and consequently actions. This was to enable me understand why 
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members act the way that they do within the network setting. Drawing on the 

assumptions of an interpretivist paradigm, the concept of relational interviewing 

will produce data that emerges through dialogue between the researcher and the 

respondent. The back and forth interaction between both parties is what aids the 

generation of the data. Such interactions are thought to be rooted in specific 

social contexts which are formed by the individual characteristic as well as the 

combination of both the interviewer and the respondent characteristics (Fujii, 

2017). Other factors such as the time of day, location and proximity to others as 

well as places and broader environmental and political issues are also thought to 

play a part.   

I was cognizant of the fact that whilst I was expected to have informal discussions 

with network members in order to capture their views, attitudes and opinions, I 

also provided on-going formative evaluation feedback to the funders during the 

course of the study. The feedback provided was to be used in making decisions 

about modifying, shaping and developing the network further down the line. As 

none of the changes took place in the first two years of me being linked with the 

network for this study, I would contemplate whether in a sense, I was influencing 

the process which I was researching? Also, the issue about classifying myself as 

a non-participant observer is debatable. At face value, it does appear like I was 

neither actively involved in the routine task of healthcare delivery nor in the 

networking process. Conscious of my dual role as a researcher and evaluator, I 

endeavored to minimize my verbal and behavioural contributions to the 

networking process. I have however come to realize that my identity as a 

researcher will, to some extent influence and shape the research (Hawkins, 

2010). It is therefore important that researchers constantly recognize as well as 

aim to keep such (inherent) bias to a minimum.  

I spent the first six months of the study reviewing the literature on networks, to 

conceptualize the network by observing the activities and processes as well as 

understanding its component parts with a view to developing methodological 

resolutions that best fit. This was a process which impacted on what I focused on 

or was attracted to at any given time. Over time, I developed an understanding of 

the entire network- its distinctive parts, levels of functionality and programme of 

activities, which constitute the whole.  
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At the stage of conducting the interviews, I had felt that I was not a total outsider, 

having now developed some relationship and understanding with some members 

of the network. I had been formally introduced to the members of the network by 

the funding organisation and subsequently by the key contacts. I also had 

experience of participating in on-line meetings as well as attending the face-to-

face annual learning event where I had taken time to introduce myself to key 

members of the organisations. It is these sort of relationships which lie at the 

heart of the method of relational interviewing to enable interaction during 

conversations. At this point I felt somewhat accepted by most members of the 

network. I had learnt to speak their language, understanding their ‘lexicons’ and 

‘nuances’ in order not to risk coming across as unintelligible to the members I 

came in contact with. It however later became evident that my presence was 

viewed in different ways by the network members which was in one odd case not 

particularly helpful for the facilitation of an interview. Members of the faculty 

(providing coaching support to mentor organisations) viewed me as a colleague 

and would have informal conversations with me about the growth and 

developments within the network. Members of the network (from the member 

organisations) on the other hand had mixed views which I unpicked once I started 

to engage with them in one-to-one interviews. I return to this discussion later in 

this chapter. 

During the online meetings, I had assumed the position of a non-participant 

observer and initially felt I was an outsider, striving to gain acceptance to the 

group after being formally introduced. The members of the network were always 

aware of my presence and were generally comfortable about discussing their 

experiences (good or bad) of the network programmes with each other, while I 

was present. In order to minimise my impact on the research process, I did not 

contribute in any way to these discussions but only made recordings and notes 

of detailed interactions for my records. Having developed an understanding of the 

key network aims and dynamics, I would observe and record conversations 

intently. I noticed when the respondents were reluctant to tell the complete story 

of their experiences, whenever they provided ‘half-truths’ or information that 

seemed to embellish themselves or their organisations, I would not these down 

in order to be able to explore in-depth during our one-to-one interviews. During 

the site visits for face-to-face interviews, it became apparent that there were 
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misconceptions held by some network members about the nature of my role. I 

thus experienced many facets of me being viewed as wearing various hats- as 

the researcher, evaluator, colleague and possibly an auditor or investigator.  

It is impossible to exist as a complete ‘insider’ or ‘outsider’ throughout the tenure 

of a research. As a researcher, one would certainly straddle both camps of the 

insider and outsider status, at various point of the research, moving from one to 

another in a rather fluid manner. It is during this period of transitioning that 

participants tend to develop and hold different views about the researchers’ role 

and identity. Herod (1999) has advised scholars to view the movement between 

status as existing on a continuum- sliding scale with varying degrees of 

‘insiderness’ or ‘outsiderness’ rather than as a binary pair. 

During the site visit for interviews, there was one instance where an individual- 

my first interviewee for the day, refused to be interviewed on the day and time of 

the appointment, also proceeding to add some verbal display of emotions. As a 

researcher, I was mindful and in control of the situation. According to the key 

contact for that organisation, their organisation was in the middle of a major re-

organisation and so there was a sense of insecurity felt by some. It later became 

apparent that my presence at the time was possibly viewed by some of the 

respondents to be part of facilitating that process of re-organisation/change, 

hence the decline to be interviewed by one participant.  

Fujii (2017) highlights that there may be limitations in the development of ‘rapport’ 

between the researcher and their respondents and recommends the adoption of 

a ‘deontological approach’ to research ethics which is conducive to building 

working relationships by treating all the participants with the same level of dignity 

and respect irrespective of their actions or beliefs. A good working relationship 

can therefore be maintained irrespective of a ‘rapport’. I understood that  

‘friendliness’ in a working relationship may not necessarily translate to meaningful 

‘rapport’ but often can be a superficial relationship which Fujii (2017) refers to as 

‘ethnographic seduction’ in which the outward ‘civility’ or ‘affability’ of the 

respondent can often detract from the original focus of the research. 

There were instances of subtle discrimination meted on me as a researcher. I 

observed (in all of the organisations I had visited) frequent instances of people 

assuming they had the wrong room and would carry on down the corridor only to 
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make their way back to ask if I was the person they were meeting for the ‘Safer 

Patients Network’ interviews. What was even more interesting was the manner 

of questions I was asked at the end of the interviews. Most of the respondents 

were curious and inquisitive about my professional background and 

qualifications. I eagerly provided information to them. At first, I did not give much 

thought to their inquisitive nature and line of questioning but I soon began to 

closely observe the pattern and reflect on it as it continued to happen with  

subsequent interviews and organisations.  

Throughout my career in academic research, I had developed an understanding 

of how a researcher’s presence can affect or influence situation under study. 

What came as a surprise to me was the reaction which I got from the respondents 

who I was scheduled to meet with. Initially, I felt that that having been introduced 

by the facilitators, attending the on-line sessions as well as the face-to-face 

events, that I would be a familiar face to the members. In a sense, I felt that I 

would be easily recognised, welcomed and accepted. Not once did it occur to me 

that my natural appearance would have an effect on people, in that they would 

‘covertly question my legitimacy as a researcher’. I am of African heritage and 

dark skinned. Also, I have previously been ‘mildly’ aware of being a ‘token’ 

representation of minority ethnic or racial diversity at the network events. This 

was not new to me as I have often been the ‘token’ representation of diversity in 

the years I have spent working in the field academic health research. My 

observation of a lack of diversity in the network membership did however prompt 

me to contemplate the process through which individuals are nominated or 

recruited to join the network and its composite programmes. 

The literature appears limited in advice for researchers who encounter such acts 

of covert, subtle and nuanced bias which I encountered. Authors like (Community 

Work Unit, 2006) discuss the concept of identity politics and its subjectivity, in 

that everyone juggles different identities in order to enjoy the advantage of 

‘belonging’. Also, that an individuals’ identity is derived from their experience as 

well as interpretation of knowledge of the various discourses which they would 

have been exposed to.  In the eight years leading up to that point, I had worked 

as a researcher with organisations here in the United Kingdom. As discussed 

above, I was often the ‘token’ of diversity in the various places I had worked but 

had no idea of the effect of my presence on others in a research environment.  
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For the first time, I had to contemplate how my appearance was perceived in the 

field and whether or not how I was perceived by others (respondents) would in 

some way influence the dynamics between us as well as the information which 

they provide? This was an ‘awakening’ for me. One writer (Blackburn, 2005) 

describes this (awakening) on a spectrum of discrimination or racial prejudice, as 

one that is triggered in an individual by unexpected questions of enquiry, for 

example ‘where are you from?’ which teeter on probing one’s legitimacy or fit with 

regards to a particular environment, situation or role. 

I became aware of how some of the respondents viewed me. They had certain 

assumptions and would ‘unconsciously or consciously’ show it in their reaction, 

behaviour and conversation. In trying to analyse or rationalise the behaviour of 

the respondents who assumed they could have been in the wrong room during 

our initial encounter, I explored work by researchers such as Taylor (2005), to 

explore possible terminologies that define my encounter with the respondents. 

The words that resonate with my experience include: 

- Stereotyping: Having a fixed assumption of homogeneity of groups or 

cultures; a mental image held about specific groups of people, 

constructed based on distorted or incomplete knowledge 

- Patronising: A perception that the black persons approach is an inferior 

one 

- Unconscious bias: Where the respondent is unaware of his or actions 

and the effect it may have on others. 

- Microagression: Wing Sue et al. (2007) in their work on the 

manifestation of racial microaggressions, presents the phenomenon to 

include subtle, stunning and often automatic and non-verbal 

exchanges which are often dismissed as innocent or innocuous. In 

their description, these are brief and common place- daily behavioural 

or environmental slightings (intended or unintended) but often 

communicating derogatory, hostile, or negative slights towards minority 

ethnic groups.  

In the business world, the term ‘microinequities’ is commonly used when an 

individual is overlooked, devalued or under-respected based on their race or 

gender. It is a concept that would often exist in plain sight as it is often difficult to 
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identify. Their work highlights three forms namely: Microassult, microinsult and 

microinvalidation as well as the issues that arise when white clinicians fall short 

in their understanding of how issues of race may impact on service delivery, 

taking into consideration the clients (Richardson and Molinaro, 1996) and 

colleagues. There have been far reaching effects of these which include patterns 

of service or therapy under-utilization or early termination of use.  

I have never had to confront the issue of my identity on such a level as it 

transpired during the interviews. I would normally avoid having to confront the 

issue of my identity but from my experience, it was hard to ignore the level of 

‘subtle’ inquiry following an interview session or during informal conversations 

with conference attendants. In response to their questions I felt the need to 

constantly highlight my expertise, outlining my CV in response to questions like 

“What is your background?” “How did you come about doing this job?” in order to 

validate myself and my role in that setting.  

As a researcher I feel that the concept of positionality stems from both social and 

theoretical vantage points. The position I adopt as a researcher indeed affords 

different views of power relationships, work habits, cultures and norms. There are 

indeed no particular traits that are more important than others. The characteristics 

that are important in the field will often vary across different sites due to contextual 

differences as well as differ for different researchers even when they work on the 

same site. Hopkins (2007) suggests that positionality includes an array of 

personal traits such as age, gender, sexual orientation, skin colour, accent and 

other characteristics that indicate ‘who’ or ‘what’ a researcher is in the local 

context. Respondents’ inclination to speak frankly and openly during interviews 

is often not based on a feeling of ‘closeness’ or ‘rapport’. Often nuanced 

conversations can be spurred by respondents’ ‘lack of trust’, perceived distance 

or difference. 

In an attempt to rationalize my experience of subtle discrimination, I have come 

across work by Kline (2014) titled   “the snowy white peaks of the NHS” which 

cast a light on the history and continuous lack of diversity within senior  NHS 

roles, considering the diversity or representation of same at the lower levels of 

the organisation. It appears that not much has changed since that report 

(Brathwaite 2018; Hammond 2017) and so perhaps there is more that needs to 

be done in re-orientation of individual mind-sets to change their perception and 
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therefore outlook over time. There are suggestions of the need to develop an 

awareness and understanding of how micro-aggression permeates, its 

manifestation in the society and the impact it may have on people from minority 

backgrounds. Also for education and training to support professions with this 

(Hammond, 2017). 

In this chapter, I have outlined my philosophical stance in this study, the 

methodologies chosen and consequently the methods utilised, highlighting the 

benefits of these and reflect on my experience. The use of case study 

methodology was considered the most useful and appropriate to investigate the 

complex network of healthcare organisations. I employed various methods of 

data collection in the case study sites over a year long period of data collection 

and subsequent analysis as well as further observation in an iterative process, 

drawing on the lens of theories and concepts discussed in chapter three. This 

enabled a well-developed understanding of the network characteristics which I 

present in the next chapter (chapter five). The research questions as set out in 

chapter one where appropriately addressed in the next two chapters which follow 

from on here, I present results which outline my understanding of the network 

member organisations, individual membership and participation as well as the 

overall network structure. I go on to discuss my findings and make 

recommendations. 
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CHAPTER 5: RESULTS (PART 1) 

In this chapter, I describe my attempt to make sense of the Safer Patients 

Network structure as well as understand the context its development and 

operations. The main focus of this chapter will be to provide answers (as much 

as possible) to the three research questions which this thesis centers on. They 

are: 

1. Who are those involved in the network and what is the observed 

network structure?  

2. What are the motivations and perceived benefits of the network 

participation? 

3. How can the network structure and membership be optimised to 

maximize the desired network outcomes? 

The results of the study are presented first to provide broad descriptions of the 

macro and meso levels of the case study organisations, and then a cross- 

analysis of their political landscape. The results from the use of vignettes to 

explore network engagement levels and sociograms to depict the observed 

structure of the network for each organisation is also presented. The qualitative 

interview results show the motivations and perceived benefits of network 

participation. The data presented therefore draws on information gleaned from 

observation, policy (and other document) reviews, interviews as well as informal 

conversations with the members of the network to provide a descriptive account 

of the observed network development and its adaptation by the member 

organisations. 

 

 The Safer Patients Network Composition:   

The Safer Patients Network is made up of eighteen healthcare organisations from 

across the four UK regions (England, Ireland, Wales and Scotland). The member 

organisations had worked together in a previous initiative- Safer Patient Initiative 

(SPI). The aim of the initiative was to achieve sustainable gains in quality 

improvement and patient safety within the member organisations (Benn et al., 

2009). There were twenty-four NHS Trusts/organisations enrolled on the initiative 

between 2004 and 2006. The initiative had focused on five clinical areas to which 
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‘Bundles of care’ were introduced. The areas include critical care, medicines 

management, general ward care, leadership and culture and peri-operative 

management. At the end of the safer patient initiative programme, there was an 

expression of interest by the participating organisations to continue to engage 

with each other, as well as their technical providers so as to nurture the 

relationships developed during SPI.   

Discussions between the leadership of the member organisations and the 

funders led to the decision to fund a network. The organisations were then invited 

to apply to join the network. It was anticipated that the network would maintain 

the patient safety focus through being a dynamic, network of healthcare 

professionals and organisations which support and challenge each other, to 

increase the scale and pace of change, to eliminate patient harm within and 

beyond their own organisations. The overarching aim of the network is to: 

“Support and sustain the improvement activity within the member organisations 

and build a collaboration of expert organisations in the UK to generate new 

knowledge and practical expertise which would benefit the wider healthcare 

system.” 

Membership to join the network was extended to all 24 organisations who had 

participated in the previous Safer Patient Initiative. The network was launched in 

an on-line meeting in June 2009. An inaugural face-to face meeting was held in 

May 2010 which saw the appointment of key representatives (key contacts and 

data leads) for each organisation as well as the commitment/involvement of their 

senior leadership representatives. This was a minimum requirement for each 

member organisation. Staff within the member organisations were encouraged to 

link up and connect with each other, within the network, to develop an organic, 

self-sustaining and member-driven community, that seeks to continually improve 

patient safety as well as sustain and spread good practice in each member 

organisation. 
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The Network Artifacts and Programmes: 

 

 

Figure 5.1. A conceptual model of the UK Safer Patients Network 

 

Figure 5.1 above shows my conceptual illustration of the Safer Patients Network; 

depicting the member organisations, their corresponding regulatory bodies based 

on country of location, the network programmes and various communication 

channels.  

In terms of the network communication, there are various channels through which 

communication can happen in the network. Most of these channels (except the 

listserve) however have the key contacts as the primary contact. Key contacts 

liaise with each other via the monthly community calls of the learning 

collaboratives which involve using a (Webex) computer interface to learn from 

each other and share good practice in clinical care. Email enquiries, questions 

and ideas are communicated more broadly- electronically via an e-mail ( listserve) 

and the learning (Webex) platform. Members also have the opportunity of face-
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to-face meetings and interactions at an annual face-to-face learning events. 

Senior Leaders from member organisations have a Leadership team/group that 

met face-to-face or on-online to discuss the network development and scope. 

There is also a website (The Extranet) which individuals can log on to access 

information about the network development, member organisations and their 

activities as well as a clinical dash board designed to capture data across 

organisations to measure trends in improvement 

Broadly, the network housed various programmes and communities of practice 

as illustrated in figure 5.1. The communities of practice include groups who are 

focused on either innovation or quality improvement collaboratives. A total of five 

(5) innovation programmes were developed by various organisations as well as 

two collaborative learning programmes focussed on pressure ulcers (SKIN) and 

cannulation (PVC). For this thesis I have chosen to explore the development of 

one CoP/programme- the PVC collaborative, and by so doing, the experience of 

members of the PVC collaborative. The results of this is presented in chapter 

seven. 

 

Figure 5.2: Map Illustrating the Location of Member Organisations across the UK  
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Although the network membership opportunity had been extended to all 24 NHS 

organisations, only 18 of them eventually joined the network as reflected in Figure 

5.2  

The organisational membership of the network (by country) are as follows (see 

figure 5.1):  

- Two Scottish organisations regulated by the Scottish Government Health 

and Social Care Directorate (SGHD). 

- Three Irish organisations regulated by the Northern Ireland Health and 

Social Care Board (NI HSC Board). 

- Three Welsh organisations, regulated by the Welsh Government (WG) 

and 

- Ten English organisations regulated by the Department of Health (DoH). 

 

The semi-structured interviews aimed to collect data from staff from all three 

levels of the organisations. A total of 74 interviews were conducted with staff 

which include Chief Executives, Senior Managers, Clinicians and Nurse 

Managers as well as nursing staff working at the frontline of delivering care and 

services. An informal chat was also had with the network facilitator, the details of 

which provides some context for the interpretation of the research findings. Table 

5.1 shows the description of the roles of respondents by organisation. 
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Table 5.1 Interview respondents from each organisation and their specific roles/designations. 

Organisation A (n=18) Organisation B (n=12) Organisation C (n=12) Organisation D (n=20) Organisation E (n=12) 

• Chief Executive 

• Director of Nursing 

• Medical Director 

• Director of Hospital Services 

• Assistant Medical Director 

• Assistant Director patient 
safety 

• Assistant Director Community 

• Head of patient safety and 
improvement  

• Patient safety officer 

• Patient safety support 
assistant 

• Governance lead Maternity 
care 

• Governance lead surgical 
services 

• Quality Manager 

• Tissue Viability Nurse 

• Ward sister – medicine 

• Ward sister Orthopaedics 
(PIOC) 

• ICU Outreach lead 

• Pharmacist – Medicines 
safety 

 

• Medical Director 

• Nurse Consultant-
critical care (PIOC) 

• Quality and Safety 
Improvement Manager 

• Sister-adult critical 
care (member PIOC- 
SKIN) 

• Head of Pharmacy 

• Assistant Director for 
Quality & Safety 
(PIOC) 

• Nurse Director 

• Consultant 
Obstetrician and 
Gynaecologist 

• Clinical Governance 
Manager (PIOC) 

• Clinical Nurse 
Specialist (PIOC) 

• Team Leader, 
Haematology (PIOC) 

 

* Interviews with Chief 

executive and Senior 

Manager – Nurse Education 

were cancelled on day of 

interview  

• Chief Executive 

• Associate Medical 
Director 

• Clinical Governance 
Manager 

• Deputy Medical Director 

• Deputy Medical 
Director-Clinical 
Governance 

• Clinical Governance 
Support Officer 

• Infection Prevention 
and Control Practitioner 

• Clinical Service 
Manager-Pharmacy 

• Consultant Nephrologist 

• Critical Care Lead 

• Pharmacy Service 
Manager 

• Senior Physiotherapist 

 

• Chief Executive 

• Head of Corporate Nursing- 
PIOC Lead 

• Medical Director 

• Director-Planning and 
Performance 

• Lead Pharmacist 

• Head of Safety 

• Directorate Manager 

• Matron-Planned care 

• Matron-Maternity 

• Matron-Inpatient 

• Consultant- Obstetrics & 
Gynaecology 

• Consultant-Anaesthetist 1 
(Critical care)  

• Consultant-Anaesthetist 2 

• Consultant Geriatrician (Re-
admissions) 

• Quality and Patient Safety 
Analyst 

• Operations Manager- Critical 
Care 

• Lead Nurse- SPI work 
streams 

• Project Manager-Local 
Improvement Network 

• Wars Sister-PIOC 

• P.A- Governance Support Unit 
 

• *One respondent (Chief 
Pharmacist) declined to 
participate at the point of 
interview 

• Chief Executive 

• Executive Lead- Peri-
operative care 

• Patient safety 
development manager 

• Safety Programme 
Manager 

• Head of Safety and 
Governance Risk 
Management 

• Operations Manager- 
Safer Services 

• Safety Governance and 
Risk Administrator 

• Safety Governance and 
Risk Officer 

• Safety Governance and 
Risk Facilitator 

• Safety Governance and 
Risk Co-ordinator 

• Senior Charge Nurse 

• Charge Nurse-Intensive 
Care 
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 The Case Study Organisations 

A comprehensive description/outline of each case study organisation will be 

provided here in order to give some background with which to contextualize the 

findings. The organizations were selected to be inclusive of the four 

regions/countries of the UK but with two selected from (north and south) England. 

Also, the intention was to include organisations involved in the various network 

programmes such as the collaborative and innovation projects in order to capture 

and explore all of the network dynamics.  I discuss the process of gaining access 

for data collection in chapter four. This case study interviews involved site visits- 

one week at a time to the five selected network member organisations between 

a five-month period.  

In the following section, I provide an outline of each organisation, highlighting 

their system-level characteristics and then go on to provide a cross-case analysis 

of key themes. 

 Organisation A 

Macro- Level Description 

The organisation is a Health and Social Care Trust in Northern Ireland, one of 

whose membership Trust had participated in previous safer patient initiative (SPI 

1).  The area has a catchment of 1.7m people. Although there is a Patient Safety 

Forum, housed within the Health and Social Care Board, Northern Ireland is the 

only one of the four UK regions, which has had no national patient safety 

campaign.  The leaders of the safety forum have been engaged with the network 

since its inception as it was seen as important in bringing together like-minded 

organisations.   

Due to its small size, senior leaders from this organisation can easily influence 

the national agenda.  The chief executive of this Trust meets with ministers at the 

policy level twice a week unlike his counterparts in England. As an organisation, 

there is a clearly expressed desire at the executive level and indeed throughout 

the organisation to network with other healthcare organisations across the UK.  
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Meso-Level Description 

The chief executive and medical director of this organisation are active members 

of the network (SPN) leadership group- core team. They also regularly participate 

on the online calls.  The Trust had taken a significant number of its staff, including 

clinicians, to the two learning events and this generated awareness and 

enthusiasm about the network and related activities within the organisation. As 

an organisation, they also participated in the SKIN bundle collaborative (PIOC) 

and were funded in the second wave of innovation projects to run a community 

project.   

This organisation appears quite sensitised to safety related issues with a clear 

mantra that safety is the number one agenda item. This was literally the case with 

regard to the observed Trust board agenda.  In addition, the Trust had taken the 

decision to devolve responsibility for and ownership of quality measures to the 

directorates and to that end had asked leaders of the clinical directorates to 

identify the key performance measures of safety in their part of the organisation.  

Each team was expected to develop its own objectives for continuous 

improvement for the next three years.  Key to this was a focus on the patient 

experience. 

 

  Organisation B 

Macro- Level Description 

This Welsh organisation is one of the largest NHS organisations in the UK. It 

provides health services to a population of around 465,700. Service provision 

includes acute, primary care, mental health and community services.  Within its 

management are nine hospitals and seventeen health centres. There is the 

Welsh Government-sponsored 1000 lives plus programme; a national 

programme which builds on an initial 1000 lives campaign which recently came 

to an end.  The 1000 lives plus campaign works to improve care by reducing 

harm, waste and variation. It covers 26 programme areas which include some of 

those initially spearheaded by the Safer Patient Initiative (SPI 2). There is also a 

work stream on the peripheral vascular cannula bundle which is being rolled out 

across the organisation. 
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In this organisation, there are other speciality networks such as that in critical 

care to which staff of the organisation belong and in which they regularly 

participate. There is also an ongoing development of a faculty for improvement- 

a network aimed at driving improvement related work 

Meso-Level Description 

Within this organisation, there is a clear expression of leadership support for 

membership of the network as well as participation in network related activities.  

A key senior leader confirmed that the pressure ulcer collaborative programme 

was addressing one of the key objectives/targets selected for delivery within the 

organisation. The organisation was one of those represented on the leadership 

group by a member of the SPN core team. It is felt, certainly among the core 

members that their leadership involvement in communication drove participation 

in the network activities.  

 Organisation C 

Macro- Level Description 

This English organisation employs over 5,000 staff, serving a community of over 

a million people.  It has around 1,200 beds and serves a population with a large 

multicultural background with a high proportion of the population under privileged. 

Apart from the SPN, there are other improvement initiatives currently running in 

the organisation and across the English region in which it operates.  These 

include the Trust’s own safety campaign, which begun in 2010 (at around the 

same time as the SPN), focusing on acutely unwell and deteriorating patients.  

The organisation is additionally involved in a regional group of four SPI 

organisations which meet quarterly as a group, communicating via emails and 

are committed to sharing learning.  Three other (non SPI) organisations were 

invited to join this group. The Chief Executive of this organisation was involved in 

the initial decision to set up the SPN in order to continue the work of the SPI.  He 

has not, however, been directly involved in the running of it.   

Meso-Level Description 

At the time of this visit there was widespread awareness among staff of the Trust’s 

own safety campaign, which focused on a different aspect of care every month. 

Across the organisation there was a number of posters on display highlighting 

their own campaign programme.  It was a twelve-month project, which was aimed 

at spreading safety-oriented work and initiatives throughout the organisation, was 
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said to incorporate significant learning from the SPI.  Staff in this organisation feel 

that the local ownership and performance management of their own (local) 

campaign, makes it more engaging for the frontline staff than the SPN.   

  Organisation D 

Macro- Level Description 

This English organisation is one of the largest hospitals in the county with over 

700 beds and about 4000 staff. 

Following the organisation’s participation in SPI, a regional initiative, led by the 

strategic health authority with the help of some individuals previously involved in 

SPI, was launched.  The aim of the programme was to share good practice and 

facilitate the sustenance and transfer of knowledge gained from SPI.  The chief 

executive of this organisation is involved with the regional initiative which 

maintains a focus on safety and improvement across the region.  The group 

organised their own learning sets and shared information and good practice via 

the internet.  The Strategic Health Authority had also set up a similar programme 

partnership with Mental Health Trusts and PCTs. 

Meso-Level Description 

At the Senior Executive level, past and current executives had been involved in 

the safer patient initiative and so had been quite influential on the board of the 

organisation in building a strong strategic direction for quality improvement.  The 

senior leaders suggest that there was a need “to keep the momentum going” as 

SPI came to an end.  There was some thinking around how to embed the gains 

and lessons from the initiative-SPI, from which arose a view of the Safer Patients 

Network as an interim structure on the way to developing the organisations own 

(local) improvement network. The Safer Patients Network functioned as an 

enabler to fuel the momentum gained during SPI.  The organisation held a 

strategic event with its senior managers- comprising matrons and divisional 

managers, to discuss “how they want to learn an organisation, including their 

expectations of being part of the SPN”.  This led to the inception of the 

organisation’s own improvement (SAFE) network. According to the Chief 

Executive, one of the reasons for establishing this is to ‘simplify the understanding 

of the message of patient safety for their staff’ 
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 Organisation E 

Macro- Level Description 

This organisation is a Scottish Health Board with two acute hospitals and a total 

of 2,400 beds, employing about 14,000 staff that provide mental health and 

primary care services.  It was a highly successful SPI 1 site which gained an 

international reputation for its work. One of its senior leaders advises on the 

running of improvement campaigns both in Scotland and in other parts of the UK.  

The Scottish Patient Safety Programme was launched late in 2007 based on the 

success of SPI and driven by the Scottish government.  All health boards in the 

region are mandated to join the initiative, which has introduced improvement 

methods to mental health, primary care as well as acute care. This alliance helps 

foster networking relationships between the Health Boards 

Meso-Level Description 

There are safety related programs or initiatives running within this organisation. 

They include Improving the Safety of Maternity Services and Safety Improvement 

in Primary Care (1 & 2)- an NHS Scotland initiative. Most of the safety initiatives 

and measures that were initiated within the SPI are also still running within the 

organisation. The work streams established during SPI were taken as the starting 

point and these initiatives are now being spread to other non-acute areas. The 

managers in this organisation suggest that their regional initiative- the Scottish 

Patient Safety Programme and (to some extent) the SPN had been instrumental 

in raising awareness about patient safety within the organisation.   

The table below shows the various programmes of the network, which each 

organisation participated in. 

Table 5.2 Network Participation Programmes across Member Organisations 

Organisation A B C D E 

Collaborative 
Programmes 

Mentee Mentor N/A Mentee Mentor 

Innovation 
Projects 

Primary 
care 
bundle 

N/A Junior Doctor 
Rotation 

Dementia Antimicrobial 

Prescribing 
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All of the organisations participated in the collaborative programmes either as a 

mentor or mentee organisation, with the exception of Organisation C. Likewise, 

Organisation B was the only one that did not take part in an innovation 

programme. The topics for each organisation’s innovation project are reflected in 

the table. 

  Cross-case political landscape 

As discussed earlier in this chapter, all of the organisations operate under the 

influence of national/external policies, regulatory systems, targets or incentives, 

which aim to improve the quality of healthcare and service provision. In the Welsh 

region, there is the 1000 lives programme which was in its second year of running 

as the 1000 lives plus programme at the time. This housed about twenty-six 

patient safety work streams, two of which were quite similar to the two 

collaborative programmes (the SKIN and the PVC bundle) in the network.  In 

England, the organisations had to work in line with certain initiatives, which had 

financial incentives for achieving quality targets. These include: the 

Commissioning for quality and innovation (CQUIN), the Patient Safety First 

campaign and the NHS Quality, Innovation, Productivity and Prevention 

Challenge (QIPP). In Scotland, there was the Scottish Patient Safety Programme 

(SPSP), which like the SPN offered supportive learning events and networking 

opportunities for organisations. In Northern Ireland however, there was no 

national campaign but the region had a Patient Safety Forum which had identified 

key performance indicators. Across all of the case study organisations, there 

were other additional initiatives which they each engaged with. 

Additionally, there were restructuring and leadership changes in the English 

organisations which were brought on by government re-organisation/changes to 

NHS clinical commissioning boards at the time. Northern Ireland had just reduced 

their organisations from 18 to five health and social care trusts. In Wales, the 

commissioning organisations had merged with trusts to form local health boards. 

Within each organisation, there were organisational changes highlighted by 

respondents.  The issue of financial constraints was a thread that ran through 

discussions across the organisations with a potential impact on network 

membership and participation levels. There was an expressed need by the 

organisations to make some savings whilst improving the quality of services with 
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a clear recognition that this process will need time and money invested prior to 

any gains observed. 

  Network Participation, Member Position and Engagement 

  Network Structure 

Across the case study organisations, there is core (active) network participation 

by two to three members from each organisation. These individuals are very 

regular participants on the network calls and usually comprise the “key contact” 

and one (or occasionally two) other representative(s). Generally, these regular 

network meetings were attended by just a handful or representatives from each 

organisation who are observed to be the same- frequent attenders. Other 

members from the organisations tend become more engaged during the face-to-

face meetings (annual events or network collaborative or innovation 

programmes) or during on-line call topics that were of interest to specific 

individuals.  The interviewees were shown a vignette (discussed in chapter four 

and shown in appendix) and asked to indicate their perceived level of network 

participation.   

Table 5.3 Reported Levels of Participation by Respondents by Organisations 

Organisation- A B C D E 

Core 4 2 1 2 5 

Intermediate 5 3 2 7 4 

Peripheral 7 4 3 6 2 

Outsider 2 3 6 5 1 

Total 18 12 12 20 12 

 

The table above shows how respondents from each case study organisation 

positioned themselves within the vignette scenario of network participation and 

involvement. All five organisations, have two key contacts; one who generally 

takes the lead when it comes to conversations and communication for and on-

behalf of their organisation and a deputy/assistant to support in this role. It is not 

surprising that most of the key contacts have identified themselves as being at 

the core-centre of the network and related activities. Organisation A and E have 

4 and 5 respondents respectively who have identified with the core network 

function. This is due to the active involvement by the leadership in the network 



 

166 
 

development and their members in the network programmes. Organisation E had 

five respondents (two key contacts and three others) who responded as having a 

core function in the network. This organisation’s leadership had been actively 

involved in the development of the network and so understandably were involved 

to a great extent in the development and delivery of one of the collaborative 

programmes. The three additional core participants for this organisation (E) had 

been actively involved in the delivery of the collaborative and so identified with 

the core network function.  Their key contact spoke of the added benefit of having 

others at the core of the network which facilitates information gathering and 

communication. 

“We’re fortunate in the fact that I’ve four, there’s me and four 

others in our team, so if I’m not able to do it one of the others will 

listen in.” 

         Key contact-Organisation E 

Generally, individuals who identified themselves as being in the core or 

intermediate level of the network, where those involved in one or more of the 

network programmes. Organisation C has only one of its two key contacts 

identifying as being part of the core network function, with the second (deputy key 

contact) identifying as functioning at the intermediate level of the network 

engagement. Respondent who identified themselves as peripheral or outsiders 

expressed a desire to cross the threshold and become more involved in the 

network. A key barrier to this process was time to get involved in activities.  

There was an on-line (listserve) platform which required members to subscribe in 

order to get regular information about the network and other relevant information. 

Later in this chapter, I discuss the observed level of activity on the on-line platform 

which centred mainly on information seeking and sharing. However, members 

reported that they did not access it regularly, with key communication related to 

the network activities often needed to be cascaded down inter-personally by the 

key contacts to ensure that those directly concerned had received it. Key contacts 

constantly spoke about the use of their personal contacts and connections to 

encourage specific groups and individuals to take advantage of the network 

information and related activities. Getting others to engage with the network 
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activities appears to hinge on how effectively they key contacts are able to forge 

relationships to connect with and convince these individuals. 

Basic principles of network analysis (as discussed in the methods chapter) was 

used to understand the relationship and communication channels between 

members. Respondents from each of the case study organisations were asked 

how they received information and general communication about the network 

activities. Most of the respondents indicate that communication about the network 

was often received via their key contact. Figure 5.3 presents network sociograms 

generated during the interviews depicting how communication happens within the 

network for each of the case study organisations. 
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Figure 5.3 Sociograms of Organisational Network Structures 

 

     

 

    

  

Organisation B 

Organisation C 

Organisation E Organisation D 

Organisation A 

Legend 
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Sociograms such as that shown in figure 5.3 are used to depict network relations. 

The positioning of the nodes on the page as well as the length of the links or 

connections are irrelevant; as they are drawn of equal length in most diagrams 

(Scott, 2000).  Close observation of the network sociograms show that the key 

contacts play a significant role functioning as nodes or conduits in the network 

communication processes. The key contacts have high betweenness and 

centrality- this means that they are quite central in the network communication. 

They receive and pass on information to other members of the network. Their 

activities appear to be important for the development and growth of the network, 

with regards to the flow of information and network programme participation. Most 

of the other respondents attest to receiving key information about the network via 

the key contacts with whom they have direct ties. The only slight variation to this 

model was in the case of organisation E where the communication role and 

function was slightly balanced between two key contacts, thus yielding the effect 

of higher density in terms of network connections and ultimately interactions.  

Conversations with the key contacts indicate that although the choice of individual 

for a key contact role may very well have been purposeful, it however appears to 

be one that may have developed over time, having evolved from their key 

role/functions within the organisation as well as the role they have played during 

their participation in the previous initiative. The benefit this brings is their detailed 

understanding of various aspects of operation of their organisation at the various 

system levels. Such multi-level coherence is useful in identifying key targets for 

the channelling of network information in order to achieve maximum impact. 

The key contacts for four of the organisations (A, B, D and E) highlighted specific 

skills relating to communication, networking with others, boundary spanning and 

centrality to information flow in their involvement with the network activities. During 

interviews, they discussed their activities in facilitating communication and 

weaving together a growing networking community in their own organisations.  

Below are excerpts from interview conversations with them: 

“…..I also then would support the team who are working, we have 

numerous different teams not only involved in the network 

programme but also involved in our entire patient safety 

programme so I support every one of those teams, attend their 
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team meetings and would really help and advise them in a 

coaching role really around improvement. 

…… if there’s a requirement for example say for this upcoming 

learning set we had fifteen places so I went and I spoke to (name) 

- the line manager and (name) and (name) and we came together 

and we said right okay these are the people that we feel need to 

be invited to attend…… We invited 80 and a lot of them are unable 

to go so we’ve had to then go down the chain but what I wanted 

then was I wanted ward managers who have not necessarily had 

the opportunity, I’m not taking the same people with me this year 

as I took last year.”   

    Key Contact - Organisation A 

“…..So with regards to the whole management of it if I see 

something coming in with regards to a network call or something 

that I feel would be of interest in particular to certain people or 

certain directorates I would send out an email to them to say this 

has come in if you’re interested… so if there’s something that is 

going to be of interest to them that they may get some learning out 

of then certainly I encourage them to try to be involved.” 

    Key Contact - Organisation B 

“……..Clinical staff just cannot get released you know and I feel 

that we participate… between me and (name), will listen in 

sometimes, we try to participate in as many of the calls as we 

possibly can, if not all.  There’s very few really that we miss and if 

I pick something up on a call that I feel would be of value to 

somebody else I let them know.” 

    Key Contact- Organisation D 
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“Well we are fortunate to have myself, (name), (name) and (name) 

who are given time to take part in the network activities….I 

suppose from an organisational stand point they see the benefit in 

having us actively taking part in this. We tend to always have at 

least two of us on the calls and so we are able to cascade 

information across the organisation as necessary.” 

     Key Contact- Organisation E 

 

Organisation (C) has just one of its two key contacts who identified as being in 

the core of the network function specifically reported difficulties in performing 

these functions. Below are excerpts of comments relating to this. 

 

 Strategic Intentions 

Based on the external policy climate and environment as well as the internal 

issues which the individual member organisations were faced with, internally 

mainly related to improving patient safety and the quality of care provided, the 

member organisations appear to have made macro level decisions about joining 

the network as well as deciding or indicating the level of involvement by their 

organisations in the network activities. Such decisions taken at the macro level 

would manifest in the observed posture and depth of involvement by individuals 

at the meso and micro levels of the organisation.  

Discussions with respondents at the macro and meso-level levels in the network 

as well as observation of the network development within their respective 

organisations revealed strategic intentions by the organisations in their decisions 

to become part of the network. The respondents provided various reasons for 

themselves as individuals as well as their organisations becoming part of the 

network. Some of these include: being linked with similar organisations, sharing 

and receiving information, to be seen as part of something big, leveraging on this 

for the promotion of their local-organisational programmes, having access to 

timely, up-to date information to avoid re-inventing the wheel and leveraging on 

this to improve their organisation’s position or performance/efficiency. It was 
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therefore not surprising to see that they would internally, harness the network 

learning to drive other programmes and process within their organisations, also 

promoting their own local campaigns rather than the network’s.  

Across most (three out of five) of the case study organisations, there exist varying 

degrees of a verbal articulation by the senior leaders (executives) that their 

organisations were keen on membership and participation in the network. 

Interview with the senior leaders for one organisation (B) were cancelled at the 

last minute and so their position directly ascertained but can be inferred (to some 

extent) from discussions with staff at the meso or micro levels of the organisation.  

According to the key contact for this organisation (B): 

“… so having the Nurse Director or someone from the Board, but 

specifically the Nurse Director, saying this is an organisational 

priority, it will be done, and having the involvement of the Deputy 

Nurse Director…. Having it come out of their office, the 

notifications and initiations to the learning events etc… adding 

weight to the conversation  makes people sit up and take notice.” 

    Key Contact -Organisation B 

The Chief Executive for Organisation C articulates their organisation’s use of the 

network to drive its internal agenda.  

“….Its probably done what we needed in terms of providing a 

bridge to new initiatives and providing an opportunity for a 

narrative. …. 

… I think for us as an individual organisation, it served the purpose 

that we needed from which was kind of providing a bridge between 

SPI and further work.  Whether nationally and in its entirety it has 

the impact that was expected I'm less convinced actually….” 

The organisation (like some of the others) is running their own- local patient safety 

network campaign (SAFE Campaign). Within the organisation, there is more 

emphasis on their own campaign which draws learning from the Safer Patients 

Network. In an excerpt from the Deputy Medical Director; 
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you're probably aware that we've embarked on a thing called Safe 

Campaign, it’s our own in-house patient safety campaign, to which 

the Board have been fully signed up, and the Executive with real 

interest and involvement.  I always felt that although the Chief 

Executive was very pleased to be part of SPI/SPN, there hasn't 

been that same Board level and Executive involvement. 

    …………… 

I don't think there's ever been quite that push from the Board.  I 

think one of the problems with SPI was it didn't really get out into 

the whole institution, the way that SAFE has done, I mean it still 

had to go everywhere.  The SPN is different in that it has got these 

new sort of facets to it, but again because the Trust is so heavily 

involved in the Safe campaign, the SPN side of it has really been 

run by (name), (name) and myself to a lesser degree, with 

permission of the Executive, but not with the direct push…..   

I think the initial view from our Trust was that you know we 

probably wouldn't, just because money's tight and you know 

money has to be spent you know, it might not be a priority to our 

Trust, so I think that there is some real interest amongst (name, 

name) and myself also, but it has been that rather enclave …I 

would say that sometimes the Board and Executives enjoyed 

reading the report but were never really driving it.  (Name) felt that 

it was slightly floundering. Now that possibly was because I didn't 

support it as much…….I sort of left him to it.” 

Deputy Medical Director -Organisation C 

This message and position of the organisation was quite evident in its 

membership and participation in the Safer Patients Network. They were 

tangentially involved in the network activities, drawing on the learning to develop 

their internal programmes/activities and involved in the network programmes 

(such as the innovation strand) which had funding attached to it.  

Although the organisations had signed up to the network, their actual level of 

involvement and participation on close examination appears varied. Although 
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organisation C participated in the other network programmes, there appears to 

be the understanding of being linked into the network for the benefit which it 

offered in influencing, facilitating or driving their own (internal) programme. 

Resource dependency theory which is discussed in chapter three (see page 80), 

provides some understanding of network development by providing distinctive 

insights into the motives for organisational networking. I present this in detail in 

chapter eight 

 Impressions about the Network 

For the case study organisations, there is the impression from respondents at the 

macro level of the case study organisations is that the network was a follow-on, 

a stop gap from the previous initiative whilst the organisations decided on their 

next course of action. Members were generally welcoming of the idea to have 

something to keep the momentum going, however the network suffered from not 

being the previous (SPI) initiative as it was constantly being compared to it, even 

though the aim was to share and transfer the knowledge gained from participation 

in the SPI.  

I think it has probably done what we needed in terms of providing 

a bridge to new initiatives and providing a narrative really, an 

opportunity for a narrative.  I think if I'm honest, I think the Safer 

Patients Network has got less of a profile, both nationally and in 

individual organisations, than SPI has or you know similar things 

about infection and so on, so I think for us as an individual 

organisation, it served the purpose that we needed from it…which 

was kind of providing a bridge between SPI and further work.  

Whether nationally and in its entirety it has the impact that was 

expected I'm less convinced. 

    Chief Executive- Organisation D 

 It does have a kind of a magnetism in terms of people want to get 

associated with it and are prepared to use its logo and keep talking 

it up because they want access to money or a specific support or 

whatever.  I think…. therefore it's probably useful and for people 

who happen to be part of it, it hasn't got a bad reputation or 
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something like that but I think you know people inevitably might 

want to do their own thing, you know, to promote what they're 

doing. 

      Chief Executive- Organisation C 

There was also was a sense of lack of clarity about what the network was 

supposed to do for the organisations. Below is an excerpt from a representative 

of the leadership group 

I think there probably is a need to stand back and say you know I 

think this piece of work will be a part of that, but what, you know, 

what are each of the organisation's objectives as a part of,  you 

know generally and as part of the network and how is the network 

delivering on those things, those safety objectives for them, and I 

didn't … maybe didn't get a sense that right round the table there 

was clarity of that 

     Chief Executive- Organisation A 

  Interest in Sharing and Receiving Knowledge 

All of the member organisations and individuals are keenly interested in learning 

and sharing knowledge with others who are in similar situations as themselves.  

Respondents from across the meso and micro levels (comprising managers and 

frontline staff) acknowledge there is a need to both share and receive knowledge 

and also value the network providing an opportunity for horizon scanning- 

providing a glimpse into situations that may not currently be the experience of 

their own organisation but would constitute knowledge and information that may 

be of value later. 

“The Network for me means an opportunity to learn from other 

people who are doing … who've got similar kinds of motivations 

and drivers that you have, who have come up with maybe some 

solutions or have got concerns and they are wanting to learn from 

you, you can learn from work that they've done, either you know if 

they've identified an issue, that hasn't become an issue for you 

yet, you can bet your bottom dollar that, if you're in the same 
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business, it's only going to be a matter of time before it's going to 

happen locally..” 

   Head of Pharmacy -Organisation B 

I think there is very much the need for a Network that takes us 

beyond our home countries because there's an awful lot of great 

work that's going on out there.  Personally, as an organisation, 

there are two things we're doing the … we're a mentor site and a 

mentee site, so we've had invaluable development and learning 

on both sides of those. 

   Key Contact- Organisation B 

I suppose we were looking for different things, which the other 

Boards in (region) probably couldn't give us at that time, with the 

other Boards, or Trusts, whichever, in the Network there was a lot 

more conversations, you could get involved in, and we were 

maybe more interested in things like  sustainability and spread, all 

that sort of thing, you know.   

    Key contact- Organisation E 

I think it's a piece of the jigsaw, it's an enabler.  I think it's how do 

you provide that assurance if you're not a part of something…. if 

you're isolated, if you're on your own.  …….So it's not that those 

things are wrong but they're not comprehensive.  They don't cover 

every area, so we've also got to believe in bottom up, and that's 

where I think the Network offers the opportunity to make those 

connections and equally as a network that you can sort of sign up 

to maybe you know a basket of things which are also top down.  

Those things can start to roll out and start to extend across the 

organisation as well. 

Key Contact- Organisation A 
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 Reticulist Judgements 

Although there is no observed or reported pattern about how the key contact are 

chosen across the organisations, it does seem that the choice or nomination of 

individuals for this key role is one that organisations will need to pay attention to 

for effective network development.  

For organisations A, B, D and E, it seems coincidental that their regular roles 

within the organisation, had somehow influenced their positioning and level of 

participation and contribution to the network. Being actively involved in patient 

safety and quality improvement activities as part of the job requirements over the 

years, they had developed and evolved to de-facto leaders- in a sense actors 

who contributed to shaping the organisation’s focus on patient safety and/or 

quality improvement and therefore eventually emerged or were nominated as 

boundary spanners and connectors between their organisation and the network. 

According to the respondents for these organisations, they generally found it easy 

to combine their routine organisational tasks with the network role because of the 

overlap on issues relating to patient safety and quality improvement. Some of 

their responses are shown below: 

“The community calls were much wider than that and we were able 

to get in and had experts on call, so we'd use them and we fielded 

them out to people in the organisation which we thought might be 

interested in and used them that way, so that's been good.” 

      Key Contact- Organisation E 

“You know I don’t know if there’s an expectation that we should be 

having people from our teams join in on the calls, maybe there is 

an expectation we should be having them there, the general 

network calls, but I just feel that they would have nothing to 

contribute and I really don’t know how much they would learn 

because they don’t get involved in the whole workings of the 

network so I am quite happy to be that link.” 

      Key contact- Organisation A 

The deputy key contact from organisation C was often in the driving seat when it 

came to the network activities. Having been recruited to support the organisation 
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during its participation in the SPI activities, his role involved mainly data gathering 

and administrative tasks. He was now tasked with being the key contact for the 

network and expressed that it was a struggle for him to perform his role as a 

connector/node/boundary spanner. Issues mainly centred on knowing who needs 

what information as well as the time scheduling of the calls with a two-week 

window which (in his view) did not allow the clinicians to participate.  

“Well we sort of generally make a few notes and try and figure out 

who in the organisation would we direct it to, which is sometimes 

quite difficult, especially if they're separate from a lot of clinical 

areas, but we maybe identify what sort of direction to send it in. I 

do generally get sort of swamped with e-mails and I mean it's part 

of my remit but I am a bit sort of overwhelmed.  It does contribute 

sometimes to me not paying attention to all of the ones that I 

should maybe do, so yes, I think we're not very pro-active I 

suppose on that.… 

I think … we definitely need a bit more support in terms of … more 

guidance about where to target or something around maybe a list 

of people, the following people in the organisation may be sort of 

… this would apply to them, that might sort of help or key areas to 

target, and then sort of more official guidance to specific 

specialty….. so it's like lost in translation, from what we interpret 

from the call, it's then passed on, and they're not always getting 

the key messages, making it quite irrelevant ……Then again it's 

like Chinese whispers…. I think, you can pass the message on, 

but are we exactly getting it right? 

     Deputy Key Contact -Organisation C 

For the deputy key contact of organisation C who was the main network link, there 

was a clear difficulty in identifying   individuals within his organisation to channel 

information which he received from the network. In trying to understand the key 

issues that he was faced with, it emerged that his background is not clinical but 

rather administrative and also that he had only been in the organisation for a short 

while with a very specific remit for the previous initiative. Unlike his counterparts 

for the other organisation who were more embedded in the work structure and 
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systems of their organisation, with an understanding of the knowledge, 

relationships and context of the various activities. It seems therefore likely that 

having good depth of knowledge of the organisational strategy and operations as 

well as personal networks are key to the dissemination of information received 

from the network. 

The issue with the timing and scheduling of the calls and topics was more of a 

general experience across the case study organisations and definitely one that 

echoed more widely amongst the member organisations in the network. In their 

view, the notices of about two weeks offered for the calls were too short to allow 

dissemination and better uptake by individuals from each of the organisations. 

“Often we didn't get that far in advance of warning to when the 

community calls were taking place. We knew when the calls were 

taking place, but not necessarily the topic, and when the topics 

came through, it just wasn't enough time to get then the right 

people there……. 

So we always made sure that one of our team from Safety 

Governance and Risk was on the community call, and then 

whatever information was there we would cascade down to the 

right person, but ideally it would have been good to get more 

participants from the front line on the calls.” 

      Key contact -Organisation E 

 

“We try and participate in the majority when we can.  The difficulty 

we've had is getting the right people on the calls, partly down to 

us really not being organised enough to know what the topic is in 

advance of the actual call, it's quite hard getting people's 

availability, especially within a couple of weeks. With some of the 

anaesthetists and surgeons, it's … it's very difficult to get them out 

of those, so, yes, at least five or six weeks’ notice.” 

      Key contact -Organisation C 



 

180 
 

In this organisation, the deputy key contact and (occasionally) the key contact 

attended most of the network calls but he would then struggle to identify who 

needs the information gathered. With the exception of this key contact (from 

organisation C), those from the other case study organisations appear to have the 

background knowledge and experience on issues relating to patient safety and 

quality improvement as well as a personal agency and network which spans the 

three layers- macro, meso and micro levels of the organisations. They are seen 

to constantly harness this agency and network in their dissemination of the Safer 

Patients Network information. Williams (2010), highlight the role of boundary 

spanners as “cognitive filters” in their respective organisations, helping in the 

interpretation of the prevailing context. 

The other key contacts reported constantly making judgements about who needs 

what information, thereby contributing to the network development and 

participation level of their own organisation by activating, crafting and re-crafting 

conversations or solutions to specific organisational or network issues. An 

information bottleneck is created when information is not channelled to those who 

needed it, as is the case with organisation C. This is a form of gatekeeping 

(possibly unintentional) which does not foster a positive network development. It 

seems plausible to suggest that, organisations will need to pay closer attention 

to the skills, qualities and attributes of individuals chosen for such- key contact 

roles where the aim is to channel information and facilitate network growth/ 

development. Reticulist judgements cannot be made in isolation of prevailing 

professional and organisational concerns and often depend on the use of a 

number of skills such as networking, personal relationship building and a deep 

appreciation of the issues as well as the political and organisational contexts 

within which the issues are nested (Williams, 2010). There are implications for 

how effectively communication is managed and channelled and as a result, how 

involved the organisation becomes in the network activities and programmes.  

  Clinician Engagement 

Over the course of the network development, it was observed that organisations 

generally had a low level of participation from their clinical team. There had to be 

direct and purposeful representation from members of their clinical team involved 

in the network in other to engage other professionals from this group.  
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 “…Well in terms of my involvement, I help with clinical 

engagement, that's my role, as an interface between the Patient 

Safety Officer, the Executive Management team, and Consultants, 

and staff who work at the coal face, and I try to get everyone 

involved in it, as much as I can, so I also help the Patient Safety 

Team umm with any of their projects, try and break down barriers, 

make things work, get people to help people, also getting the 

clinicians on board.” 

     Associate MD- Organisation A 

“ Certainly one of the things we struggled with was getting the 

clinicians on board, they just would not engage and I suppose you 

have to be able to give them lots of notice…at least six to eight 

weeks or more in advance for plans to be made”. 

     Key Contact – Organisation B 

   

 Cliques and Elites in Network Development 

Observation and informal discussions with key contacts revealed that certain 

organisations would not readily engage with some of the network activities. 

Informal conversations with the key contacts for two of such organisations 

affirmed that certain organisations preferred working in cliques and would only be 

keen to work with others who are like them when it came to knowledge sharing  

on issues which the organisations were interested in. RDT posits that self-

interested and rational actors are willing to establish relations if benefits are 

perceived to outweigh the costs.  

The five organisations included in this case study were keen to network and for 

some (A, E and B), the reasons behind their enthusiasm include being from the 

smaller regions in the UK and therefore keen to see how other organisations  

dealt with similar issues. The organisations (D and C) from the English region 

where however more tactful and selective with their level of involvement and 

participation in the network.  They stayed linked into the network, benefiting from 

the information sharing and did get involved in programmes such as the junior 
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doctors innovation programme (Organisation C) and two collaborative 

programmes (Organisation D).  

During informal conversations, the key contacts for two other organisations (from 

the English region) which are not included in this case study, there were 

conversations around their organisation being only interested in working with 

other which were “like them” and would only look for solutions to their problems 

from other similar organisations. 

  Resource Implications- costs and benefits of networking 

Networks and partnerships need resources to develop. These resources 

originate at the point of setting up the network. They include human, time and 

financial resources for organising meetings and events.  Resources are also 

required for ongoing involvement in and management of the network by 

organisations and individuals; facilitating information and knowledge exchange 

as well as facilitating the networks’ agenda. The resource base of an organisation 

will determine its sensitivity to costs associated with networking, with smaller 

organisations more likely to be impacted upon than larger ones. 

The organisations in the network appear to constantly make cost-benefit 

calculations which are influenced by their analysis of the costs with regards to 

time, finance and related human resource as well as their perception of the gains 

to be derived from their membership of the network. During the interviews, there 

was almost a universal agreement among the respondents about resource 

implications for their organisational in relation to individual commitment to the 

network with regards to factors such as time and human resources as it relates 

to the opportunity cost of their core service function of healthcare provision which 

highlight their values and priorities.  Key contacts expressed concerns about 

committing to staff attending network programmes on-line and in computer rooms 

as opposed to being at the point of delivery of care. Also, that accomplishing the 

agenda of the network such as with the requirement of the collaborative 

programmes has the potential to greatly increase the workload of already busy 

staff. 

Respondents clearly recognised early on in the network development process 

that it would be difficult to ascertain the full benefits of network participation. They 

identified the need for their organisations to invest resources in the form of time, 



 

183 
 

and information sharing early on before they were likely to obtain dividends. The 

sharing of information in an environment of mutual trust enabled organisations to 

find solutions to problems or verify the suitability of their current work practice. 

The issues which healthcare organisations are plagued with such as reduced 

funding, a growing and ageing population as well as consequent pressures 

generated by these, necessitate a need to pool resources by sharing knowledge 

as well as striving for benefits such as cost reduction with a view to solving 

otherwise tricky problems. Organisations have the opportunity of enhancing their 

resource base by access to greater capacity and expertise offered by the larger 

pool of human resources from the other member organisations.  

Asides this, the network offers some opportunity of accessing funding from other 

sources. During informal conversations, the key network facilitator commented 

about the prospect of access to additional resources constituting an incentive to 

engage in the network and its related programmes. The receipts of funds for 

network activities, from the funding organisation was a motivator for the 

organisations in network programme participation. An example of this is the 

provision of £100, 000 to mentor organisations in the collaborative programme, 

which according to the network facilitator certainly sparked interest in 

organisations putting themselves forward. The lack of similar reward for the 

mentee organisations saw a reduced level of application to join in the process. 

Resource dependency theory (RDT) posits that organisations seek out resources 

which they need from other organisations in anticipation that their own interests 

are ring-fenced. Actors within such networks/alliances are assumed to make 

judgements about whether becoming part of such groups will facilitate access to 

such resources or pose a threat to their interest altogether. Organisations will 

therefore make calculated decisions about perceived costs and benefits of their 

involvement and would only engage where these benefits outweigh the costs. 

In terms of the benefits of networking for the individuals and organisations, there 

were various themes   which were highlighted by the respondents. Immediately 

apparent was the desire and appreciation of the need to share information in an 

atmosphere of mutual trust and understanding. 

“…..I think there is great value in working together in a 

collaborative form because I feel that there is so much that we can 
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learn from each other and it’s only you know, I still think that we’re 

all very new to this and it could take us the next five years even 

before we feel comfortable with each other.”  

Key contact- Organisation D 

There is also a desire to be able to influence policy and as a result 

effecting change in the environment in which they operate as 

suggested by some of the key contacts. See excerpts from interview 

with key contacts of organisation A and E below 

“ I also think that as organisations, as Trusts, it’s maybe like having 

that bottom up approach, we need to be taking a stand to be 

influencing policy, influencing governments so we are the bottom 

up as organisations that are within the network we need to be 

influencing now, you know, or trying to get the attention of people 

who will maybe listen to what we have to say and that’s where I 

can see there being value in becoming a part of that network 

where you have the opportunity to help to structure healthcare and 

clinical practice because to me it’s extremely disjointed at the 

minute.” 

                              Key Contact -Organisation A 

“One of the things I keep reminding people is that the SPI sites 

and the 100,000 lives programme was a highly defined 

programme around only 7 or 8 interventions and I think what the 

network was then trying to do was extend the design and extend 

the nature of interventions to the subject matter went beyond what 

had been in SPI.  That coincided with us having been a successful 

pilot site on the primary care collaborative and also beginning to 

think about mental health so the network was useful in beginning 

to harvest ideas and do tests around things that weren’t things that 

were part and parcel of either the (Country campaign) or the 

original SPI programme.” 

     Chief Executive- Organisation E 
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  Network Preconditions and Motivators 

Network preconditions include factors that make networks thrive whilst motivators 

serve to make networks of interest, both to the organisation as well as the 

individuals who make up these organisations.  In the context of this network, the 

external policy climate and regulatory environment which the organisations 

operate in is key.  Senior leadership in organisations make decisions on 

leadership and strategy for improved quality, safety and experience of its service 

users, in consideration of the external policy influences, regulations / 

requirements and in alignment with the internal issues which the organisations 

are dealing with. Themes from the interviews with respondents across the case 

study organisations, it is evident that organisations and individuals were 

motivated to join and participate in the network based on the following reasons: 

1. History of the previous safety initiative and the accrued benefits  

2. Leadership commitment to the network and its values 

3. Management communication about membership in relation to 

achievement of key tasks and targets of the organisation, including 

consistency with organisational strategy 

4. The prevalence of a suitable culture or context for networking 

These factors chime with a “readiness” to network by the organisations. The issue 

of organisational in-stability is one factor that could be seen as a de-motivator in 

network participation. As discussed earlier in this chapter, most of the case study 

organisations had undergone or were in the process of organisational re-

structuring and reforms. One organisation in particular was in the middle of 

restructuring at the time of conducting interviews and it no doubt created anxiety 

for some of the staff to the extent that one staff bluntly declined to be interviewed 

at the point of the scheduled meeting. His verbal outburst and reasons for 

declined revealed undertones of anxiety, worry and uncertainty which was 

corroborated by the key contact of that organisation.  

  Influence of Performance Management and other Targets 

The organisations in the network all function within a context- and environment 

of resource demands and pressures which are sometimes conflicting. Choices 

and priorities have to be made. Managers within the networks talked about having 

to decide on time and resources to allocate for network participation. 
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Higher importance and focus is attached to target and performance oriented 

processes at the expense of key network tasks and processes. Processes are 

conveniently implemented where they align with the organisational strategy as 

well as these targets. Some organisations report that they had used their learning 

from the network to support their target driven tasks which had similar aims to the 

network programmes 

In organisation C, they had set up their own internal “safe campaign” which was 

developed in response to some internal issues/problems which they had.  

“It came out of a particular series of problems.  We've had some 

serious incidents that pointed at particular issues in our Trust 

around some of the generic things, you know, about 

communication, documentation etc. and it was built around that, 

although there was an important part which was around care of 

acutely ill patient, so although some of the aspects of Safe and 

SPN or SPI.. you know blend nicely, it did deal with very specific 

issues that SPN wasn't particularly dealing with, or I got the sense 

that it wasn't.” 

  Associate Medical Director -Organisation C 

They had set targets for performance management of this initiative as opposed 

to the voluntary requirement of the network membership/participation. Although 

they were members of the network, they appeared to promote the awareness of 

their local campaign over that of the network.  Frontline staff were more driven 

with the targets/requirements for their local campaign than they were with the 

voluntary network task. 

 Driving the Network Development 

Over the two years of the development of the network, there was a sense by 

some members that the network had not developed as expected, with mixed 

views about why this was the case.  At the time of conducting these interviews 

there was a push to grow the membership of the network by inviting more 

individuals from within the current member organisations. There was some 

impression that the network had suffered from some misconception based on the 

previous (SPI) initiative. A lot of the thinking around its development at the onset 
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was unclear with only a basic understanding to provide a forum of continuity after 

the Safer Patient Initiative (SPI 1 and 2), in order to achieve some spread and 

embedding of the initiatives. Individuals who had become part of the network 

talked about how the network aims and description had morphed over time. 

“One of the things I keep reminding people is that the SPI sites 

and the 1000 lives programme was a highly defined programme 

around only 7 or 8 interventions and I think what the network was 

then trying to do was extend the design and extend the nature of 

interventions to the subject matter went beyond what had been in 

SPI.  That coincided with us having been a successful pilot site on 

the primary care collaborative and also beginning to think about 

mental health so the network was useful in beginning to harvest 

ideas and do tests around things that weren’t part and parcel of 

either the (Country campaign) or the original SPI programme.”  

     Chief Executive- Organisation A 

There were talks from respondents about how best to drive the network 

development by harnessing the inner energies and drive of the members with 

regards to their levels of network participation as outlined in the vignette.  

“It comes back to the drivers that I talked about, that's fine because 

you'll get different levels of engagement, one end of the spectrum 

you're just turning up at an odd meeting but enjoying it, and then 

there are other people that want to drive it and be on the central 

committee … a voluntary system has to allow for different levels 

of engagement and maybe that's fine, but we dip in and out of SPN 

in (organisation name) and take the benefit of it.” 

    Head of Pharmacy- Organisation B 

“I think it needs really talented, really powerful people, to be the 

champions.  I think a diffused leadership campaign is okay, you 

know, you get a whole pile of stuff on e-mail, but you don't feel you 

own it.  I think it will be quite different to have a broad-based 

democratic leadership group.  I think the only way these things 
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work is where you get powerful figures within who are prepared to 

go the extra mile and really drive it.” 

Head of Patient Safety and Improvement-Organisation A 

“If people take a passive view then it won't prosper.  It needs 

driving forces, and you know, I think (name) has been a driving 

force, a hugely impressive guy, but if he wasn't there, what would 

happen, so I think somehow we've got to get really powerful 

people into it. Almost to pull us in the slip stream you know, What 

I mean is if you've got powerful people driving the rest of us get 

pulled along.” 

   Head of Safety- Organisation D 

“I think it needs the Board of Executives to be absolutely 

convinced. It has got to become important to them.  And one of 

the ironies of course is that if you do charge and you get the Execs 

to pay the money, then the Execs would insist on it, so that's the 

thinking in many ways, making something not free actually causes 

engagement, but money at (organisation name), we are poor, 

we're really poor.” 

   Deputy Medical Director- Organisation C 

Make it a requirement for their regional hospitals to be part of SPN, 

and then performance manage those hospitals.  My experience in 

hospital management is that unless it's performance managed, it 

doesn’t happen, because we've got a thousand things to do, and 

you do the things you have to do, so its got to somehow get higher 

up the political agenda so that people have got to do it. 

 

It appears therefore that in order to drive participation in the network, there is a 

need to harness the internal energies of individual participants as well as 

incorporate financial and performance management targets to motivate and 

inspire individuals and their corresponding organisations as a whole. 
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 Exploration of the Network Email (listserv) Communication 

Data 

The listserv is an on-line email exchange facility, which was setup for use by the 

network members. Individuals are given access to the listserv based on their 

membership of the network; where they have attended one or more of the 

network related activities and indicated an interest to join the communication list. 

The key contacts for each organisation are enrolled on this platform. Individuals 

who become aware of the existence of the network may also request to be 

included in the mailing list once they become aware of its existence. As discussed 

in chapter four, the adoption of case study methodology in this study allows for 

the use of a range of qualitative methods for data collection, in order to gather 

rich data from natural settings. This includes an online observation, collation of 

messages posted on the (listserv) platform over a period of time and an analysis 

of these. Content analysis (discussed in methodology chapter) was used to 

examine the email subject/topic, the content of the exchange, the frequency of 

exchanges as well as the organisations and individuals participating in the 

exchanges. Figure 5.4 shows the output of analysis of email exchanges. 
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Figure 5.4 Total number of emails exchanged by month over a 15-month period 

 

Over a fifteen-month period (October 2010-Dec 2011), there was a total of 230 

email exchanges (including both initial and responding emails) as shown in the 

diagram above. The highest number of email exchanges occurred in March with 

the lowest number occurring in February and September 2011.  

The major categories (for emails) which emerged from the analysis include 

conversations aimed at the “provision of information” by individuals such as the 

network facilitator, funder or administrator, the “solicitation” of information by 

individuals or representatives from the organisations, “appreciation” as well as 

“connections and introductions”. The details of the analysis are shown in table 

5.4  
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Table 5.4 Analysis of Network E-mail Content 

Email Category No      (%) 

Provision of Information 165    (72) 

Solicitation or Request for Information 120    (52) 

Appreciation or Gratitude 53      (23) 

Connections and introduction 74      (32) 

 

The listserve appears to be mainly used for the provision of information to the 

network members with 165 out of 230 (72%) emails during the period serving this 

function. About half (52%) of the total conversations where from individuals 

requesting for information. These include information relating to specific aspects 

of their work or general events. A smaller amount of the email conversations 74 

out of 230 (32%) are introductions or connections of individuals to each other. 

Perhaps the levels of use by individuals in these categories may vary over time 

in relation to the needs and aspirations of the members as the network develops. 

Hara’s (2007) framework on the classification of knowledge types was applied to 

the content of emails. Hara’s dimensions of knowledge types further incorporates 

the added elements of analyzing to see: who are the individuals that make use of 

the listserv; whether they had previous engagement with the SPN and related 

activities.  It was observed that on the whole, there were 73 individuals from the 

network member organisations who had engaged in conversations on the listserv.  

13 (18 %) of these individuals were either key contacts or data leads from the 

member organisations, whilst 29 (40%) were clinical staff from the member 

organisations.  54 out of 136 (40%) participants on the listserv platform had no 

history of participation in other SPN related activities. 

On the whole, it can be observed that the SPN has been developed largely in 

accordance with findings from literature on how such networks should develop. 

The members who have actively participated thus far have been instrumental in 

developing the network to suit their needs. Although the voluntary nature of 

networks is what gives them their appeal, the net benefit must be greater than 

the cost in terms of time and effort (Greenfield et al., 2007) put in by the 

organisations if they are expected to develop and thrive. 
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 Description of the Safer Patient Network Characteristics 

Here I highlight key characteristics of the network as evident from the literature. 

The SPN brings together organisations that had worked together in the past, thus 

giving it the advantage set out by Agranoff and McGuire (2001).  The early 

development of the network set-up engaged members who were involved in 

setting the aim, and anticipated outcomes to be measured. 

A key characteristic of the network so far in consideration with other types of 

networks is its complexity.  First, it is facilitated mainly by an electronic (on-line) 

platform, providing a medium for exchange of information between individual 

members and their corresponding organisations who desire the link which it 

provides. Overall network engagement by individuals appears limited although it 

is widely acknowledged as a useful tool (Feldman, 1987) especially for the 

sharing of technical information (Jones, 2004).  Broadly, the network is 

characterised by weak ties which give valuable access and information flow to a 

diverse range of people who would ordinarily fall outside the normal social or 

professional circle of an individual (Granovetter, 1983).  Consequently, such 

networks are likely to either produce too much or too little information. It is also 

plausible that in the case of such participants, their affiliation and interest is to the 

network itself and the anticipated benefits, rather than to individuals within it 

(Wasko et al, 2004).  

There are various channels of communication in the network. They include the 

key contacts for each member organisation, the listserv- an on-line email 

platform, the extranet- website which houses resources, data and other 

information as well as the various on-line calls and face-to-face meetings.  If 

people are expected to engage with a high volume of communication, they must 

be of high value.  Irrelevant ‘noise’ can often make it difficult for network members 

to filter through messages in search of the ones relevant for them (Gu, 2003).  

This presents a danger for the network communication channels are sometimes 

used to circulate un-official and ‘friendly’ messages, often of low value and so 

may not be appreciated by busy professionals.  
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The network exhibits the characteristics of a community of practice (COP)- an 

entity that requires ‘a mission’ (Le May, 2009; Gannon-Leary and Fontainha, 

2007; Conner, 2005; Allee, 2000). I presented and discussed key characteristics 

of a CoP in chapter two. The network has outlined its aim, which appears to be 

an extremely broad aspiration, relevant to the group albeit quite broad for a 

community of practice.  Connor’s argument about the importance of domains of 

practice (Conner, 2005) is pertinent.  Her study found that the broad aim of a 

concept of “service improvement” did not sufficiently engage staff who were 

interested in sharing and learning from others unless where it related to their 

specialist areas.  Networks typically depend on direct reciprocal ties and trust, 

which in the case of this SPN has been nurtured via the previous (SPI) initiative.  

In between the planned network events, the online channels and platforms 

constitute the major form of interaction and attendance of the events are 

dominated by the key contacts and a few others who themselves are a small 

number of like-minded staff (largely those with direct responsibility for clinical 

governance and patient safety). These individuals appear to have shaped the 

network for their own needs and in accordance with the stated aim of the network.  

These members seem to have formed a community of practice, which engenders 

considerable commitment and enthusiasm (Le May, 2009).   

Through the formation of the collaboratives and innovation programmes, the SPN 

functions as a vehicle for the development of (nested) learning networks.  The 

aims of these are quite focussed, making it possible to identify clearly who in an 

organisation should be involved.  The collaboratives, in some organisations have 

been the vehicle for the formation of a multi-disciplinary team, brought together 

for the first time for the purpose of a clear measurable and time-limited aim.  

These groups use virtual communication, coaching and facilitation to discuss their 

progress and problems. They also produce a range of artefacts, as recommended 

by Wenger (2001) which are available in via the Extranet- a network online 

database. 

The network appears to be viewed by both the organisations and the individuals 

as an access to available expertise.  Those most closely involved in the life of the 

network are (with only a few exceptions) those who have been engaged in its 

funded programme activities such as the innovation and collaborative 

programmes.  The reason for this may be related to a higher priority accorded to 
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these activities within the NHS organisations who have successfully bid for the 

specific opportunity to undertake specific (funded) programmatic work to which 

they have a commitment. 

 

 Conclusion 

This chapter has provided an overview of the network structure and composition 

by way of member organisations in context.  A conceptual illustration of broad the 

network structure and composite programmes are illustrated in figure 5.1. The 

chapter has provided a rich case description of each member organisation and a 

cross-case analysis of themes 

Respondents appear to have certain expectations and impressions of the 

network. Generally, they are involved in the network in anticipation of the benefit 

of gaining or developing knowledge for themselves or their organisations. The 

problems which they face as an organisation and their experience of participation 

on a previous programme- The Safer Patient Initiative which provided a suitable 

forum for the solution to some of these issues are some of the key drivers for 

being part of the network. There is a general impression that the network provides 

a forum for the flow of knowledge which potentially can help deal with the issues 

that member organisations are faced with on a regular basis. This knowledge flow 

and collaboration is helpful for problem solving that improves quality of care 

provision and saves time and resources that may have been spent re-inventing 

the wheel. 

History with the previous safety initiative and the perceived benefits from it, 

management communication about membership in relation to key tasks and 

targets, the level leadership involvement and commitment to the network and its 

values as well as the prevailing organisational contexts all appear to be factors 

which facilitate or deter the concept of networking by the individuals. 

Network membership and participation appears to be limited to the key contacts, 

executive leads and a few frontline individuals (nurses and clinicians) who are 

involved in related network programmes. The organisations have been strategic 

in the way that they have used the network to gain knowledge and information; 

generally focusing on developing and promoting their own internal programmes 
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and related targets whilst drawing on the learning from the network to support the 

same.  

Network sociograms (figure 5.3), underpinned by basic principles of network 

analysis have been used in this chapter to provide an understanding of the key 

network structure to validate how communication happens within the network. 

The key contacts are the main connectors/nodes/conduit to the network through 

which communication about the network is passed on to members and their 

organisation. How effectively this communication happens is dependent on the 

skills and abilities of the key contact as well as their understanding, knowledge 

and interpretation of their organisational strategy and focus with regards related 

issues. 

The next chapter explores the perceived benefits and motivations for network 

membership and participation by presenting findings from a much closer analysis 

of the network collaborative programme. 
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CHAPTER 6: RESULTS (PART 2) 

 Introduction 

The previous chapter focused on the data collected from five case study sites and 

provided answers to the three research questions put forward at the beginning of 

this thesis. This chapter takes a closer look at question two which reads: 

What are the motivations and perceived benefits of the network participation? 

This chapter focuses specifically on a subset of the network programmes- the 

quality improvement collaborative known as Peripheral Venous Cannulation 

(PVC) Collaborative. Here I set out to find out the motivation and perceived 

benefits of participation in the network and related programs. This line of enquiry 

has led to the proposal of a subset of questions relating to the collaborative 

programme. These are: 

• Who are those involved in the network collaborative programme?  

• Why and how they became involved in the collaborative? 

I analyse the process and experience of members’ involvement and participation 

in the (PVC) collaborative which for this part of study, involved the exploration of 

interactions between team members, their organisations as well as the 

assessment of these interactions with regards to their motivation and 

organisational contexts. Following the analysis, a framework comprising factors 

which affect the effecive implementation of the collaborative programme are 

highlighted and described in detail.  

I was keen to explore this sub-set of the network, particularly how the views and 

experiences of the participants contributed to influencing and shaping the 

implementation of the network’s collaborative aims, in order to understand the 

members’ motivations and their perceived benefits of the network. I was also very 

keen to understand how their views and experiences enhanced their overall 

participation in the network programme as well as their experience of the network 

as a whole entity. The following diagram represents an overview of the focus of 

the interview questions. Further details of the interview schedule is contained in 

the appendix of this thesis. 
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Figure 6.1: SPN Interview Themes 

 

In the PVC collaborative, the participating organisations include three (mentee) 

organisations and one mentor organization.   

In the following section, I provide a brief discussion of quality improvement 

collaboratives in general, a description of the PVC collaborative and the 

implementation process. The analysis presents within and across-case 

descriptions of the organisations, surfacing the key themes and patterns from the 

data. The main methods used are semi-structured interviews, complemented with 

observation of online learning sets (see details in chapter four) and network 

activity data of the organisations involved. The main findings from the analysis, 

reveals the characteristics of the network programme participation. A framework 

is developed with which to explore the contexts and capabilities for effective 

implementation of the network programme.  
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 Quality Improvement Collaboratives 

The emergence of Quality Improvement Collaboratives in healthcare followed the 

successes achieved from continuous (quality) improvement schemes, originally 

developed to address some of the deficiencies experienced in the manufacturing 

industry (Atkinson et al., 2010; Berwick 1989; Laffel and Blumenthal, 1989). 

Within the manufacturing ecosystem, continuous improvement was defined as a 

culture of sustained improvements targeting the elimination of wastes across the 

systems of an organisation. This involved everyone working together to make 

these improvements without necessarily making huge capital investments 

(Bhuiyan and Baghel, 2005). 

The concept of quality improvement in healthcare involves professionals, as well 

as other stakeholders, working together to motivate and learn from each other 

about processes, which relate to improvement in the provision of healthcare or 

related services. According to Batalden and Davidoff (2007), quality improvement 

in healthcare is defined as, “the combined and unceasing efforts of everyone – 

healthcare professionals, patients and their families, researchers, payers, 

planners and educators – to make the changes that will lead to better patient 

outcomes (health), better system performance (care) and better professional 

development (learning)”.  

What is evident from these definitions is that quality improvement often involves 

the contribution of ideas from multidisciplinary teams from within a single, or 

across multiple organisations. The concept involves a process of developing a 

theory of change, setting targets and making small changes which can be rapidly 

tested for their effectiveness as well as improved upon if needed and tested 

again.  This is buttressed by Atkinson et al. (2010), who indicate that “the key 

elements of QI are a change (an improvement) and a method (techniques and 

tools). They go further to conclude that QI measurement techniques include the 

use of small, rapid tests of change in real-time, and time series data for internal 

learning and monitoring progress. All these processes take root in the 

breakthrough series model which was developed by the US Institute of 

Healthcare Improvement (Kilo, 1999). Given the emphasis on interactions, 

Bunger et al. (2016), suggests that complex interventions like collaboratives 

across multiple organisations may achieve implementation of tasks through 
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modification of social networks among participants in order to increase the flow 

of new ideas and social support to support their development. 

Collaboratives were built into the structure of the SPN network programme of 

events as part of activities to keep members engaged with the network by 

providing value of learning for members and their organisations. The broad 

assumption is that through collaboration and learning among professionals, 

teams will be spurred to improve the quality of their healthcare provision and the 

resulting patient outcomes by making changes as necessary. The PVC 

(Peripheral venous cannulation) collaborative programme is one of two of the 

network’s collaborative programmes. The second one is a Pressure Ulcer 

Collaborative.  

The focus here is on the PVC collaborative which formed part of my primary 

assignment as a researcher/evaluator, within a broader evaluation project 

(Lankshear et al., 2013; 2010). I was particularly interested in understanding why 

organisations and their members are would be engaged, drawn in, interested in 

taking part in the ‘networking’ process. The findings from the analysis are 

therefore of particular importance to the core tenets of this thesis which highlights 

the benefits of networking, the dynamics as well as opportunities for the 

optimisation of the process. 

 

 The PVC Collaborative 

Peripheral venous cannulation (PVC) is a common intervention associated with 

acute hospital admission and can be a difficult task, especially when treating a 

hypovolemic or critically ill patients (Cleary, 1991).  Cannulae are inserted to allow 

intravenous (IV) access for medication, fluid, blood and nutrient delivery.  

Complications arise directly from PVC use during difficult cases or when care is 

sub-optimal. These situations arise, for example, when the physician or 

healthcare professional is unable to locate a suitable vein or even more 

challenging, finding the vein but not being able to insert the cannula. The 

cannulae may cause phlebitis and insertion site sepsis and are the third leading 

cause of device-related blood stream infections.  To overcome these challenges, 

the PVC bundle was therefore developed by the mentor organisation through a 

series of consultations with both clinicians and patients. The bundle was then 
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tested and implemented, following which it was spread widely across their 

organisation after demonstrating remarkable results in improving care and 

reducing Staphylococcus aureus bacteraemias.  

The implementation of a Peripheral Vascular Cannula (PVC) bundle provides a 

structured way of improving the processes of care and patient outcomes related 

to these devices. A care bundle involves some brief and straightforward sets of 

practices - usually three to five steps - which when applied in a collective, reliable 

and continuous manner, improves patient outcomes. Below is the PVC bundle 

which was developed by the mentor organisation. 

The PVC Bundle 

1. Checking the PVC in situ are still required 

2. Removing PVCs where there is inflammation or extravasation 

3. Checking PVC dressings are intact 

4. Considering removal of PVCs in situ longer than 72 hours 

5. Performing hand hygiene before and after all PVC procedures 

 

 The Collaborative Process  

During the collaborative process, multidisciplinary teams from the participating 

organisations were mentored over a period of eight months to one year, via a 

virtual (Webex) interface by the expert team (mentor organisation). Guidance and 

support (for the mentoring organisation) was provided by an external 

coaching/facilitator organisation. The mentor organisation in turn provided a 

series of on-line meetings known as learning sessions for the three participating 

(mentee) organisations.  

There were pre-work sessions that involved the mentee teams developing driver 

diagrams - diagrammatic tools illustrating a ‘theory of change’ which showed 

cause and effect activities to map an improvement journey. This tool is used as 

an ‘aid memoire’ to conceptualize a problem and determine the components 

which will create a pathway to achieving an aim or a goal. It consists of primary 

drivers which are system components which will contribute to achieving the main 

aim/primary outcome, as well as secondary drivers which are elements of the 
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associated primary driver that contain change concepts which can be used to 

create projects which will affect the primary driver (Reed et al., 2014). 

Before commencing the programme, documents on the requirements for the 

collaborative programme were circulated to the participating- mentee 

organisations. These included: 

1. Confirmation of an executive sponsor and a collaborative project 

lead for each organisation.  

2. Selection of a multi-disciplinary project team.   

3. The convening of an initial project team meeting- consisting of the 

project team leader and the project team early on before the project 

commences to discuss the aim of the collaborative and the 

associated background information of the bundle 

4. The collection of baseline data at the onset in order to quantify 

problems such as rates of infection in the system which can be 

improved and also to assess the results of changes made during 

the course of the programme 

Other recommendations included participants’ self-study preparations in order to 

gain basic understanding of the improvement methodology, reservation of a room 

space for the learning session and an advanced download of the WebEx software 

to facilitate the virtual meetings. Participating teams were also asked to choose 

their pilot unit in advance as well as identify medical and nurse champions within 

the unit.  

 

 The Collaborative Programme Setup 

In terms of timelines, the collaborative was originally scheduled to run for 8 

months.  However, the schedule had to be amended to accommodate delays in 

the recruitment of participants as well as the pace of progress/developments 

within the participating organisations. An initial coaching session was organised 

for the mentor team. During the session the mentor team, made up of four 

members, was asked by the coaching (organisation) faculty to consider the make-

up of their teams early on in the process to ensure that they had a good team 

composition to deliver the sessions with the participating - mentee organisations.  
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Advice on the mentoring process was given to the mentors by the facilitating 

(coaching) organisation.  

Three virtual learning sets were organised in the months of November 2010 as 

well as February and May 2011.  The aim of these sessions was to provide an 

understanding of the PVC bundle and its implementation.  Monthly (huddle) calls 

were also organised to run concurrently from the month of December 2010.  

These sessions provided different fora and opportunities for the mentors to 

provide mentorship and assess the progress of participants in their various 

organisations. 

Chapter four of this thesis outlines the methods employed for data collection. I 

was particularly interested in what happened in the context of the collaborative 

process as part of the network programmes which aimed to facilitate knowledge 

transfer and translation- application to other organisational settings. I was keen 

to understand rather than making generalizations. As such, having adopted the 

combination of the two paradigms- interpretivism and critical realism, I tried to 

explore relevant theoretical explanations by identifying causative or influential 

factors which may not be immediately apparent to an observer 

Reflecting on the analysis, the data generated from observing of the collaborative 

provided a lens and context with which to understand organisational strategies 

for the network participation, the collaborative programme implementation and 

the various issues which the organisations were faced with during participation in 

the process. There were specific incidents which highlighted wide ranging 

themes. The observational data was of specific benefit in providing a canvas by 

way of context with which to test the information generated during the interviews 

by serving as additional sensory data that revealed the moods, emotions and 

tensions involved in the collaborative process. 

In the following section therefore, I provide an overview of developments within 

each organisation during the collaborative process by presenting themes 

generated from the data. These themes were developed based on the within-

case and across-case analysis using the realist inquiry process of what works, 

for whom and in what circumstance. The section starts by presenting each 

organisation as an individual case; providing an initial description and then 

presenting the data (within-case) in themes. A cross-case analysis is 
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subsequently presented using a relevant framework with an overall summary that 

provides answers to the research questions outlined at the beginning of this 

section. 

 

 Within Case Analysis  

  Organisation X: 

The Organisation was formed on 1 October 2009 and includes acute services, 

community services, mental health and primary care.  It employs over 16,000 

staff and has 3 district general hospitals and 18 community hospitals.  It covers 

an area with a population of 600,000 people.  The area is mixed, in that it has 

both urban and rural areas, and areas with a high and low index of social 

deprivation. 

The organization was part of the SPI 2 initiative, which was viewed as having 

provided very good experience for the participating organizations by providing 

them with the tools to change their infection control practice. In terms of their 

policy climate, they had participated in the (Welsh) Improving 1000 lives 

programme following which they joined the SPN.  Their attention was drawn to 

the Collaborative by the Lead for patient safety programmes in their organisation.  

This was further influenced by active discussions at the time, between the 

medical director and the infection control lead.  They had started some initial work 

on the bundle within the organisation and were keen to expand their knowledge 

on aspects of it such as cleansing and insertion. They saw the collaborative as 

an opportunity to learn from other organisations about various aspects of the PVC 

bundle and were particularly interested in cost saving practices for skin cleansing. 

Interviews were conducted with seven members of the collaborative process: 

• 1 Lead Nurse, Infection Prevention 

• 3 Infection Prevention Nurses (including one senior nurse) 

• 1 Theatre Nurse 

• 1 Ward Staff Nurse 

• 1 Clinical Audit Staff 
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6.5.1.1 Organization’s knowledge and advancement in the field 

This organisation had been involved in the Welsh 1000 lives (patient safety) 

programme - this was initially an 18-month programme which then needed to be 

extended under the 1000 lives plus programme. Such initiatives were key policy 

and/or quality drivers on which organizational performance was assessed. The 

organisation had also done some prior work on the PVC bundle under this (1000 

lives) programme due to the fact that they had previously observed an increase 

in infections which was linked to staph aureus bacteraemia. These occurrences 

constituted a concern for both the Nurse and Medical Directors and as such was 

classified as an organisational priority. Having consulted widely as well as read 

through publications demonstrating the clinical evidence of the PVC bundle, 

adopting and implementing this process, they felt, would be one way to tackle 

their ongoing challenges.  

The organisation was therefore relatively knowledgeable concerning the gains of 

the PVC bundle; they had been sensitized and had already started working on 

aspects of the process prior to joining the SPN collaborative. They however felt 

that more knowledge could be gained by joining the collaborative and so used it 

for additional knowledge gain and support on the work they had embarked upon. 

Specifically, there were aspects of the bundle such as skin cleansing which they 

were interested in improving as an organisation. A key driver for this interest was 

a cost reduction issue relating to their chosen method of skin cleansing before 

catheter insertion.  

Being the first organisation in the region to embark on the use of the bundle (via 

the Welsh 1000 lives programme), they were keen to share their knowledge as 

well as gain some in improving their current processes. They were being both 

explorative and exploitative at the same time. This is an aspect of absorptive 

capacity, which enhances an organisation’s competitive edge (Zahra and 

George, 2002). Respondents mentioned that they had an expectation to learn 

about both the insertion and maintenance bundles of the PVC and so were 

somewhat surprised and slightly disappointed that the collaborative only covered 

one aspect - the maintenance bundle.  There were however in a position to share 

their “limited knowledge” on the insertion bundle.  
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Their initial work, prior to joining the collaborative, had involved testing on a pilot 

ward, which they felt was hampered by not having a ready “off the shelf bundle”.  

They had explored the English and Scottish bundles from which they then pulled 

together their own bundle. Once they joined the SPN collaborative, their 

proceeding work on the bundle (on particular wards) continued at the normal 

pace. They however identified a separate pilot ward for the purpose of testing for 

the SPN collaborative.  

With regards to preliminary results, there appeared to be a cross-fertilization of 

their learning on the collaborative programme, especially after using their prior 

experience on the bundle, combined with that of the network participants. 

According to one respondent; 

“We had done some previous work on the bundle but were 

interested in learning more about skin cleansing to develop our 

own processes…This was a key knowledge gap which prompted 

our desire to join the collaborative process…” 

      Infection Prevention Nurse (1) 

In terms of their overall experience of the collaborative process, respondents 

highlighted that it was useful to be in touch with other organisations that were 

involved in similar projects. According to some respondents, 

“It is quite good to be able to talk to others about the issues…to 

be able to have a safe forum to ask questions without feeling out-

of-place or ridiculed...” 

     Ward Staff Nurse 

“We’ve learnt a lot from them….we would quite like to go up to 

(Mentor organisation) because they have done so much, not just 

in terms of PVC but in all sorts of other patient safety drivers…..we  

would like to go up and see how things work on the ward, talk to 

the people and learn from them.” 

      Lead Nurse- Infection Prevention 

There was an expressed interest and desire to both share and learn from other 

organisations with a view to improving their processes. This lends itself to the 
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concept of inter- organisational learning which according to Argyris and Schon 

(1996) occurs when an organisation acquires information relating to knowledge, 

understanding, know-how or practices, of any kind and by whatever means. To 

maximise the benefits to be gained from this learning, there was a sense of team 

‘discipline’ and ‘stretch’ with organisational support and trust conferred by the 

network and collaborative membership. Being explorative in joining the learning 

platform offered by the network membership and also exploitative drive to learn 

from other organisations for the benefit of their own in order to improve their 

competitive edge addressed the wider issues of inter – organisational knowledge 

transfer of which inter-organisational learning is arguably, a subset.  

Further exploratory activities with respondents from this organisation highlighted 

the facts that they were interested in the collaborative because of their work in 

infection control and also based on the performance of their organisation in this 

area. Most recounted being asked if they would like to be part of the process and 

were genuinely interested and curious about how the other organisations were 

tackling similar issues rather than being mandated to be part of the process 

According to the respondents: 

“We were interested in learning about the skin cleansing approach 

used by the different organisations and felt that we could get to 

know more about this from joining the collaborative.”   

     (Lead Nurse, Infection Prevention) 

“I was asked if I was interested in joining… and not made 

to….obviously as a team we are not MADE to do anything and 

because it was of particular interest I thought this is something that 

I can learn from.” 

     Infection Prevention Nurse (2) 

6.5.1.2  Resource Issues 

As an organisation, issues related to both time and human resources were 

considered very important, as these constituted everyday challenges that were 

grappled with. The collaborative lead for this organisation spoke of the difficulties 

in getting front line staff together in a room for the on-line learning sessions on a 

hospital site.  She put forward the option of going away from the hospital for such 
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training but acknowledged that there would be higher cost implications for this to 

happen.  That said, the first two sessions were well attended following which, it 

became somewhat difficult to get the team together. Issues such as sickness 

absences, approaching deadlines and staff covering continually got in the way.

   

“If we were to have had learning session where we go to London, 

like with the SPI…nobody can call upon you for 

work…yeah…trying to get frontline workers in a room on a hospital 

site is very very difficult…so while the first few session were well 

attended, after that it was hard work....mainly due to staff 

absences… If you could pull them away from the hospital, you 

could have had far more success but that has implications for 

budget, time, money and all the rest of it.” 

     Lead Nurse- Infection Prevention 

“Reality says that getting frontline workers in a room to do the 

webex calls is really hard…I think you can have all the sign-up in 

the world…but on the day, two people off sick, three people on 

maternity leave…then clearly the patient safety has to come first.” 

                                    Clinical Audit Nurse 

“There has not been equal participation from the all the members 

of the collaborative.  While there is an acknowledgment that there 

are issues within each of the organisations which may hinder 

participation, the lack of involvement by some has been a missed 

opportunity for all of the organisations to learn from each other” 

     Lead Nurse-Infection Prevention  

6.5.1.3  Team skill/experience, reputation and prior experience 

According to the infection control lead, their organisation had a head start having 

previously piloted the bundle on two wards as well as had an increased adoption 

(roll out/ spread) on other wards across the organisation at the point of joining the 

SPN collaborative.  They then slowed down a bit and took time to reflect on their 

processes due to the importance of reflectivity – this was highlighted by the 
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mentoring organisation as an opportunity to “gain reliability on a pilot ward before 

spreading”.  Following this, it was concluded that the process was pretty much 

embedded in their pilot wards and so were happy to continue with the spread.   

The infection control team had been at the forefront of rolling out the bundle 

across units in the organisation. Members of the team reported that they were 

familiar with but also had good relationships with staff on the wards. For this 

collaborative, they were generally responsible for organising the training sessions 

for the ward staff and working with them to overcome barriers to the 

implementation process. This appeared to be good for the team and the 

organisation, i.e., being known to have a reputable team that is well established 

and capable of driving and managing the collaborative programme.  

“As an infection control team, we are well known within our 

organisation and we have very good relationship with our staff 

anyway…as infection control nurses were all cover different areas 

of the organisation so they know who their infection control nurses 

are and we work with the staff to get their understanding so they 

know why we are doing this…..” 

     Infection Prevention Nurse 2 

According to another respondent: 

“The infection control team’s strategy is to develop a culture of 

understanding with the staff and assist with problems relation to 

the implementation of the bundle. Identifying problems and factors 

that may hinder the process in a manner that avoids a blame 

culture.” 

     Lead Nurse, Infection Prevention 

 

6.5.1.4 Organizational and team Leadership 

In exploring the possible drivers for good performance in learning collaboratives 

such as this, the collaborative lead for this organisation highlighted that 

leadership support and backing is key.  She talked about her advantage in having 

direct access and communication links to the senior leaders such as the Director 
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of Nursing and the Medical Director and being able to have conversations at “that 

level”.  The need for verbal articulation of their support to the team and frontline 

members of staff with a clear channel for escalation of problems encountered 

was well highlighted in her reflection.   

“I know that we have got the Medical Director’s full backing on 

this...the whole ethos of the leadership support and sign-on 

requirement  by the (funders) is  seriously important… I have no 

doubt that even though they have not attended the sessions that I 

have their full backing and support to be doing this”. 

     Lead Nurse, Infection Prevention 

She also talked about about establishing a clear link between the collaborative 

aims and the organizational agenda with respect to reducing infections. She 

highlighted her use of frequent feedback, by way of bi-monthly meetings, in order 

to keep the collaborative on the radar of the team members.   

In her words: 

“I think it helps that I report directly to the Director of Nursing, so I 

would think that the infection control teams out there who are not 

fortunate enough to be able to have those conversations at that 

level would really struggle.  I also am fortunate enough to be able 

to have a good relationship with the Medical Director as well…I 

can knock on his door so that really helps”. 

“The way I have kept it on the agenda is to have fortnightly 

meetings. Members of the team feel compelled to attend these 

meetings and they have to have a very good reason for not turning 

up at the meetings….it keeps the pace going and there really has 

to be a major crises going on for me to cancel that meeting”.  

In order to keep the enthusiasm going, she highlights that  

“team members and frontline staff need to recognise that the 

directive for such work comes from the senior leaders at the top 

and is important for the organisation rather than it just being 

viewed as another added responsibility”.   
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     Lead Nurse, Infection Prevention 

6.5.1.5  Motivation 

Members of the team report that they are aware that their leadership is fully in 

support of the collaborative process, with a keen interest to see improvement in 

their infection rates.  This, according to them is part of what drives their 

participation in the process.   

In terms of what drives participation and compliance and the observed 

improvement in the collaborative, respondents highlight their feeling of a sense 

of involvement and connection to the process as well as their altruistic qualities: 

“I think it is because from the beginning when (name) and (name) 

were originally involved with it, they had involved us as a team and 

we understood the importance of it….I think that’s what has driven 

us and at the end of the day you have got the patients up there 

and we never forget the patients.”   

Infection Prevention Nurse 

6.5.1.6 Data Issues 

It was difficult to obtain relevant quantitative data for analysis and review. This 

organisation (X) reported an achievement of a 27% decrease in staph aureus 

infection rates but what was unclear, was how much of this was attributed to being 

part of the PVC collaborative. Respondents from this organisation acknowledge 

that they have had people dependent difficulties in uploading the relevant data.   

“I’ve got to be honest that it has been a bit difficult…some of us 

are more on board with computers and updating data and what 

have you…. We’ve  now got a lady called (name) who is on clinical 

audit…so there are always people to help us and we are quite 

proactive to find out what we need to be doing…some of the areas 

such as primary care and high dependency - the more controlled  

areas have found it easier”  

     Infection Prevention Nurse 

“We are now making changes such that we don’t rely on anyone 

collecting the data. We have developed paperwork, which is now 
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colour-coded to help it stand out from other documentation, thus 

enhancing completion rates for data generation.” 

      Clinical Audit Staff 

 Organization Y 

This organization is one of the largest NHS organisations in the UK. It was formed 

in 2009 by the amalgamation of three UK NHS organisations. The organisation 

manages nine hospitals and seventeen health centres. They provide daily health 

services to a population of around 445,000. The services include mental health, 

primary care, acute, public health and community services. Like organization X, 

the area of coverage includes both urban and rural areas with pockets of 

deprivation. 

Face-to-face semi-structured interviews were conducted by the researcher the 

following staff: 

• Team Leader-Senior Nurse (Heamatology) 

• Clinical Nurse Specialist 

• Ward Sister 

6.5.2.1 Organization’s knowledge and advancement in the field 

 

This organisation had also been involved in the 1000lives programmes and 

subsequently the 1000 lives plus which had similar aims to the SPN collaborative. 

One key representative from the organisation appeared well positioned within the 

network in understanding their current roles and responsibilities and so was able 

to identify a key opportunity to develop their expertise in that area. 

“… I believe it was (name), who is our Lead Nurse, probably, who 

was approached, who probably did think it would run hand in hand 

with the type of stuff that we were doing, so it would be valuable.  

I think that is probably … where it came from”. 

            Ward Sister 
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Due to the influence of the 1000 lives plus programme which had similar aims to 

the SPN collaborative, staff put forward where somewhat pre-sensitized to the 

process. 

“But because we've got the SPN and we've got the 1000 Lives 

Plus going on. And with the 1000 Lives Plus, they're asking for 

similar sort of things, apart from being mentored by (organisation 

name) in the SPN. With the 1000 Lives, from what I understand, 

is that it is just directed. For example, if you need to have pilot 

sites, how many cannula are you putting in? what are the infection 

rates like? We’ve not got a collaboration group for that, so they 

sort of … I mean the requests are coming from two different 

groups, but it's actually the same stuff that we're really doing, from 

what I see, but you've got the added mentor support with the 

SPN”. 

     Team Leader, Senior Nurse 

According to a second respondent: 

“And now we've got a different team for the 1000 Lives with (name) 

leading on it, which has proven to be a little bit more regular 

meetings and support etc. so it has changed, but it's separate from 

the collaboration of the SPN…….It's the same actual information 

that they want and the same sort of drivers, and getting this bundle 

working…” 

      Clinical Nurse Specialist 

 

The organisation was in a flux of participation with various initiatives for the 1000 

lives plus programme, consequently respondents did not appear to clearly 

differentiate the network programme from other safety initiatives which they were 

involved in. For this respondent below, one programme/initiative appeared to flow 

into another 

“Yeah, and it seemed to me that SPI was no more, and it was the 

1000 Lives, then there was the 1000 Lives Plus, and I've been 
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involved in all of that and it was only when the Safer Patients 

Network picked up, or we ran with this umm bundle, the skin care 

… not skin care, the umm … PVC bundle, that the Safer Patients 

Network came back into play, and after meeting up with (name), 

umm, I realised that they were different things but that were 

running simultaneously if you like, but we needed to link them to 

each other”. 

      Clinical Nurse Specialist 

Although this organisation is quite knowledgeable and experienced in the field, it 

is clear from the above comment that some members of the collaborative are 

clearly confused with the various related strands of the network collaborative with 

other organisational improvement programmes. 

 

6.5.2.2  Organisational and Team Leadership 

When respondents were asked to discuss how they became involved with the 

SPN collaborative work, the path to their inclusion was not as clearly outlined as 

described by organisation X. Respondents mainly highlighted being asked by 

their line managers to join the collaborative and some reported that they had not 

clearly understood the aim of the collaborative. As a result, most of them turned 

up at the first call with very little information about how it was going to run or who 

was expected to lead it. There was a general impression among the members 

that the collaborative would be run by the team from infection control which turned 

out not to be the case.  

 

“We had presumed, and assumed, that infection control were 

going to lead it and then it sort of wasn't, because we'd been 

….(pause)  there was supposed to be more pilot sites, which there 

didn't end up being, there ended up being just ourselves, so we 

initially got told we had to be at this room at this time, for the first 

call, and I can sort of say that (name) and I really didn't know what 

was expected of us when we were asked to join and so we sort of 

muddled through that call and then we just continued what we 
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were doing which was improving cannula care on a local basis…”

  

Clinical Nurse Specialist- Organisation Y 

  

6.5.2.3 Team Skill/ Prior Experience 

Respondents talked about being nominated to join the collaborative based on 

their specialty and previous work experience - being closely aligned with line 

insertion. Previously, this group had actively worked to identify aspects of line 

insertion where they had expertise and like organisation X also had identified 

what aspects they needed to improve upon 

“When you think we're an area that deal a lot with intravenous 

antibiotics, chemotherapies, most of our patients, you know, well 

over 90% of our patients will have access either a catheter, such 

as a Hickman, or a PICC line, so we should be you know really 

top quality in our care, but what was happening was, yes, our 

PICC lines were pretty good, our Hickman lines were pretty good, 

but then… the peripheral cannulation wasn't that good, and what 

was worse was the documentation surrounding it, so (name) had 

already recognised this when she came to the ward and had 

started putting together an audit pack and a sticker maybe”.    

Ward Sister 

 

“so we'd done a lot of work in regards to that (meaning 

cannulation) over the time, when there was an e-mail circulated 

from the SPN with regards to the peripheral vascular catheter 

bundle, so my line manager, knowing that, had put our name 

forward and said that we would be happy to be a pilot site, and so 

I just came in, I was told that we've put you forward obviously as 

the IV Lead, it was kind of my remit’’. 

     Team Leader, Senior Nurse 
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As an organisation, there were discussions had with strategic plans to improve 

on their process of care and so there was management interest in the 

collaborative process membership. Generally, respondents from this organisation 

say they did not feel compelled to join the collaborative and that they could see 

where their skills were useful in meeting the collaborative requirements. They 

however appeared not quite prepared to run with the requirements for the 

process. 

6.5.2.4  Data Issues 

Data for measurements and assessments was also hard to come by for this 

organisation. According one respondent: 

“I email people in between using the contact list on the extranet, 

just to make sure that they understand what's going on, the 

requirements and so on. I try and encourage them to put 

information (data) on the extranet which has been a huge problem, 

because nobody does, so you know I've been quite frustrated in 

trying to get people to do that, and I teach, well not teach, facilitate 

the calls.  That's about it really”. 

      Clinical Nurse Specialist 

It appears they generally had difficulty in reconciling the organisation specific data 

to the format that was required by the SPN extranet (on-line platform). 

Respondents highlighted that one of the key problems with the data was that the 

different organisations recorded their data differently and these differences were 

not easily reconciled to the format required for the extranet. Respondents’ views 

about this are highlighted below: 

“….In (region), definitely they do measure things differently, they 

are using I think incidence data and we use prevalence data at 

(organisation name), and we are asking them to collect this 

prevalence data which is really valuable for frontline ward team 

but not valuable for the collaborative reporting. We've got a huge 

problem with documentation and data collection in the department 

at the moment.  I think that's hampered a lot of us progressing 
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because there's so many different places that people are writing 

things at the moment, but we're working on that.” 

       Clinical Nurse Specialist 

“In terms of the data that we collect…well we have our infection 

control type data, it's not specific to cannula's or lines or anything, 

and as for number of cannulae, we don't tend to document when 

we've got that information from procurement, but we are collecting 

some information …  

it's just our weekly audits for the bundles, we've got two bundles 

at the moment, one's the care bundle which is similar to the 

(organisation name)’s one, and then the other one is a 

documentation specific one; so reviewing the stickers that we're 

putting in place, the VAP scoring, etc.” 

       Team Leader, Senior Nurse 

According to one respondent, there are real patient benefits (such as reduced 

infections) from staff participation in the SPN collaborative, however data to 

support these claims was difficult to come by. In her opinion: 

 

“Oh definitely, I think patients are getting better care with their 

cannula's.  It's opening the eyes of you know myself and staff as 

to what is good catheter care in some way, in terms of what they're 

looking for.  I think, as well, that one good thing is that it has 

involved the ward department, and so a lot of the nurses are 

getting a little bit more involved in project which helps improve 

their knowledge of patient care. They're getting involved in audit 

and data collection, which I think is beneficial. There's still a long 

way to go, I think we struggled in the onset, we really are still 

catching up with that time.   

       Ward Sister 
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  Organization Z  

Organization Z is the largest health organisation in the region.  It provides a full 

range of primary, community, mental health and acute hospital services for a 

population of around 676,000 people across six counties. The Health Board 

employs around 18,000 staff.  It is responsible for the operation of three district 

general hospitals as well as 22 other acute and community hospitals, and a 

network of over 90 health centres, clinics, community health team bases and 

mental health units.  It also coordinates the work of 121 GP practices and NHS 

services provided by dentists, opticians and pharmacies. 

The key contact for this organisation did not respond to invitations to be 

interviewed. However, data gathered from the observation of learning sessions 

and one interview by the assistant collaborative lead helped in developing of a 

picture of the experience of the collaborative process in this organisation. The 

Interview was conducted with the respondent who had a key support role in the 

delivery of the collaborative on behalf of the organisation. 

6.5.3.1  Organisation’s knowledge and advancement in the field 

This organisation (as with the other two previous cases) is involved with the 

1000lives and related programmes. As an organisation, they had been involved 

with all of the programmes relating to this and had pressure from the leadership 

to focus on and get the programme right.  

According to the respondent, there was a lot of activities going on in the 

organisation. Much of this was about the organisation being involved in other mini 

collaboratives for the 1000 lives programme. She spoke about the organisation’s  

strategic focus on the 1000 lives programme initiatives and the workload 

implications for effective data generation. Perhaps this was all contributing to the 

feeling of fatigue and general apathy towards the network programme. In her 

words: 

“In (region), because we’ve got so many collaboratives going on 

at the minute, we are on a verge of death by data. We are so 

dependent on the wards collecting the data that if we are not 

careful, we would drown the ward……and one of the things I have 

noticed is the thing that the SPN is doing has significant overlap 
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with the 1000 lives but they are asked to do it slightly 

differently……there are no tensions there but they have got to get 

the 1000 lives right because the annual quality framework is what 

we will be measured on so basically our focus is 1000 lives.” 

      (Assistant Collaborative Lead) 

Like the other organisations, although this organisation had knowledge in aspects 

relating to the collaborative aims, they were not able to engage with the network 

collaborative process as required. Staff generally were reluctant to get on board 

and mainly appeared driven by the 1000 lives plus programme elements which 

seemed to have a higher precedence. They were also not able to harness or 

cross-fertilize their learning, possibly due to a ‘one-man team’ situation which 

developed due to a lack of adequate resource structures. 

6.5.3.2  Organisational and team leadership 

Although, both the executive and management leads had expressed interest in 

their organisation becoming a part of the collaborative, a visible and articulated 

leadership support during the collaborative process was less evident. The 

collaborative lead had told the on-line learning group that there was an initial team 

of three who had been ‘told’ to get on board with the collaborative.  

From her report during the on-line session, there was a sense of lack of 

willingness by the team to get on board with this ‘additional piece of work’. She 

(key lead) expressed difficulty in getting the ward manager and other staff 

engaged and involved in the process. According to her: 

“The ward manager had expressed some concerns that the 

clinicians on the ward, who are key to the process would not get 

on board. When I asked what was their main concern, they said it 

was about the time needed to participate and complete the 

necessary documentation for the learning process. They were not 

keen.” 

……….. 

“I have been up to the ward manager today and she has got 

reservations about the whole process, because it is something 
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that they have not done before. It’s is a case of they understand 

that it needs to be done but more about getting time with all the 

other documentation that they have to complete…” 

      (Collaborative Lead) 

The collaborative lead explained that as a result of this, they had moved through 

a first, second and now third ward, trying to find one that would be ‘receptive’ to 

participating in the collaborative process. According to the interview respondent 

(assistant collaborative lead) from this organisation, the initial ward chosen for 

the pilot of the collaborative was very heavily involved in the 1000 lives 

programme and based on their workload relating to this, she had advised them 

to pick a different ward for the implementation of the SPN collaborative.  A second 

ward was then chosen but the ward manager and team in that ward declined to 

participate within a few weeks into the training.  The collaborative team then 

moved on to a third ward.  As a result, things were a bit slow to get off the ground 

but had slowly began to gain traction. 

During the on-line learning session, the collaborative lead expressed concerns 

about a lack of clinical leadership involvement in the collaborative. She suggested 

that she needed to get the leadership involved, in order to get the attention and 

involvement of the clinicians. She was encouraged to do this- seek leadership 

support and intervention. This however appeared to be difficult to achieve 

throughout the entire process of the collaborative  

“….I actually spoke to the manager on the original ward that we 

had selected…. and she was obviously quite disheartened…that 

mostly it’s the medical staff that are quite resistant to change….it 

seems to be that for most of the wards here (org Z), it’s the medical 

staff that actually put in the cannulas and its actually capturing the 

medical staff- so its actually getting the medics on board that is 

the big thing. I will have to speak to the medical director.”  

     (Collaborative Lead- Organisation Z) 

During the on-line sessions/calls, when the collaborative lead was asked to 

provide more context about the problems they were facing, she highlighted a lack 

of compliance with the implementation of the bundle by the clinical team. 
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“It is actually telling us that with all the different elements of the 

care bundle…. majority of the time the practitioners are not 

compliant….that is basically what it is telling us in plain 

language…” 

     (Collaborative Lead- Organisation Z) 

She also let on that she was told not to report back about the developments at 

the on-line learning sessions. They did not want their organisational issues played 

out before the other member organisations. During the (on-line) cross-

organisational sessions it was highlighted that there were deep issues within the 

organisation (Z), which were hampering their progress. Also, the collaborative 

lead had been instructed not make any presentations about the developments 

relating to the collaborative process. 

6.5.3.3 Team skill/prior experience 

The core team for this organisation was difficult to picture as a consistent (core) 

collaborative implementation team did not appear to exist. After the first call which 

had three representatives, subsequent calls were attended (occasionally) by the 

assistant lead and (consistently) by the key collaborative lead who later declined 

to be interviewed. The other organisations had at least four core (consistent) 

members during the entire collaborative process.  

According to the respondent (assistant lead), the PVC collaborative had four core 

members made up of three (3) Ward Staff Nurse and herself - a clinical Audit 

Staff. Participation on the calls however showed no more than two collaborative 

members. The account of the collaborative lead (during the on-line sessions) for 

this organisation about her experience reveals a lot of frustrations. According to 

her report of events, she had been working as a “one-man team” and leadership 

involvement to assist with easing the communication process was an issue.  

During an on-line session with the coaching faculty, the mentor organisation 

discussed their reflection on developments relating to organization (Z). They 

observed that the collaborative lead was working on her own and evidently 

struggled to accomplish tasks. In their words: 

“She had spent the last six months working in isolation to develop 

the collaborative tools, without any testing or collaboration with the 
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clinical frontline team who are very important to the success of the 

process. As a result, there was no buy-in and they had no data to 

show or present on the aspects of the bundle being implemented.” 

      (Mentor Organisation Team Lead) 

The approach of an individual working in isolation to develop collaborative tools 

appears counterintuitive. A reflective discussion with the network facilitator 

revealed a similar viewpoint: 

You need to be able to bring your team together and get them 

interested, to see why this is important. There is no point sitting by 

yourself to develop what you expect to be readily adopted by 

everyone else, getting that early buy-in is important. 

     (Network facilitator) 

6.5.3.4 Data Issues 

Data was also slow to gather in the efforts within this organisation. This came as 

no surprise to the other members of the network collaborative. They had moved 

through three wards, trying to identify one that would be willing to implement the 

collaborative. At the point of interviewing the respondent, they were on the third 

ward and had just began making attempts to collect some baseline data on 

compliance with the bundle. In the first two weeks, the data that was collected 

showed that they had compliance with the bundle of around 75% on the particular 

ward.  This then dropped rapidly to about 30% after two weeks. In trying to 

understand the reason for this marked variation, the respondent says: 

“One problem has been that they keep changing what they are 

measuring; making amendment to the measuring tool and not 

liaising with the data lead. When you keep collecting different 

types of data, you end up with nothing to compare it with. What 

would be useful is for us to sit down together and agree the focus 

of the data collection”.   

    Assistant project Lead- Organisation Z 

This in her view invalidates previous measurements and does not allow them 

compare progress on the collaborative process suitably.  
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  Context Matters; understanding organisational differences 

and collaborative outcomes 

Collaboratives are increasingly being used as vehicles for knowledge 

management in healthcare settings. They are better viewed as complex 

interventions introduced into a system with no clear boundaries such that factors, 

both internal and external to the system can have effect on the situation at play 

and ultimately the desired outcome. There is research evidence (Newton et al., 

2007) about how minimal the impact of collaboratives often appear and why there 

is a need to explore in detail, the factors that contribute to the success of such 

collaboratives in healthcare settings. Furthermore, there is a growing body of 

literature that refers to context as an important consideration when looking at the 

implementation or evaluation of quality improvement collaboratives. Walshe 

(2007), for example, emphasizes: 

“…we need to consider the context in which the intervention is used…”  

This author (Walshe, 2007) goes further to classify ‘context’ with respect to their 

levels of variance, such that ‘low variance’ represents homogeneity while ‘high 

variance’ represents heterogeneity. It is therefore important to identify the aspects 

of context that can be focused on in order to achieve as near a desired outcome 

as possible. Similarly, McDonald (2013), suggests that more research needs to 

be developed to understand context matters for the benefit of those who 

implement and conduct research on quality improvement interventions.  Other 

scholars (Lomas, 2007; cited in Dixon-Woods, 2014) go as far as concluding that 

the ‘overriding influence of context’ may go a long way towards explaining the 

difficulties in developing and offering solutions that facilitate the improvement of 

quality in healthcare.  

Context itself is defined by researchers as all of the factors which do not constitute 

part of the quality improvement intervention (Ovretveit, 2011; Stevens and 

Shojania, 2011), which in this case are understood to be higher order issues 

which can include structure, culture and leadership (Allen, 2012). Of particular 

interest is a model for understanding success in quality – MUSIQ, developed by 

Kaplan et al. (2011). This framework highlights key aspects of context with the 

authors advocating the need to develop explicit frameworks, models or 



 

223 
 

taxonomies for advancement in the understanding of the role context plays in the 

achievement of quality improvement efforts.  

Having developed a framework based on the themes from my data, I explore the 

authors’ (Kaplan et al., 2011) framework for applicability and made modifications 

based on my data and realignment of some of Kaplan et al.’s broader themes. In 

terms of the major modifications to the MUSIQ framework, I have introduced the 

concept of internal drivers/triggers to a broader grouping of environmental factors. 

For organisational context, I introduce inter-organisational learning and three 

related aspects; culture, readiness and absorptive capacity. The structural 

capability of the organisation is also of importance for implementation. I also 

introduce the concept of time into the grouping on support and capacity. The 

output my framework development is as shown below. 

Table 6.1: Contextual Framework: Inter-organisational differences in Quality 
Improvement Collaboratives Success  

Environmental Context- 
Factors/ Drivers 

Organisational 
context 

QI Team 
Support and 
Capacity 

• Project 
funding/sponsorship or 
payment 

• External 
drivers/motivators: 
policies and quality 
regulations/framework
s 

• Internal drivers or 
triggers 

• Leadership- 
Executive and 
managerial 

• Inter- 
organisational 
learning: 
Culture, 
Readiness and 
Absorptive 
Capacity 

• Microsystems  

• Capability 

• Motivation 

• Team 
diversity 

• Skill-Experts 

• Prior 
experience 

• Tenure 

• Leadership 
and trait 

• Norms 

• Reputation 

• Data support 
and systems 

• Human 
resource  

• Time 

 

  Cross-case analysis of context in participating 

organisations: 

An analysis of the implementation of the collaborative tasks across the three 

participating organisations reveal often changing or fluid organisational contexts, 
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environment or atmosphere, in constant interaction with the collaborative tasks 

to yield various outcomes.  

  External and Internal Policy Drivers 

The local political context within each of the organisations were varied. In some 

cases, these were found to be in a state of flux, with organisations highlighting 

experience of constant re-organisations and related internal changes during the 

period. During interviews, respondents highlighted and referred to on-going and 

prospective organisational/structural changes which were viewed to impact on 

staff attitudes to their core functions and any additional requirements such as for 

the network collaborative.  

In exploring the external policy context of the participating organisations, it was 

observed that all of the three organisations functioned within a context of one or 

more quality framework targets and/or regulatory policies which were then 

translated into specific initiatives/programme(s) with corresponding tasks and 

targets. All of the three organisations that participated in the collaborative are 

situated in the Welsh region and so operate under similar political and regulatory 

context.  One of the recommendations of the NHS Wales Annual Quality 

Framework 2011/2012 was to reduce harm and variation within healthcare 

systems. Key quality deliverables within this included adopting a zero tolerance 

for healthcare associated infections. A key focus to achieving this was reducing 

invasive devise associated infections, such as with the PVC. The three 

organisations involved in the collaborative therefore had in place, targets related 

to the reduction of device associated infections as part of the 1000 lives plus 

programme. There was a strong organisational focus on the achievement of 

targets related to this which are viewed as very important for the organisations’ 

rating or status.  

Organisation X appeared to make a clear early link between the collaborative aim 

and this policy target and also involved the same team (infection control) involved 

in driving the target tasks for the network collaborative tasks. With a slightly 

different approach, the other two organisations (Y and Z) started off enacting 

teams separate from their policy target tasks albeit with individuals who had done 

some prior work related to the PVC insertion and maintenance within the 

organisation.  
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When such policies and targets are strategically linked and related to the wider 

organisation aims and network programmes, it appeared to sensitize the 

participants and provide a motive for participation in the programme. This was 

the case as understood and reported by respondents from organisation X. Some 

respondents from organisation Y also shared this view. The (one) respondent 

from organisation Z and a couple from Y however did not seem to make any link 

between the collaborative aims and their wider organisational strategy even 

though they had similar (parallel and overlapping) programmes running in their 

organisation.  As such, the staff viewed the additional work requirement as time 

consuming and bureaucratic. The result of this was a general apathy and 

reluctance to engage with the process 

Across the three organisations, there was a mandate to be part of the network 

and its composite programmes, of which the PVC collaborative is one. 

Organisations were rewarded for their participation in other programmes, such as 

those that had to do with innovation. For this collaborative, there was however no 

incentive/reward or benefit for achieving the collaborative tasks within the set 

timelines. This appeared to contribute to the level of inertia and lack of motivation 

in the implementation process.  

 Organisational Readiness and Absorptive Capacity  

Weiner (2009), defines organisational readiness as members’ resolve and 

commitment to implement a change in the organisation, as well as their shared 

belief in their capability to achieve this change. This definition assumes, in the 

first instance, that there is a shared understanding of the need for such change 

in the organisation or group process. This follows on from the leaders - executive 

and management carefully articulating the need for the change and linking it to 

the wider organisational strategy. According to Weiner (2009) organisational 

readiness is a multi-level construct which will vary in context depending on how 

members value an implementation or change process as well as their 

assessment of the feasibility of such change in gauging the demands, resources 

available and other contextual factors. It is thought that when the level of 

readiness is high, the members are more likely to get on board, put in the required 

effort as well as be persistent and cooperative towards the end result being a 

more effective implementation or change management programme. 



 

226 
 

Burnett et al. (2010), acknowledge that organisations will respond differently to 

initiatives and changes, in line with their specific organisational capacity.  

Organisational readiness is a pre-requisite for change but dependent on key 

factors, some of which include: 

• Leadership style and commitment to safety and quality 

• Consistency of change programme with existing goals 

• Culture and environment for improvement work 

• Past history of success with other programmes 

With regards to the sites studied, a certain form of inertia was observed in two of 

the three organisations in accomplishing the collaborative tasks.  These were 

Organisations Y and Z. Although the executive and senior leadership in these 

organisations had signed up to their organisation’s participation in the 

collaborative programme, the organisations were given some flexibility to develop 

the individual tasks for the overall implementation of the collaborative within their 

respective organisations. Further down the line in the implementation, the 

articulation of leadership support in resolving issues was less evident in these 

two organisations, and even more so in the third- organisation Z. The 

collaborative leads tasked with the implementation, reported that they were left 

to “figure things out on their own”.  

The concept of absorptive capacity refers to an organisation’s ability to identify, 

assimilate, transform and apply external knowledge gained for the improvement 

of their own processes (Cohen and Levinthal, 1990). A curiosity for development 

and research leads to the development of a body of knowledge about specific 

aspects which relate to the organisation’s specific products or services. When 

such capabilities for a tailored knowledge base is in place, the organisation is in 

a better position to identify valuable external knowledge which can enhance its 

current processes. Having the knowledge base facilitates specific connections of 

association to develop insights but the actual assimilation of new knowledge 

depends more on knowledge transfer across, and within, smaller units (Roberts 

et al., 2012). Some researchers (Pennings and Harianto, 1992) have highlighted 

that having such exposure to external knowledge for the sake of it is not sufficient 

to ensure successful absorption, rather a transformation or assimilation into the 

organisation’s specific process is of importance. It is thus a multidimensional 
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construct which consists of three related organisational capabilities; knowledge 

identification, knowledge assimilation/transformation and knowledge application 

(Lane et al., 2006). 

The ability of an organisation to absorb and use external knowledge depends on 

its level of prior related knowledge (Cohen and Levinthal, 1990) as well as the 

presence of structures and processes which aid knowledge absorption (Roberts 

et al., 2012). According to Jansen et al. (2005), Coordination and socialization 

capabilities are two types of organisational capabilities which impact on its 

absorptive capacity. Coordination refers to the ability of the organisation to 

manage dependencies for its various activities, enhancing knowledge exchange 

across both intra and inter-organisational boundaries while socialization 

capabilities refers the organisation’s ability to produce a shared ideology. Strong 

socialization capabilities are characterized by shared values, common language, 

established behavioural norms, and a consistent set of beliefs (Roberts et al., 

2012). 

Looking at the three organisations, organisation X appeared to have primed its 

team members based on their prior engagement with the PVC bundle for 

improving the process of care in their organisation. They were sensitized by 

“triggers” such as the high infection rate and the leadership interest and resultant 

strategic direction to explore learning in the subject. The organisation also had 

the necessary socialization and co-ordination capabilities in place; by way of an 

established infection control team, known across the organisation and a general 

perception of interest in the PVC bundle. Their interest to share knowledge and 

explore learning from the other organisations with a view to exploiting these for 

the benefit of their organisation, displays the readiness and absorptive capacity 

of the organisation 

  Organisational Characteristics for Quality Improvement  

Researchers (Burnett et al., 2009) involved in safety and quality improvement and 

change management in healthcare have identified the importance of 

organisational readiness for such process to happen 

One organisation (X) reported that they harnessed the lessons from their 

participation in other similar programmes such as the 1000 lives plus, cross-

pollinating the ideas to develop and support either of these. Leadership 
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commitment to the process was well articulated by the leadership as well as by 

the frontline team who reported access to their leadership.  A second organisation 

(Y) reported to have commenced looking at ways use their learning from 

participation on the other programme as well.  

The development of the organisations’ aims and process for the collaborative 

were varied - being context specific to the problems as experienced in the 

respective organisations. As they progressed on the collaborative, it was 

observed that the organisations were adapting and customising the bundle in 

order to fit with their organisational requirements and context. Sub processes 

were reportedly incorporated within the five steps of the bundle to tackle problems 

or contextual issues/barriers within the organisations. The bundle originally 

comprised the care and maintenance components. During the course of the 

collaborative however, two of the three organisations (X and Y) reportedly 

developed and incorporated an insertion element to it. This was done to tackle 

specific infection related problems, which they had identified prior to joining the 

programme.  

 Visible leadership involvement and commitment 

The articulation of leadership support and its visibility throughout collaborative 

programmes appears to be key to successful implementation. A closer look at the 

organisations that appeared to fare well in overcoming resistances and barriers 

to implementation showed that senior leaders within the organisations had 

communicated the programme’s importance and priority level ascribed to it 

across the various levels in the system, right down to the level of the frontline 

staff. Organisations X and Y in this case performed well, being able to overcome 

early resistances. Most of the respondents appeared to understand and 

appreciate its link to the other programmes and fit with organisational wide 

strategy. According to Newton et al. (2007), where teams believe in a change 

process and can identify with the purpose of the change, they are more likely to 

drive that change than when the relevance is not easily identified. According to 

the key contact for organisation X: 

“Our frontline staff were enthusiastic to participate in the 

collaborative process once they understood its importance and 

link to the overall organisation’s aims.” 
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     Key contact (Lead Nurse- Organization X) 

She suggested that having direct access to the leadership at all levels in the 

organisation, including at the senior/executive level. In her view, this helped to 

facilitate implementation and spread to other units in the organisation. Everyone 

interviewed in this organisation appeared to understand the importance of their 

involvement and so showed little, if any, resistance or were keen to get on board. 

In the other two organisations, namely Y and Z, it was evident that although there 

had been an initial executive approval sign up to be part of the collaborative, such 

high level support was not so visible or easy to draw on once the programme 

commenced.  

 Support and Capacity 

In organization Z, the lack of a clear link of the collaborative aims to organisational 

targets or existing initiatives within an organisation, appeared to stifle the process. 

Staff within this organisation, reportedly viewed their participation as separate 

and additional to their current tasks. Instructions to participate appeared to have 

been handed down by the senior leaders, even though the process was not 

adequately resourced, especially with the additional workforce that was required.  

Across they three participating organisations, there was clearly difficulty in getting 

the participating organisations to accomplish certain projects tasks (such as data 

collection) as and when required. This was further verified by the respondents. In 

their words: 

“Because we are not sure how to measure yet, what we are 

focusing on now is an improvement in compliance with the one 

aspect of the bundle, then we would explore how to measure it 

correctly.” 

    Clinical Nurse Specialist- Organisation Y   

“In terms of measurement in this organisation, we haven’t got a 

good system and that’s part of my role now to look into this….. 

Well we’ve now got ward level data; compliance for the bundles 

but I must say it is very few and far between when I get it.” 

    Assistant Collaborative Lead- Organisation Z 
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A comment from the mentor organisation’s key lead sums up the data scenario 

“Getting the data out of the organisations and onto the extranet is 

like pulling teeth.” 

              (Lead- Mentor organisation) 

 

 Project team formation 

Organisation X employed the expertise and effort of an established team 

(infection control) to implement the project. The team was well known to all 

members of staff across the organisation with a leader who was also nominated 

to lead the collaborative. The other two organisations (Y and Z) had problems at 

the beginning with regards to the project team formation. In one of the 

organisations, this resulted in the lead nurse stepping in to make contact with 

other senior leaders, asking for support to draft in more members from their 

sections. 

According to a respondent from the organisation: 

“We've had our Lead Nurse's support who's contacted (name) 

who then contacted senior nurses and the divisional leads and 

said, you know, my girls are out there doing this, they're doing it 

on their own, we agreed to be the pilot site but we didn't agree to 

run it all.  Unfortunately, if they don't get some support and soon I 

will be pulling them out.” 

      Ward Sister, Organisation Y 

This communication was reported to have triggered more support being drafted 

in for the project team. Leadership involvement and commitment which is 

articulated in the previous quote, needs to be visible and able to be “activated on 

demand” when needed. Some authors (Newton et al., 2007, Ovreveit et al. 2002) 

have highlighted this communication between the collaborative team and the 

executive sponsors as vital to the process, adding that keeping the leaders 

informed of their expectations and requirements will bring the help required in 

removing the barriers to implementation. In the two organisations (Y and Z) were 

team formation was being enacted, it appeared to be a process that was slow to 
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implement with team members needing time for group cohesion to occur. 

Respondents from organisation Y spoke about their initial perceptions of the 

project being led by their infection control unit or being part of a larger 

implementation team. When this failed to happen, they reported feeling 

demoralized and struggled to go on. 

 The process of team formation or selection for programme implementation 

appears to be one that needs to be planned carefully. Across the three 

organisations that participated in the PVC collaborative, it was observed that 

there were predominantly three groups of people in the teams. These include: 

• Those nominated by their organisations and were willing to 

participate 

• Those who nominated themselves and were keen to participate 

• Those who say they were asked (nominated) or ‘made’ to join the 

programme.  

Willingness to participate is key to the smooth running of the process. Most 

respondents who were made to join recount their experience of not being aware 

of the programme’s aims/objectives, and so went through at least three of the 

learning sessions not knowing exactly what was required.  They reported going 

through the sessions blindly, trying to ‘make sense’ of the process which only 

became clearer much later into the process. As a result, the reported experience 

of the process over time by both the mentees and their mentors, was one that 

was re-iterative with the mentors having to go back to clarifying the basic 

concepts such as the use of the relevant methodology quite late into the timeline 

of the programme.  

The three organisations involved in the collaborative expressed parallel 

pressures with other policy and regulatory requirement programmes like the 1000 

lives plus, which had similar aims/focus as the SPN collaborative. This was 

reported as bringing on to the process, some level of overload and overlap by the 

respondents.  One of the organisations (Y) reported to have handled this by 

running the SPN collaborative as a separate strand of work from their national 

policy programme, whilst cross-pollinating the ideas and learning from both 

strands. A second organisation (X) reported that although the two strands had 

initially been kept separate, they had discussions to seek ways of linking them up 
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with a view to drawing on learning from both strands. In the third organisation (Z), 

the programmes were also kept separate from each other but with no opportunity 

to cross-fertilize any learning. A key respondent for this organisation reports that 

staff in the organisation saw any overlap as a duplication of effort and were 

somewhat fatigued by the duplicate requirements of the different programmes. 

Organisation X appeared to cope adequately with the SPN tasks as an additional 

programme requirement. Respondents from this organisation (X) highlighted that 

they had a strategy in the allocation of tasks; building it into the structure of the 

staff routine so that they don’t see the tasks as an additional task or paperwork. 

This is a move that is also emphasized by Newton et al. (2007).  

Observation of the collaborative sessions shows a need for time- to allow for a 

period of “sense making” by the participants within the timeline of the 

collaborative. This allows for thought processing and reflection on the aims of the 

programmes and the requirements of the process. Added to this, an early 

assessment of participants’ knowledge of the methodology of choice, clear 

communication of the programme’s aims and objectives which clarifies expected 

achievements and agreed timelines appears key to the timely development of the 

programme. It also ensures that participating organisations are working at similar 

pace and towards similar targets, thus preventing a need for constant re-iteration 

of process requirements and the experience of patchy implementation. 

 Team Characteristics 

The overall performance among the three (3) participating organisations 

appeared to be disparate. All three organisation were involved in the 1000 lives 

programme which was mandatory for the region and so were involved in 

programme strands related to the collaborative aims. One organisation (X), which 

appeared to move ahead of the others showed the following characteristics which 

were less evident in the other two (Y and Z). 

• The team from organisation X had clearly identified a gap in their 

knowledge base that joining the collaborative would help them 

bridge. 

• Organisation X had a dedicated (natural) team (infection control) 

who were well known (reputable) across the organisation and 

leading the improvement work within the organisation. Ovretveit et 
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al. (2002), in their study highlight that teams that are fully formed 

and functional prior to the commencement of a collaborative, 

appear to be the most effective. The other two organisations (Y and 

Z) each started off with nominated members who had the task of 

developing their team dynamics as well as trying to drive the work 

of implementing the bundle. Team leadership trait and 

cohesiveness appears to be key to this process. The team leader 

of organisation X spoke about working to maintain team dynamics 

by building enthusiasm among the participants at the onset of the 

process and keeping them motivated throughout the process by 

working to see that the programme remains a priority using 

initiatives such as fortnightly meetings with members of the team to 

ensure that the focus is maintained. 

• This organisation (X) also reports enlisting the help of ‘champions’ 

on the wards to drive the work across units in the organisation. A 

clinical champion who advocates change is said to be an important 

component of the collaborative method (Newton et al., 2007). It 

appears to be quite important for the team leader to be able to get 

people on board and enthused with the process. The observation 

that the collaborative lead for organisation Z was working in 

isolation for what is clearly is a collaborative process that required 

group effort was also expressed by the network facilitator 

• Prior knowledge in the improvement methodology by some 

members of the collaborative was found to be lacking during the 

collaborative process. This resulted in education and re-iteration of 

the process, which had overall implications for the pace of 

development of the collaborative. Increased absorptive capacity in 

an organisation necessitates prior structural knowledge structures 

for organisations to be able to recognise and apply relevant 

knowledge to their organisational processes. 

• Being coerced/made to join without prior interest or volition has 

implications for motivation, attitude, enthusiasm and morale in 

programme implementation. Added to this, there are possibilities of 

high dropout rate when people are not well informed or coerced into 

signing up to participate in collaborative programmes.  Such 
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dropouts have implications for the team dynamics and continuity 

needed throughout the course of the programme. Newton et al. 

(2007) suggests that the conduct of a collaborative is dependent on 

consensus and cohesion, which necessitates a balance in the 

composition and harmony between team members.  

• These authors (Newton et al., 2007) further recommend that time 

be allowed before the commencement of a collaborative for the 

members to establish relationships and trust. In this study it was 

evident that time is important both before and during the 

collaborative process. Time to pause and ‘sense-make’ about the 

entire process and requirements 

 Summary 

To summarize, this chapter has explored one collaborative programme of the 

network. It set out to answer one of the three research questions posed at the 

beginning of this thesis by answering two sub- questions in relation to one of the 

network collaborative programmes. 

Answers the two questions has provided a broader context for the focus of this 

thesis. By identifying factors (organizational or individual) which are associated 

with effective implementation of the network’s collaborative programme, we get a 

sense of the motivations and perceived benefits of the networks from the 

members’ point of view.   

The collaborative ran for a period of 12 months with an aim to support the 

organisations to develop and implement (small tests of) changes relating to the 

PVC bundle described earlier on in this chapter. The three organisations that 

participated in the collaborative are drawn from the one UK region and so to some 

extent were influenced by similar external policy drivers and targets. Each 

participating organisation was able to get involved in the collaborative tasks, 

whilst running the day-to-day tasks of providing care for their patients. There were 

marked variations observed (and reported) in the capabilities displayed by each 

organisation to be part of the collaborative process. Generally, individuals joined 

the process, either by volunteering based on (individual or organisational) interest 

or being mandated to join by their ward (line) managers. There appears to be 
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more engagement with the collaborative process where individuals volunteered 

to take part rather than being asked or nominated to join. 

Findings also reveal that the main participants in this network collaborative 

programme are individuals who had either put themselves forward voluntarily or 

those nominated to join the network. Individuals who put themselves forward 

appeared knowledgeable of the network and were prepared to learn from the 

collaborative process, for their own benefit and that of their organisation. This 

links to the concept of readiness and absorptive capacity which enhances inter-

organisational knowledge transfer and learning. 

Across the three organisations, the performance and achievement of the 

collaborative tasks was varied. Differences in contexts relating to organisational 

factors, external influences, team and systemic issues appeared to impact on 

how events played out in the collaborative process implementation. Taylor et al. 

(2011) highlight a growing list of factors related to organisational context. As a 

critical realist, I analysed the data exploring what worked, for whom and in what 

circumstance. The key themes identified within and across case, to some extent 

chimed with the MUSIQ framework by Kaplan et al. (2011). I developed and 

presented a simplified model (based on the data generated) and describe earlier 

in this chapter how my framework differs from Kaplan et al.’s (2011). The key 

factors identified include: 

• Environmental context; existing national policies /targets and their 

relationship with the collaborative aims 

• Organisational readiness and their absorptive capacity 

• Visibility and articulation of executive leadership support 

• Team formation, effort, collaboration and reputation 

• Confirmed project leadership for support and direction 

• Previous experience or prior understanding of project requirements 

and concepts 

• Creation of non-people dependent (data) systems 

• Team allocated time allocated to “gel”, “sense-make” and collect 

data 

Healthcare organisations are nowadays adopting an inter-organizational 

collaborative learning approach to enhance the implementation of evidence-



 

236 
 

based practice and quality improvement. The results of the study of this 

collaborative network programme reveal a non-linear path with varied contexts 

capable of yielding various outcomes intended and unintended. Some 

researchers (Duckers et al., 2009) have referred to these collaboratives as black 

boxes whose contents vary tremendously. According to Greenhalgh (2009), there 

is no recipe for success, however different actions need to be taken by different 

people at various points in the process of a complex intervention of this nature, 

with consideration of its (often) fluid contexts. This action needed highlights the 

importance of the concept of dispersed leadership (Turner, 2019) which comes 

up in chapter seven of this thesis. 

On the whole, the findings from this study highlight the importance of 

organisational context- factors or characteristics associated with implementation 

of collaborative processes. Taylor et al. (2011) discuss a dearth of knowledge 

about which contextual features are pertinent to the effectiveness of 

collaboratives. Given the widespread and growing application of networks and 

collaboratives in knowledge management relating to healthcare quality 

improvement, the findings from this study put forward important considerations 

for the future design and use of collaboratives, to enable organisations maximise 

the benefits of their membership and participation. It also contributes by adding 

to the body of evidence based on suggestion by other researchers (Taylor et al., 

2011) of a need to provide rich descriptions of intervention contexts with a view 

to helping readers understand and determine whether a particular approach could 

be effective in their circumstance.  
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CHAPTER 7:  DISCUSSION  

This chapter presents the discussion and conclusion of the study. Here the 

intention is to present the findings in context and present a closing argument for 

the observed development of the Safer Patients Network with a view to making 

recommendations on how such network functions can be optimized. It begins by 

providing a brief overview of the research focus in context and then presents 

themes to answer the proposed research questions. Thereafter it explores 

possible theoretical dimensions and presents a conceptual model for 

organisations in the network context, following which an outline of the 

methodological challenges and limitations are discussed and recommendations 

made. 

  Overview 

Chapter one of this thesis highlights the growing recognition that healthcare and 

treatment provided can often differ (sometimes a great deal) from that which is 

seen as best practice (Braithwaite et al., 2018; 2009). There is therefore an 

emphasis on improving patient safety and getting the best available treatment 

options in terms of evidence-based practice applied in settings and at the times 

when they are most useful. Apart from the need to ‘bridge the gap’ between 

research or innovative discoveries and their implementation in clinical settings 

(Melnyk, 2016) otherwise known as the implementation gap, there are pressing 

issues related to improving patient safety which I discuss in chapter one and two 

of this thesis that highlight the need for knowledge sharing and transfer between 

and across various healthcare settings and organisations (Waring et al., 2013). 

The concepts of knowledge sharing and transfer encompasses processes or 

activities that enhance the transfer of evidence-based practice from tried and 

tested solutions to use for effective changes in healthcare practice, related 

policies or products. As a discipline, knowledge translation is thought to combine 

elements of research, quality improvement, education and the use of electronic 

systems to create a seamless linkage between interventions to improve patient 

care and their routine implementation (Lang et al., 2007). Various barriers to the 

effective uptake(use) of evidence in healthcare exist in practice, which have been 

explored earlier in chapter one and two of this thesis.  The need to surmount 
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these barriers has led to the use of networks and boundary spanners for 

knowledge mobilization which is rapidly gaining ground (Ferlie, 2015).  

Bate et al. (2002) had earlier suggested the benefit of networks- as a responsive 

solution to getting evidence to where it is needed and on time. Although, the 

Cooksey report (2006) highlights policy changes on ways to get research 

evidence into practice, the setup and development of networks suggested therein 

focused on facilitating the transfer of knowledge and evidence developed 

externally, which are bound to face resistance considering clinicians are often 

more likely to be influence by evidence generated (endogenously) by their peers. 

Previous network studies to date (see chapter two), have focused mainly on care 

co-ordination or the mobilisation or translation of externally generated knowledge 

into practice (clinical) settings in a managed way with much limited studies (Ward 

et al., 2014; Pomeroy, 2013) to date exploring the non-mandated networks in 

healthcare generally and even fewer of such studies (Duguid, 2012) where the 

networks are aimed at improving patient safety. 

 As the need to improve patient safety and quality of care within and across 

organisations has rapidly gained attention in the field of healthcare both in the UK 

and internationally (Waring et al., 2013; Benn et al. 2009), various programmes 

along the lines of quality improvement or learning collaboratives within 

organisations have been developed which are focused on addressing problems 

related to these issues. The main focus of these programmes, being to facilitate 

knowledge sharing and transfer into practice settings by overcoming the potential 

barriers that inhibit such processes. 

There is an argument that the process of improving patient safety and healthcare 

as a whole is highly social (Drew, 2014), where working with others to solve 

common health problems is enhanced by this space to network and share ideas 

as well as through involvement in various activities and learning programmes. 

There is also an assumption, certainly in the political, business and social sphere 

that networks can provide solution to the complex problems and challenges in the 

society (Randall, 2013), perhaps by being agile- responsive to speeding up the 

process of getting evidence and innovative ideas to the right individuals and units.  

This possibility has been and continues to be tried (involving various network 

archetypes) in the healthcare sector (discussed in chapter two). This has led to a 

proliferation in use and support for the use of various forms of networks in the 



 

239 
 

field of healthcare (Ferlie et al., 2010). According to McDermott and O’Dell (2001), 

human networks are one of the key vehicles for sharing knowledge and so need 

to be enabled with relevant tools, resources and legitimization. 

One of the key reasons for the push and advancement of the use of networks in 

and across organisations is the belief that their existence within an across these 

organisations, accelerates organizational learning by diffusing knowledge and 

innovative concepts (including evidence-based practice solutions) in a manner 

that bypasses the bureaucratic steps afforded by hierarchies within 

organisations. Drew (2014) posits that there are immense benefits in the use of 

networks to effect large scale change aimed at improving quality and safety.  

Working in such high-pressured organisations as in healthcare necessitates a 

requirement to be able to rapidly access knowledge as well as learn and innovate 

fairly quickly (Ferlie et al., 2010) in order to be able to proffer solutions to the 

complex problems which are encountered. Based on the flexibility and 

responsiveness which networks offer, government policies (DoH 2005, DoH 

2004) have advocated the use of networks in healthcare; perhaps to function as 

an ‘agile’ response to the complex problems within the sector, enabling 

knowledge and information to transverse and for key decisions to be reached and 

implemented quickly, devoid of hierarchy or bureaucratic requirements 

(Braithwaite et al., 2017; Ferlie, 2010).  

Chapter two of this thesis outlines some of the network types that exist and their 

application in the healthcare sector. They can be mandated, voluntary, social, 

socio-professional, managed as well as non-regulated network forms. Depending 

on a chosen network type and inherent characteristics, there are various benefits 

as well as unintended consequences which necessitate a need for targeted 

optimization in order to maximize the anticipated yield or benefits. 

In the past, most initiatives which are aimed at improvement of healthcare have 

focused on micro-system levels within the organisations (Benn et al., 2009). More 

recently, there have been national campaigns, initiatives and programmes 

designed to focus on the various levels in an organization with an overall 

recognition that in-order to deliver high- quality care to patients, the entire 

organizational system will need to be explored. Chapter three of this thesis 

presents and discusses a conceptual model of the complex interactions across 

the various system levels in healthcare. 
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In the application of networks in healthcare nowadays, groups of people are often 

brought together from across the various levels within or across organisations but 

with common interest or focus- usually aimed at co-ordination of service or care, 

problem solving, improvement or knowledge sharing aimed at patient safety. 

Network forums enhance such aims by providing a platform for spreading good 

practice, through information exchange, opportunities to experiment and also 

knowledge creation. There is also the pertinent issue of how healthcare 

professionals use their networks to regulate learning and overall outcomes 

relating to patient safety in their organisations (Braithwaite et al., 2017; Waring, 

2007).  

There appears to be an assumption that bringing together a diverse group of 

individuals from across various levels within and across organisations would 

facilitate the desired processes and outcomes. There are, needless to say 

organizational impediments to the transfer of good practice within such settings 

which need to be anticipated, and contingencies put in place to optimize the 

process of (facilitated) knowledge transfer in order to achieve intended outcomes. 

It is therefore necessary to understand how (seemingly non-mandated) 

professional networks evolve and develop in practice, including the factors that 

are required to facilitate knowledge sharing, transfer, mobilization or translation 

across such network settings.  

The UK Safer Patients Network was set up in 2009, following the previous Safer 

Patient Initiative (SPI). The aim was that the network would develop into a self-

sustaining member led unit for healthcare organisations originally involved in the 

previous Safer Patient Initiative. It was anticipated that the network would grow 

exponentially, providing a platform for knowledge sharing of best practice and 

related information. This study was therefore conceived with the intention of 

contributing to the knowledge base around such non-mandated professional 

networks in healthcare which are focused on knowledge mobilization in terms of 

overcoming obstacles to knowledge transfer, sharing and implementation for 

improving patient safety and overall healthcare quality improvement. In this 

chapter I consider the main findings from this study in the context of the research 

questions, the published literature and also in relation to applicable theoretical 

dimensions identified in chapter three.  Organisational ecology theory provides 

some explanation for how social, economic, political and other conditions affect 
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the development of organisations and their changing composition over time. 

Complex adaptive systems on the other had provided complementary knowledge 

on the differentiated subsystems within an organization that often work in self-

organising synergy, yielding the observed outcomes. Finally, the principles of 

social exchange theory enhances our understanding of the dimensions of 

exchange between individuals as well as organisations in the network. 

This study involved the use of a longitudinal, multiple, case study research 

methodology. Other methods include network mapping by use of principles 

adapted from social network analysis, non-participant observation and document 

reviews to triangulate findings. Chapter four of this thesis discusses these 

methods in detail. The central argument of my thesis is that the mode of 

organisational adaptation to and use of the network exhibits the characteristics of 

a complex, responsive and adaptive system which evolved in response to the 

contextual issues (specific problems for which the network proffers a solution) of 

each member organisation. The healthcare organisations within the network are 

in themselves complex entities, with inherent (complex) processes at various 

levels and subunits. The overall development of the network is driven (partly) by 

the strategic intentions of the member organisations, which is predicated on their 

perception and assessment of the contextual situations in which they operate. 

The level of organisational involvement in the network are based on the perceived 

network benefits. These perceived benefits may include their assessment of 

potential knowledge gain to improve patient safety and quality of care as well as 

other vested interests. 

The overall aim of this study is to explore how organisations adapt to and use 

non-mandated networks in healthcare settings.  

Research Questions 

• What are the key characteristics of the network entity and its 

observed structure?  

• What cross-cutting themes can be identified as significant for the 

network development 

• Who are those involved in the network collaborative programme 

and why? 
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 Key Findings 

  Network membership, participation and structure 

The network as observed provides an environment, forum or platform for 

individuals and their respective organisations to stay in touch with each other, 

coalesce, share knowledge and information relating to their practice. It was 

anticipated that the network would facilitate knowledge mobilization- overcoming 

barriers to flow, exchange and transfer. The known barriers to information flow 

such as stickiness (discussed in chapter two) or reluctance to share information 

appear minimal and surmountable in the Safer Patients Network. This is 

attributable to the history of the organisations working together (in the previous 

safety initiative), shared identity, relationships developed and altruistic interest 

expressed by all of the members involved.  There is an expressed level of trust 

between the network members (discussed in chapter six) due to an environment 

devoid of competition, which allows information and knowledge as well as 

technical know-how to flow unhindered; with network functioning as a conduit for 

the information flow. The detailed characteristics of the network are discussed in 

chapter five 

Adapted and basic principles of network analysis (discussed in chapter four) was 

used to develop sociograms depicting the network structure, connections and 

potential flow of knowledge and information. An understanding the network 

structure enhanced understanding of the process of knowledge mobilization and 

transfer with a view to providing insight on how such (networking) processes can 

be optimized to achieve the desired benefits. It is useful to understand network 

characteristics such as connections, links and tie strengths in order to gain insight 

on how best to optimize these links for the desired benefits such as knowledge 

transfer. In terms of structure, the network development within each member 

organisation is observed to be in cluster formation- with the key contact central 

to the communication flow from the main network communication channel to the 

members. The key contacts for each organization are also directly connected to 

each other and therefore responsible for channeling the network communication 

and information flow to those who they identify as key recipients who would 

potentially value and apply such information for the benefit of the organisation.  

Chapter five provides an overview of this structure. It appears that the use of 

designated key contact(s) in the SPN offers an efficient way of facilitating the 
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network information with the members of the network directly linked to them as 

their main source of information about the network and its related activities. 

Looking at the sociograms developed (see figure 5.3), there appears to be (with 

the exception of organization E) little or no knowledge or information transaction 

between fellow network members as they reportedly depend on the key contact 

for the information which frames their network membership and participation. One 

could infer that this sparseness or low density characteristic of the network may 

have implication for the generation of new ideas which often emanate from 

informal conversations about information gathered (Coleman et al., 1966). More 

recent studies (Burt et al., 2009) however dispute this, emphasizing that dense 

networks are less efficient than sparse ones. According to Burt et al., (2009), a 

network structure is more important in ensuring that information is received by 

the right individual than is the size or the connections inherent in the network. 

More connections between each other often results in everyone sharing the same 

knowledge in a process that consumes more time and other resources which are 

not at the disposition of healthcare staff. Similarly, Cross et al. (2004) found only 

a small percentage of individuals to have connections with others, with about 5% 

accounting for 40% of the value adding ties of an organization.  

The observed level of participation in network activities appears to conform to an 

80: 20 rule; where a core (20%) implement a great deal of the network 

participation tasks. Table 5.3 shows fourteen (14) of the seventy-four (19%) 

network participants reported their (perceived) position as being in the core 

(active part) of the network function; being involved in the day-to-day running of 

the network and its related programmes. This is in line with the Pareto Principle 

(Grosfeld-Nir et al., 2007) which highlights that 20% of key customers generate 

about 80% of the observed outputs. This also conforms to Wenger’s theory theory 

of network engagement which suggests that there is a group of highly committed 

individuals at the core of a network or community who function as the powerhouse 

of the group. There also exists a larger group of observers of the network function, 

who are still learning about its aims and any benefits which they may derive from 

the process.  

The sociogram generated in figure 5.3, revealed that one organization (E) has 

more connections (nodes) between its individual members than any of the other 

organisations. There are observably more connections between its members and 
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their two key contacts who are both actively involved in driving the organisation’s 

network participation. This organization evidently has a visible and well- 

articulated senior (executive) leadership stance in the network as a whole as well 

as participation in the network programmes and poise for information sharing by 

its members. The organization also functioned as the lead (mentor) organization 

in the PVC collaborative programme (discussed in detail in chapter six). The 

visible and well-articulated participation by their senior executive appears to have 

translated well into effective participation by the organization in the network 

programmes.  

Generally, the network does not appear to have a widely available and open 

membership within its member organisations, with the membership recruitment 

being facilitated mainly by the key contacts and other middle managers’ 

recommendations. Most members report having been nominated or 

recommended for programmes by their managers or the network key contacts- 

who function as de-facto gatekeepers. The low density observed in the network 

structure can therefore be attributed primarily to this gate keeping (recruitment) 

function, with membership evolving by recommendation via the key contacts or 

in the case of the collaborative programmes, via their line managers. Participation 

in specific network programmes were as a result, broadly based on self-selection, 

nomination or recommendation. Few participants reported voluntarily putting 

themselves forward for specific projects while most reported being asked by their 

line managers to join in. The implication being that those who were recommended 

to join, broadly had no prior knowledge of the programme, thereby expressing a 

need to ‘make sense’ of the network and related activities. This step often 

manifest as a form of inertia- a reluctance to get moving. Members recruited from 

pre-existing teams like in the case of the organization X in the PVC collaborative 

(see chapter seven), however did not experience such ‘inertia’ but rather were in 

a position to harness the internal energy, momentum and agency already present 

in the team in carrying out their tasks. 

 Strategic Intentions and Network Communications 

It was observed that organisations are quite strategic in their engagement with 

the network and participation on its composite programmes. Although there was 

visible and verbal commitment about membership from the senior leadership and 

managers, details of conversation with some of the senior executives and 
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managers during interviews appear to deviate- indicating more emphasis on the 

potential network benefits in resolving local (internal) issues for member 

organisations, by drawing on the learning from their network membership which 

in itself, had a very low profile in these organisations. 

Although key contacts and other respondents have not revealed that they were 

directly instructed about their participation levels, the observed manner and level 

of participation by staff at the micro and meso levels, to a great extent mirrors the 

messages and communications echoed by the senior leaders in their 

organization. It can therefore be inferred that there appears to be some ‘informal 

or behind the scenes’ communication taking place between the senior leaders (at 

the macro level) and the middle managers (which includes the key contacts) at 

the meso level, about the organisation’s level of involvement or network 

membership. Ultimately, such communications regarding their network 

participation are somewhat evident in the observed attitude and behaviour of staff 

further down the continuum; all the way to the front-line staff (at the micro level). 

Becker (2007) reflects on a certain aspect of information and knowledge which 

relates to corporate attitudes, values and behaviours which affect an 

organisations’ ways of communication and interaction. The view is that such 

behaviours and attitudes when present, function as unseen, invisible and 

undocumented rules which in themselves function as ‘gatekeepers’ thus directing 

the process of informal learning. Such behaviours are thought to be encoded in 

policies, protocols and practices such as lines of communication as well as values 

(formal and informal) as well as decisions about the level of emphasis accorded 

to planned or impromptu meetings and interactions (Becker, 2007). 

  Network Awareness 

Observably, the level of awareness about the network within each organisation 

appears quite low. As the network growth is heavily reliant on facilitation by the 

key contacts, there is an obvious implication for the level of emphasis (or lack of 

it) placed on the network by the organizational leadership. During interviews with 

senior executives from across the various organisations, each leader expressed 

their views about the network. Although most were positive, one senior executive 

(organization C) expressed a less than positive view of the network; as having 

ran its course and needing a replacement with something new. Interestingly, this 

organization maintained a membership in the network as a whole, but it was 
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unsurprising that there was limited awareness about the network internally in this 

organisation and as a result less participation by members in the network 

programmes. It can be inferred that a lack of complete leadership buy-in is again 

communicated either formally or informally. This leads to poor visibility or lack of 

organizational priority which certainly will have a translational or knock-on effect 

on members’ awareness and perception about the usefulness of the network and 

ultimately the level of importance attached to it as an organisation. This in turn 

manifests as a less than optimal support in network membership and programme 

participation in the long term.  

 Motivation and (Perceived) Benefits of Network Participation 

The drivers for participation in the network are varied. Central to this is a quest to 

access available knowledge and resources. Individual network members, 

irrespective of their organizational affiliations expressed an inherent (altruistic) 

desire to share knowledge with a view to improving the quality of care provided 

in their respective organisations. Informal conversations with the network 

facilitator also revealed that the financial rewards for organisations participating 

in some of the network programmes was clearly a motivating factor for 

organisational interest and participation. It remains unclear whether altruism 

trumps the use of incentives or vice versa. Perhaps there are elements of both 

which could be harnessed in driving participation in such networks. On the whole, 

most individuals and reported that they were interested in being part of the 

network, in order to be able to tap into the reservoir of knowledge and information 

relating to their practice.  

Members’ voices echo an expressed anticipation of a social exchange and 

anticipation of reciprocity- in sharing and receiving important and up-to-date 

knowledge, for ideas and importantly for the problems which their organisations 

are faced with in the delivery of care. This in essence was a key ‘magnet’ for 

network membership. It seems therefore that the perception of individuals and 

organisations of the potential solution which the network provides for the 

problems encountered at work is a key driver of network membership and 

participation. Their view of the network providing opportunities for ‘quick wins’ - 

by tapping into information about proven solutions or processes which other 

organisations have tried and tested is a key motivator. 
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It appears that perception is shaped by from both formal and informal 

communication about the usefulness or benefit of the network, and ultimately 

(through a series of people dependent processes) impacts on the network growth. 

Perception is also further shaped by individual (personal) as well as collective 

(group) knowledge and understanding of an organization’s focus and strategy in 

response to their context, policies and priorities. In organisation C, there was 

more focus on their local (safe campaign) initiative, than there was on the network 

programme. However, information gleaned from their (token) membership and 

the sustained network information flow was used to drive these local initiatives.   

Organisational readiness to network is another factor which appears to influence 

the network growth. It is a concept which encompasses the ability of an 

organization to (be in that state or position) be able to network and identify and 

take advantage of a potential knowledge or information which could form a base 

or catalyst for solutions to their problems. Broadly, all of the network member 

organisations express a ‘readiness’ or desire to share information. On a deeper 

level in terms of knowledge transfer and uptake, organisations that appeared to 

benefit most from participation in the network collaborative programmes had 

attained a prior level of readiness-preparedness; where there was a general 

consensus in the identification or awareness within the organisation about a 

particular problem.  One organization (X) for example had identified their need 

for a cost-effective solution for sterilization used in cannula insertion. This was a 

highlighted as motivating factor for their interest and membership of the PVC 

collaborative programme (see chapter six). As a result, members of the 

collaborative from that organization were somewhat primed or attuned to 

conversations about their problem/issue and were therefore keen to participate; 

network and share knowledge with the expectation of gaining relevant information 

or potential solution for their specific problem. This concept of organizational 

readiness enhances the organisation’s uptake- absorptive capacity and ultimately 

effective knowledge transfer and uptake. Britto et al. (2018) corroborate this 

position by highlighting that the success of a learning network depends to a great 

extent on its problem solving potential as well as other potential benefits such as 

are derived from participants’ increased awareness of gaps in their knowledge 

base or performance, including how staying linked to the network information flow 

would help bridge such gaps. 
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Weiner (2009) suggests that organizational readiness for change is a mulit-level 

and multifaceted construct which in theory highlights a shared psychological and 

contextual state where members feel a shared need to implement a change and 

feel confident in their ability to achieve same. Additionally, Christl et al. (2010) 

offers that individual readiness for organizational change, encompasses their 

beliefs, attitudes and perception about the need for change which then drives the 

motivation that contributes to the success of that change. It is therefore not 

surprising when findings from this study (see chapter six) show that an 

organization with a prior problem identification is better placed to derive maximum 

benefits from its network programme participation. There are other factors which 

are related to the organisation such as the overall team (dynamics) involved in 

the programme, their inherent capacity and support provided for them as well as 

environmental factors which I present in a framework for consideration in chapter 

six. 

  Network Cliques and Elites 

Informal conversations with some key contacts further revealed that as some of 

the organisations were only interested in networking with others who were ‘like 

them’. Large and established organisations (predominantly in the English region) 

in the network are observably, deliberate about their membership and strategic 

about their level of involvement and participation in the network program of 

activities. They appeared to stay connected to benefit from the information flow 

through the network and use the knowledge generated to enhance their individual 

organisational knowledge base and by default their capabilities. There is a 

realization by these organisations that certain types of (tacit) knowledge, 

(perhaps the types they are really interested in) will likely flow through 

organisations via informal social networks rather than through the formalized 

programmes and processes (Cross et al., 2006). This concept of organisations 

being deliberate- strategic about identifying, partnering and learning from 

organisations which they identify as having similarities (in context) to theirs is one 

which which Dixon-Woods (2011) refers to as mimetic isomorphism. Currie and 

Suhomlinova (2006) in their study discuss the influence of institutional forces on 

organisations with reference to the various dimensions of isomorphism- 

coerceive, normative and mimetic. Braithwaite et al. (2017) discuss this similarity 
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of organisational behaviours as a characteristic of emergence in complex 

adaptive systems. 

The isomorphic inclination or behaviour by some organisations within the 

network, gives the impression of an existence of hierarchy- of cliques and elites 

among the network member organisations which ultimately impacts on the 

network dynamics.  Organisations from the smaller UK regions (Wales and 

Ireland) appear to be much more enthusiastic about their participation in the 

network and related activities and did not indicate any preference in linking or 

partnering with specific organisations. Perhaps institutional pressures, which 

could be influenced by region or location, may be a determining factor that 

contributes to participation or interests for some these organisations and in 

others, a desire to maintain relevance- akin to competitive edge or advantage in 

wanting to learn from those who they perceive are ‘like them’. Isomorphic 

pressures stemming from institutional forces are thought to both be capable of 

facilitating or inhibiting the process of knowledge sharing (Currie and 

Suhomlinova, 2006) by nuturing suitable climes for this to occur when similarities 

in processes and structures have been developed over time (Darr and Kurtburg, 

2000) especially where such organisations are subject to the same set of 

institutional pressures and possibly operate using the same set of logic (Thornton, 

2002). There is an acknowledgement of variations in the nature and strength of 

institutional forces in different parts- regions of an organisational field which 

ultimately produces the observed variations in organisational responses thus 

giving rise to convergence among the more similar organisations and divergence 

across certain groups of organisations (Currie and Suhomlinova, 2006.) 

 Clinician Engagement and Inter-professional Networking 

Looking closely at the overall network membership, as expected, there is a huge 

variation in the interest, specialty or clinical focus of the network members. The 

key contacts are mostly (mid-level managers) from a nursing- safety and quality 

improvement background. It appears that this set-up; of mainly nursing key 

contacts has functioned as both an enabler and a barrier to the network growth. 

The key contacts report that they were able to ‘chat informally’ and steadily invite 

colleagues, to join the network. The recruitment and sustained membership of 

clinicians (to the network) on the other hand have been mainly via their 

involvement in the previous (SPI) initiative or the occasional nomination or 
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recruitment by a medical lead. Consequently, the recruitment of clinicians 

(Doctors) has been somewhat restricted and facilitated or brokered by other 

(clinicians) colleagues.  

Perhaps the expectation of co-location of disparate professions within the 

network may have stifled both the network growth as well as the ease of transfer 

or translation of knowledge. Within the network collaborative programme, 

members are made up of individuals from similar professional/ practice 

backgrounds (as nurses). This uni-professional factor appeared to contribute 

(amongst other factors) to the observed expression of shared identity, norms, 

beliefs, dynamics and overall process of knowledge sharing. One (nurse) 

collaborative lead (organization Z) however expressed difficulties in getting her 

team on board with the collaborative tasks. A closer examination of the contextual 

issues within that organization, revealed that the clinicians (doctors) in this 

organization are responsible for the cannulation process as opposed to nurses in 

the other participating organisations. The collaborative lead expressed difficulty 

in getting the clinicians on board with the collaborative tasks. Informal 

conversations with the (second) collaborative lead and the network facilitator 

revealed that (behind the scenes) there may be other (contributory) factors at play 

such as relational or other group dynamics issues.  

Relational issues are mainly about the ability of the nurse (key contact or 

collaborative lead) to broker a working relationship with the doctors, to get them 

on board with the collaborative tasks. This proved hard to achieve. It was not 

possible at the time to interview the doctors but through researcher observation 

of collaborative learning session discussions, it was revealed that some of the 

resistance displayed are as a result of differences in the manner of professional 

orientation and working which differs for both groups- doctors and nurses. 

Unsurprisingly, Ferlie et al. (2005) highlight a possible problem with social, 

cognitive and epistemological boundaries in resisting the flow of innovation, 

especially in situations when such groups are proximally located within 

organisations. Some of the reasons for the observed outcomes include differing 

knowledge base and research cultures (Ferlie et al., 2005).  

Additionally, power and hierarchy may likely be factors at play in such (inter-

professional collaboration) settings as doctors are usually in the position of telling 

the nurses what to do and not the other way round. Fitzgerald et al. (2007), 
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discuss the power and autonomy associated with doctors in clinical practice. 

Other researchers (Currie et al., 2009) highlight that hierarchy between the two 

groups has remained the status-quo for some time and professional boundaries 

can indeed impair efforts to improve routine practice and ultimately patient care. 

Majority of doctors in their (Currie et al., 2009) study (and not so much the nurses) 

saw postoperative pain management tasks as an unjustified addition to their 

professional role. This is similar to the findings in this study, where clinicians (in 

organization Z) were reluctant to engage with collaborative tasks, highlighting the 

implication of additional workload for them. 

Broadly, some of the clinicians who were interviewed in this study have clearly 

expressed dissatisfaction about the network’s ability to cater for their specific 

interests-professionally. They suggest the development of specific sub-groups 

(communities of practice) to cater for specific work interests or specialty. 

Unsurprisingly, researchers (Cunnigham et al., 2012) who have studied networks 

and communities of practice of this nature suggest that healthcare professionals 

would only engage in network communities which focus on aspects which they 

are truly passionate about. They further suggest that such groups be developed 

around specific topics of interest. Ferlie et al., (2005) however do warn that 

embedded communities of this nature, have a tendency to be cellular and self-

sealing in their development; stimulating learning and exchange internally but 

impermeable to external knowledge flows. Various professions tend to create 

networks of practice that attract single professions and ultimately excludes others 

(Ferlie et al., 2005). A multidisciplinary team is one which includes health 

providers from a range of professional and disciplinary work groups, thus housing 

differing but complementary knowledge, skills and experience. Professional 

boundaries on the other hand are understood to be socially constructed by the 

various specialties and professions who lay claims or jurisdictions to specific 

fields of knowledge or tasks which apparently is a frequent (often daily) 

contestation in the healthcare arena (Liberati et al., 2016; Martin et al., 2009; 

Fitzgerald and Dopson, 2005). The way in which the various professions are 

socialized as well as their history of working relationships built over the years 

gives rise to the existence of boundaries. A phenomenon which other researchers 

(Currie and Suhomlinova, 2006; Bate 2000) have referred to as ‘endemic 

tribalism’. In fact, a more recent research (Liberati et al., 2016) has shown that 
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blurring the lines where such boundaries exist can be difficult in practice because 

of their ‘deep roots’ in the process of professional socialization which is important 

for their identity. All of these result in a specific manner of orientation to problem 

solving within specific disciplines which may not be shared by others. Such 

boundaries therefore exist within specific professions (intra-professional) 

between professions (inter-professional) or broadly across disciplines (inter-

disciplinary) in healthcare. 

Ferlie et al. (2005) posit that knowledge may easily be transferred within such 

(uni-professional) communities due to the high level of trust but would be difficult 

to transfer across communities where professional boundaries may exist. If 

networks of this nature are to develop optimally, a diverse professional 

membership and opportunities to recruit active participants cross- professionally 

would need to be encouraged and facilitated. For networks such as the SPN, a 

process of multidisciplinary involvement can be facilitated by ensuring key 

contacts representative of both nursing and medical (clinical) backgrounds. The 

direct involvement of clinicians (who are genuinely interested in the network), as 

additional key contacts would potentially serve to recruit colleagues as members. 

In order to facilitate conversations in mutli-disciplinary settings, researchers 

suggest that regular meeting be facilitated by a skilled expert with an 

understanding of the context of discussions, with opportunities given to unpack 

meanings of processes (Liberati et al., 2016). In such conversations there needs 

to be an overarching aim of producing a shared interpretation of issues or events 

that serves to inform future practices. Inter-professional participation in the 

(network) process would therefore serve to foster deep collaboration and 

(potentially) minimize inherent network hierarchy.   

 The Potential Role of Key Contacts for Network Optimization 

This study has shown that the key contacts play a major role in shaping the 

members perception about the network in terms of explaining the benefits of their 

membership and participation, in response to their specific organisational 

problems. They (key contacts) are observed to function as reticulist or boundary 

spanners- linking and connecting the network members from within their 

organisation to specific network interface and activities. They function 

bidirectionally as conduits for the transfer and interpretation of the network 

information to members within their organisation as well as in clarifying their 
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interests with other members of the network. Their overall job functions and 

boundary spanning knowledge base enhances their ability to function in this 

capacity. Currie et al. (2010) outlines various roles of such individuals in a 

network, which include five characteristics: Co-ordinating, gatekeeping, 

representation, itinerant brokering and liaison. According to these authors, co-

ordinating and gatekeeping functions are important in bringing knowledge into the 

group whilst the act or representation, brokering and liaison are important in 

opening up the group’s knowledge base to others outside the group. These 

authors (Currie et al., 2010) further suggest that knowledge transfer between 

groups in a network will be better facilitated or enhanced by the last three of the 

five characteristics outlined above. The subsequent paragraphs outline how the 

co-ordinating and gate-keeping role of the key contacts facilitate or hinder the 

network development for growth and knowledge-transfer. 

Most of the key contacts work at middle management level but express multi-

level understanding and coherence; a good understanding of the macro, meso 

and micro level issues as well as the external policy climate and regulations within 

which their organisation operates. Their understanding is also shaped by the 

organisation’s history, problems, strategic focus and targets, some of which 

constitute factors that make up the preconditions or motivators for networking. 

How well a key contact understands these issues and is able to engage with 

individuals in their interpretation of same, influences the overall network growth.  

Overtime in their day-to-day job function/role, the key contacts have developed 

and understanding of strategic outlook or vantage points of their organisation as 

well as understood the focus of their colleagues working at the coal face of the 

organisation. Their ability to synthesize this (vantage point) in relation to priorities 

and targets at the coalface is enhanced by their roles as middle managers. The 

ability to effectively translate this knowledge in conversations with individual 

members constitute a key driver for engagement or determent to joining the 

network. This observation lines up with work by other researchers (Waring et al., 

2013; Trushman and Scalan, 1981) who highlight that boundary spanners need 

to be able to translate across communication boundaries, with an awareness of 

the contextual application of information on both sides of the boundary. This 

includes being able to understand the language and frameworks of units outside 

their primary domain.  
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Although there are variations in contextual factors and processes of individual 

organisations, which may impact on their strategic foci, generally they all echo an 

underlying theme of patient safety and need for improved quality of service 

provision. Network members’ understanding and view of such priorities are in full 

view and further clarified by conversations with the key contacts and their peers. 

Greenhalgh (2004) corroborate this by indicating that individuals are not passive 

recipients of information but would seek to clarify and make sense of it.  The key 

contacts (with the right knowledge base) are useful in clarifying the understanding 

of the network aims in relation to the focus of individual members, their 

organisational strategy and as a result facilitate their participation in the network. 

The key contacts are therefore particularly of importance to the network 

growth/development in their function as sense makers or synthesizers thus 

serving the purpose of dispersed leadership which enhances or stifles 

organisational functions. Their vast knowledge about the organization and 

experience working in the context of healthcare delivery facilitates an 

understanding and clarity about the organisations’ focus and priority which they 

crystalize and would subtly or overtly convey in their discussions with members 

and potential recruits into the network. The process of sense-making and 

crystallization is both knowledge and relationship dependent; they draw on 

internal knowledge gained over the years, linking or integrating these with the 

knowledge gained from informal conversations via their immediate networks, their 

understanding of policies/regulations, organizational focus/priorities gleaned from 

within the organization as well as their personal relationships with other 

managers. Rouleau (2005) explores how middle managers interpret and make 

sense of strategic change and sell it using their links as well as their tacit 

knowledge. The author ultimately highlights a need to focus on these individuals 

in their roles as sense-makers and sellers of change initiatives in order to 

understand their contribution to organizational success. Such individuals are 

enabled to carry out such functions when they occupy central positions as key 

contacts or boundary spanners (or champions of initiatives) in a network. Kislov 

et al. (2016) sum this up in their recommendation that “to be effective, brokering 

requires an amalgamation of several types of knowledge as well as a 

multidimensional skill set which needs to be sustained over time. 
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Key contacts within the network highlighted that they worked by often identifying 

individuals- key people who formulate conversations with them in order to 

facilitate engagement with the network and topics of focus. Judging by these roles 

and function, it can be inferred that the key contacts are indeed ‘key’ to the 

network growth and development. In order to drive this network growth, they often 

need to explore and leverage conversation opportunities with network members. 

This is because the brokering function of the key contacts provide support or 

facilitation for a targeted or controlled transfer of specialized knowledge between 

groups and individuals. It would be useful to explore the possibility of developing 

the skills and capabilities required for a key contact in such networks. One author 

(Williams, 2002) reflects on whether such skills are inborn or cultivated in 

individuals. The findings from this study lean towards suggesting that such skills 

can be cultivated/developed. One organization (C) whose key contact did not 

have a background education in healthcare delivery, particularly reported to 

struggle with sense-making, crystallization and channelling of information from 

the network to specific/target individuals. The key contact in this organization (C) 

reported struggling with information overload as well as a lack of clarity about who 

needed to get what information. Researchers (Waring et al., 2015; Tushman and 

Scalan, 1981) describe the process of boundary spanning as a two-step process 

akin to learning a new language and the individuals having first learn the 

vocabulary as well as interpretation of contextual messages on both sides of the 

boundary in order to communicate effectively. To some extent, the experience of 

information overload was also reported by the other key contacts who somehow 

managed to cope with the dissemination of the information they received, 

perhaps due to their background clinical knowledge and therefore better 

understanding of context. The extent to which the key contacts can achieve their 

brokering and connector functions would perhaps depend on factors such as their 

knowledge base, inter-personal skills and agency, all of which contribute in their 

ability to increase co-operation between individuals and groups. 

Where the key contacts experience information overload, artificial bottlenecks 

occur in the network process which stifle information flow. Some researchers 

(Long et al., 2013) have acknowledged the benefit of brokers to facilitate the 

transaction and flow of information between groups of people that require 

physical or cognitive access to each other, in a manner that supports the transfer 
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of specialized knowledge between such groups, thus increasing their cooperation 

by liaison and improving overall efficiency through bridging isolated groups. At 

the same time however, there is a risk of a dispersed focus that leads to a 

decrease in visionary advantage in teams where the brokerage is high (Long et 

al., 2013). 

The high dependency of the Network on the key contacts to drive its knowledge 

sharing function and growth, although beneficial, appears somewhat limiting in 

supporting the much-desired exponential growth. Perhaps the creation of more 

network nodes within each organization that connects members to each other 

would potentially transform the network dynamics by facilitating more exploration 

of the available information, discussions around these and potentially better 

knowledge uptake (absorption and translation) as well as innovation. Other 

researchers (Long et al., 2013) suggest that this maybe one sure way to improve 

knowledge mobilization in network settings. These authors (Long et al., 2013) 

suggest that as well as the use of brokerage, there are efficiency gains to be 

derived from high density networks (where there are more connections between 

individual members) compared to sparsely linked groups. Where the brokers 

function as de-facto gatekeepers of specialized knowledge and resources, they 

can often become bottle necks, starving off the growth and benefit of a process. 

 Theoretical Dimensions 

Researchers (Ricciardi et al., 2015; Williams, 2002) have suggested that there is 

no single theory on inter-organisational networks of this nature, with research in 

these areas encompassing a variety of theoretical dimensions and research 

paradigms. In this thesis, there are three main theoretical lenses through which 

the network is viewed. These include organisational ecology, complex adaptive 

systems and social exchange theories. These are discussed in greater depth in 

chapter three. 

Organisational ecology theory seeks to provide an explanation for how social, 

economic and political conditions affect the diversity of organisations and attempt 

to account for their changing composition over time (Baum, 1996). In utilizing this 

theory, organisations are perceived to evolve, adapt or cooperate when faced 

with environmental or other challenges (Sing and Lumsden, 1990). Both the 

organisations’ and individuals’ views about the network can be viewed as ipso 
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facto resource or benefits oriented. As organisations would generally gravitate 

towards stability (Hannan and Freeman, 1977), a resource-oriented thinking is 

based on the premise that decisions are made within organisations in response 

to challenges and conditions to which they intend to respond or adapt to. As a 

result, organisations (and their members) would seek to engage with the world 

around them in order to continually access vital resources available or that may 

be under the control of other organisations. This is the driving force for an 

anticipated access or reciprocal exchange of resources such as knowledge, 

money, information, support or political position. 

At the onset of the network development, most organisations were keen to join 

the network but were observed in the later months to be making strategic 

decisions about their level of involvement or participation as well as decisions 

about organisations to associate or learn from in the network programmes. It can 

be expected that inter-organisational relationships would vary in intensity and 

characteristics, when each of the organisations tried to use the network 

relationships to their own advantage. It is clear that one of the aims of the 

organisations involved in this network was to ensure their internal (strategic) goal 

achievement and efficiency, as highlighted by Reitan (1998). To this end, one 

needs to consider the interaction between organisations and the environment in 

a manner that looks beyond one (single) organisation’s strategy (Reitan, 1998). 

I utilize the concept of organisational ecology (discussed in detail in chapter three) 

which views all organisations as complex entities which often display 

characteristics of interdependence of social and physical systems (Becker, 2004). 

I explore the application of a conceptualized ecosystem model to provide 

explanations for some of the observations in the network by member 

organisations. In a complex adaptive system such as in healthcare, there are 

multiple actors or agents interconnected via networks, often in ways not 

immediately visible to the human eye. Units or individuals that make up this 

system would often exhibit an action, reaction or response to stimuli (changes) in 

their immediate environment or the system as a whole. The overall, observed 

collective system behaviour is therefore as a result of the various interactions and 

dynamics of activities by the individual (sub) components. 
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 An Ecological Model for Networked Organisations 

The reference of the concept of ecology to the field of healthcare is a relatively a 

recent development which gives semblance of a new perspective (Mclaren and 

Hawe, 2005). These researchers (McLaren and Hawe, 2005) describe 

ecosystems as open and dynamic, often regulated by their reaction to external 

forces rather than by competition. Other researchers (Green,1996) suggest that 

the dimensions of ecology which has roots in several disciplines, transverses 

scientific, philosophical as well as socio-political contexts (Beatty, 1988). At the 

heart of this ecological thinking is an ecosystem which draws on concepts from 

natural (biological) systems, to develop an understanding of human systems and 

environments (Hawley, 1986; Brofenbrenner, 1977). I use this concept of a 

metaphor in order to provide a relatable and memorable explanation of 

phenomena through the use of images in familiar (everyday) contexts (Lakoff, 

1980).  

Based on a longitudinal analysis involving the use of case studies, observation 

and other methods of data collection in this study, the network is viewed to be a 

complex system, which has various organisations who are interested in 

knowledge sharing to improve the quality of care and service which they provide. 

What is more is that the member organisations of the (complex) network are in 

themselves complex healthcare organizational systems made up of subunits of 

functionality. I posit that the observed network structure has evolved in response 

to various stimuli, from their contextual situations (external regulatory 

environment and internal factors/issues) - akin to plants in an ecosystem. The 

concept of this ecosystem model, views the individual components of the plants 

or trees in such system, responding to factors in their environment in a manner 

than helps them attain a desired (observed) state of internal balance. This links 

into the concept of ecological determinism in the light of environmental pressures 

as discussed in chapter three. Turner (2019) and other authors (Vest and 

Menachemi, 2017), suggest that changes and adaptation by the organisations 

are partly due to institutional or policy driven pressures with organisations often 

expected to work towards specific targets. Figure 7.1 shows a conceptual 

ecological model of the organisations participating in the Safer Patient Network. 
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Figure 7.1: The SPN Network- A Conceptual Ecosystem Model for Network 
Organisations 

 

Like plants in an ecosystem, the organisations in this network (likened to trees in 

figure 7.1) will respond to stimulation by way of policies, regulations and targets 

from the environment and go after nutrients in the form of knowledge and 

information required for their survival or growth. In this system, the processes 

which occur are often discrete, interactive and complex responses that occur 

between individual members and the organisations as a whole, which give rise to 

the overall observable phenomena. Some of these processes may be visible from 

close observation and others much less so but overall are dependent on a 

number of regulatory factors (internal and external) to which the organisations 

respond or adapt. One key factor in the context of the SPN is communication 

which is observed to be facilitated by the key contacts who liaise with the network 

members as well as mangers and senior executives of their respective 

organisations. Turner (2019) acknowledges the existence of dispersed 

leadership in the ecology of organisations, mainly around network nodes and 

matrices. In this study, there were implications of how well organisations used or 

applied the information garnered from the network based on the characteristics 

and capabilities of the key contacts as well as their senior leadership.  Hannan 

and Freeman (1977) as well as Turner (2019) support this view in their 
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discussions about managers and leaders scanning both the external and internal 

environment of their organisations with the intention to develop the required 

response which focuses the organizational structure 

As depicted in the conceptual model (figure 7.1), the size of the organisations are 

varied based on factors such as their natural evolutionary (historical), and 

environmental processes to date. Baum (1996) highlights one contention of 

organisational ecology as being the relative influences of an organisation’s 

history, environment and strategic choice on patterns of organizational change 

advanced by structural inertia theory. This study revealed that the network 

member organisations have developed over the years from either splits or 

amalgamation with other organisations, to provide services for population which 

have over the years also varied considerably in size as well as overall population 

demographics and their composite health indices. Funding and growth of these 

organisations also varies depending on their regional location, reference 

population served and over-arching government funding allocation and policies.  

The member organisations recognise and acknowledge the benefit(s) of 

belonging in a group with others. One major benefit being their legitimization as 

an organization in being part of the network which has reputation and kudos. Also, 

to be able to share resources and information. The concept of legitimacy of 

organizational forms is explored by Baum (1996). His work highlights the process 

by which some organizational forms like the SPN, although non-mandatory can 

often come to be viewed as obligatory where they are underscored by a mandate 

such as “to improve patient safety” or by common cultural, professional or political 

norms and values.   

The network member organisations are however observed to be selective in their 

participation with regards to the network related programmes. One senior leader 

highlighted reasons for their selection to be based on their internal organizational 

strategy. Consequently, there is an observed reluctance in changing their 

structure or mode of operation in response to the network program stimulus. This 

is a phenomenon referred to as structural inertia which discussed in chapter 

three. A number of internal and external factors (outlined in chapter three) could 

potentially contribute to the observed phenomenon of organisational inertia 

(discussed in chapter six). One of such factors is information flow within an 

organisation. An organisation in this study was observed to not actively 
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communicate or promote the network programmes internally but rather to 

selectively apply key aspects of their learning from participation in the network to 

drive their internal targets. 

  

 Viewing the network through a complex adaptive system (CAS) 

lens 

In chapter five of this thesis, there is a conceptual illustration of the network which 

depicts the member organisations from across the four UK regions. The member 

organisations (which houses a diverse group of healthcare professionals) was 

developed in anticipation that it would evolve and grow organically without 

detailed top-down management and support. In a sense the network developed 

in line with the expectation was that it would be self-organising in its development. 

This self-organising characteristic is attributable to CAS (discussed in chapter 

three) and based on the interaction between the individuals, units or entities that 

make up the system(s). In the process of the self-organisation of the system, new 

patterns, properties or structures may emerge which are observably devoid of 

any intentions.  

Healthcare organisations are indeed complex entities comprising various 

specialties, professions as well as other dimensions which are interconnected to 

produce harmony in care quality. Work by Begun et al. (2003) suggest that 

healthcare organisations are an ideal setting for the application of complexity 

theory due to the diversity of organisational forms and their interdependent 

nature. Their work outlines key features of CAS as dynamic, with complicated 

and enmeshed relationships, and overall exhibiting emergent or self-organising 

behaviour. Looking at the various system levels in healthcare settings 

conceptualized in chapter three of this thesis, interactions can be observed at the 

micro system level- point of care delivery (between the professionals and the 

patient or between groups of professionals involved at this level of care), as well 

as within the other (meso and macro) levels, in response to various factors 

including the external political, economic, regulatory and other pressures. 

Chapter six discusses some of the complexities- issues which member 

organisations had to deal with during their participation in the knowledge transfer 

initiatives. It was evident that all of the organisations, though having a common 
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aim of implementing change programmes/initiatives for care delivery, were faced 

with varying dynamics and also achieved various outcomes. This leans into 

discussions by Kitson et al (2017) about knowledge transfer processes being 

viewed as a complex network comprising sub-networks i.e nested systems with 

dense intricate systems, relationships and politics. Ecology theory discussed 

earlier in this chapter also tells us that no two organisations will respond in the 

same way to the same stimuli 

In this study, it was observed that the views and impressions of the senior 

executives where mirrored in the behaviour of the network members at the 

frontline of particular organisations. Chandler (2018) suggests that CAS develop 

in a manner which allows system information to be well distributed throughout a 

system with a resultant ability to dampen or amplify the flow of knowledge or 

information throughout a system. The presence of characteristics outlined by 

Lipsitz (2012) such as interaction or connectivity, temporality, rules and chain 

reactions with fuzzy boundaries (discussed in chapter three), allows the views of 

senior executives to be well communicated via the dispersed leadership system 

which exists in healthcare.  Begun et al. (2003) corroborate this in their writing 

that humans adjust their interaction based on the characteristics of other parties 

involved in the process, also highlighting that extensive communication among a 

large network of humans facilitates the spread of norms, thus creating some form 

of order. Therefore, opportunities to shape such norms, views/impressions and 

resultant behaviour should be constantly explored for optimization of networks.  

To maximize desired network growth and participation, it would be necessary to 

constantly explore opportunities to manage and shape the network related 

conversations which give rise to such norms and behaviours. These include 

conversations between the senior leaders (executives) and the key contacts or 

middle managers as well as that between the key contact and the network 

members at the micro-level (frontline). Braithwaite et al. (2017) in their white 

paper highlight the value of brokerage in a CAS. Such values include improving 

system connectivity, communication and collaboration, thus facilitating the cross-

fertilization of ideas, knowledge transfer and conflict resolution. These authors 

(Braithwaite et al., 2017) however warn about the potential of such brokers to 

prevent interaction by blocking the flow of knowledge or information. 
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CAS theory also suggests that there may be small changes that have great 

effects on a system- a phenomenon called the “butterfly effect”, put forward by 

Edward Lorenz (Begun et al., 2003) or large changes yielding little or no effect. 

Chapter six of this thesis clearly illustrates this when organisational initiatives 

proposed yielded varying levels of outcomes for the various organisations. 

Chandler (2018) in her critique of Kitson et al. (2017), highlights the complexity 

of human behaviour as an additional dimension for considerations involving 

complexity theories. Additionally, a CAS simply re-organises itself in adaptation 

to its context or environment as a response to stimuli with no defined order or 

expectation, with the overall observed system often being unpredictable. One 

researcher (Pathak, 2007) has suggested that with such systems, although it may 

not be possible to predict their future outcome or development, the right type of 

analysis may provide some knowledge or indication of the key behavioural 

patterns that are likely to be observed in the system over a period of time. This 

researcher (Pathak, 2007) further suggests that patterns of behaviour could be 

‘prototypical’ with the future outcome often exhibiting some ‘underlying regularity’. 

Underlying characteristics could therefore be targeted for optimisation in such 

systems.  

There is the concept of resilience that exists within healthcare teams and 

organisations which emerges out of complexity. It is the ability of a system such 

as healthcare to self-regulate, adjust or adapt its methods of working during, 

before or following any change, stimuli, disturbance or opportunities encountered 

thereby sustaining or subtly transforming ways of working in situations of flux 

(Wears et al., 2015).  Humans are inherently variable. It is this variability in 

responding to changing situations which harnesses individual and consequently 

organisational resilience. Chapter five of this thesis discusses the role of the key 

contacts in horizon scanning and channeling of network information in a manner 

that determines how involved the organisations and their members become in the 

network. In chapter six, collaborative teams and the individuals that make up the 

teams, recount experiences of compliance, reluctance and sense-making to 

determine participation in the network programme.  Although we recognize the 

importance of the concept of resilience in response to complexity and variability, 

it is impossible to pre-determine how an organisation would respond ahead of a 

crisis. Researchers like Braithwaite et al. (2017) recommend that clinicians on the 
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frontline are given ample scope to respond to situations rather than being 

constrained by guidelines, policies and SOPs in order to achieve benefits such 

as improved quality of care. 

 Does Context Matter?  

Sluzanski, 1996) Speaks of the exchange of knowledge being embedded in 

organisational contexts whose characteristics affect the tenure and development 

of the knowledge transfer process. The context like the soil and environment (in 

figure 7.1) possess a series of factors that facilitate or stifle the transfer of 

knowledge such that a process may work effectively in a particular context or 

setting, but will be inhibited in another setting where a different composition of 

factors are at play. Baum (1996) in his discussion of organisational ecology 

suggests that the outcomes of organisations in any one population (in this case 

a group of healthcare organisations) are intertwined with those of organisations 

in other populations that belong to the same community system. However, no two 

organisations subjected to similar pressures will respond in the exact same way. 

This is because the observed adaptation or outcome of each organisation is a 

product of multiple factors based on their internal or external contexts. The 

relevance and influence of context to CAS is also highlighted by researchers 

(Braithwaite et al., 2017; Begun et al., 2003).  

Government policies and other regulatory factors can be likened to the weather 

conditions which are ever present (like the sun, cloud and rain in proposed 

ecological model in figure 7.1), often varying from one location or period to 

another- a condition which Turner (2019) refers to as volatility and uncertainty in 

the health sector. Such conditions in the system include standards geared 

towards ensuring safety and quality, to which the organisations will have to 

respond. There are other variable conditions or a changing climate to which the 

healthcare organisations in the SPN have had to adapt and respond to in order 

to thrive going forward. As discussed in chapter one, these conditions include the 

broad landscape of increasing complexity of healthcare delivery vis-a-vis the 

changing demographics of their reference population, their co-morbidities as well 

as improved (but expensive) technologies which the organisations have to 

incorporate for problem solving, all in the process of their adaptation, growth, 

development and innovation.  
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Central to the delivery of healthcare and related services by these organisations 

is the availability of knowledge or information, which are beneficial for their growth 

and development as well as improved quality in delivery of care. Networks have 

proven to be important for organisations to access this information. The context 

in some cases may contain other factors that may be of no immediate priority or 

benefit for an organisation. In the conceptual network (ecosystem) model, I 

propose that the key contacts in their role as boundary spanners or reticulists in 

the network, also function as micro-filters in the network context, to distil, purify 

or crystallize the information (nutrients) allowing only that needed for the 

members and their organisations as a whole. These micro-filters (key contacts) 

are connected to each other in a sub-network and possess inherent 

characteristics that enable them to achieve these functions. How well they are 

able to achieve their functions- to distil information for uptake by the individuals 

in the organisation will depend on factors such as their own understanding of their 

organisational aims and strategy, the environment in which they operate, their 

overall knowledge and experience of the organisation functions across the 

various system levels and (possibly) disciplines and their motives or intentions. 

The front-line staff (represented by the roots) in the organisation constantly 

process or make sense of the information that they receive from context (soil) in 

which they operate. They (frontline staff) willingly gravitate towards the 

information source (soil nutrients), based on their perception of needs for 

themselves, their unit and their organisation as a whole. How well they are able 

to achieve this function is dependent on the (hidden or unseen) communications- 

regulatory processes which occur along the trunk (meso- middle management) 

and leaves (macro- senior leaders) which are transmitted via communication 

channels.  

In the case of the Safer Patients Network, the micro-filtration process takes the 

form of informal conversations about the network and its component programmes 

in relation to organisational goals and strategy. Such informal processes are what 

Waring and Bishop (2010) refer to as ‘water cooler’ learning or knowledge sharing 

at the clinical backstage. Other researchers (Lewin and Reeves, 2011) have also 

pointed to the significance and use of ‘back-stage’ performances to enhance the 

frontstage and overall impression management in healthcare. The ability of the 

key contact to ‘distill’ and convey the network information in a manner that 
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arouses interest and engages other members to enhance their participation is 

therefore important. Where they are unable to do this effectively, they may end 

up creating “a bottle neck effect” in the channel of information flow as highlighted 

in earlier in this chapter. 

In the SPN, analysis showed cluster formation of the members linked to the key 

contact as their main node or channel of information flow. This has a potential to 

again create that ‘bottleneck effect’ when important information is not conveyed 

in a timely manner to those for whom it would be of use.  Increasing the number 

of key contacts nodes, or better still, linking more members to each other, will 

serve to increase the density of the network and create more channels for the 

information flow and ultimately will increase the potential of uptake by the 

organisation.  

The uptake of key information (nutrients) from the context (soil) will occur via the 

frontline staff (roots) at the micro level/coal face and also via the senior leaders 

and executives (leaves) who are well positioned at the macro level for absorption 

of information due to any changes in policy or regulation which would be 

translated into organisational strategies. Organisational ‘readiness for absorption’ 

of information via the roots will vary from one organisation to another based on 

internal (regulatory) and contextual (soil and weather) factors- prevailing 

circumstances, process and qualities inherent in the organisation. Internal factors 

as identified in this study include their level of development in problem 

identification and being primed or poised for working out a solution. In the context 

of access to information via the network membership, the key contacts 

(represented by cogs in figure 7.1) are in a position of optimise the uptake of 

information by individuals or groups by engaging in formal and informal 

communication (conversations) with them. 

How member organisations respond to the regulatory standards, policies in their 

environment and initiatives such as the SPN, are to some extent determined by 

the conversations and resultant directives by senior executives.  It is important to 

remember that such organisational responses often give rise to consequences. 

Organisations constantly adapt to condition(s) in the process of their growth. 

However, during the continuous periods of growth and adaptation, the overall 

ecosystem presents a state of balance/equilibrum to any observer. To sum, there 
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are a range of process in the network which contribute significantly to the 

observed ‘dynamic- equilibrium’ or harmony of such systems.  

The membership of the network is complex; with individuals of varying specialty, 

from across various organisations governed by different bodies but regulated by 

somewhat similar targets and policies. The individual members have varying 

years of experience, aspirations, desires, views and intentions. Individuals 

(members) who make up the various organisations would therefore react in the 

various ways that are beneficial for their understanding of their individual or 

organisational needs. This reaction will often manifest as dynamic interactions 

between individuals or groups in terms of uptake of information, during 

participation in the network programmes. In response to such complexity of 

contexts, there will be variation in the observed effects (great or small) across 

organisations. 

As the healthcare organisations continue to work towards their desired goals, the 

individuals continue to work- interacting, providing care and implementing 

processes on the front-line. In the current climate some of these will involve 

providing care with minimum resources, for an aging population or individuals 

with chronic or long-term conditions whose care may involve the use of recent 

and specialized technologies. Within such challenges, organisations tend to look 

to others who are “like them” i.e faced with similar challenges (see section 7.2.5) 

for potential solutions. Within the implementation of recurring patterns of care 

delivery, similarities emerge. 

Given all of the theoretical perspectives and findings discussed so far, I will draw 

this section to a close with this quote which highlights the various levels of 

influence on networks:  

“Clinical communities (Networks) that work well are characterised by the 

careful balancing of a bottom-up, localising, participatory and informal 

social processes and strong leadership, co-ordination and impetus from 

within-and sometimes from beyond and even above.” 

    Malby and Anderson-Wallace (2016) 
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 Conclusion: 

To sum, the Safer Patient Network was developed to engage member 

organisations in sharing knowledge and facilitate the uptake of such knowledge 

for use in the improvement of the care and services which they provide. The 

organisations are in themselves complex entities and the network is made up of 

various components and programmes. The organisations are mainly attracted to 

the network for the perceived benefit which they anticipate. This is centered on 

the network’s knowledge sharing potential. Both individual members and the 

organisations are genuinely interested in sharing and receiving relevant 

knowledge for their specific context or the service areas where they have 

identified a need.  

Researchers like Braithwaite et al. (2017) suggest that: 

 “harnessing the advantages of natural networks, distributed leadership 

and their propensity for innovation, coordination and improvement should 

constitute planning for sustainable and adaptive health systems and 

organisations.”  

As with most healthcare organisations, the ones involved in this study are 

characterised by complexity; with professionals from across various specialties 

and units interconnected, organizing and evolving and liaising with other 

orgaisations to deliver improved quality of care. There are a range of contextual 

(environmental and internal organisational) factors which the organisations are 

constantly adapting and responding to, thus giving rise to often unpredictable 

outcomes for each of the member organisations involved. This confers the much- 

needed ability of the organisations to be agile and resilient in the face of constant 

variation. 

The network member organisations are quite strategic in their observed mode of 

participation in the network. This strategy is often dependent of their perception 

of the ‘problem solving potential’ of the network with all of them tapping into the 

knowledge resource which the network provides mainly through their key 

contacts. Structurally, the members of the network are clustered around the key 

contact who are centrally positioned in the network and therefore function as 

conduits for information flow. The ability of the key contact to distill network 

information to the right individuals is key to the level of involvement by the 
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organisation in the network activities. This function by the key contacts is a 

measure of dispersed leadership (Turner 2019) which Begun et al. (2003) 

explains as the existence of a robust or fit mechanism in CAS whereby 

organisations are able survive a variety of environmental conditions by managing 

how they respond to these stimuli. 

The network is observed to house active participants as well as observers- 

legitimate peripheral participants in near conformation to Pareto’s 20:80 rule 

(Grosfeld-Nir, 2007), as much of the core network activity is driven by a smaller 

proportion of the network members like the key contacts. The boundary spanning 

role of the key contacts highlights implications for targeted and effective 

communications to optimise the network membership and participation. Also, the 

knowledge, skills and capabilities of the key contact in distilling the information 

received, identifying relevant individuals or groups within the organisation and 

building relationships which enable favourable conversations to take place is 

important for the network development. Kitson et al. (2017) suggests that the 

direction of travel and growth of such networks is dependent on the actions of 

individuals and teams who may function as connectors or boundary spanners 

who facilitate the adoption and acceptance of new knowledge. 

Acknowledging and leveraging on inter-organisational network connections could 

enhance the development of a more adaptive and desired approach to knowledge 

transfer in healthcare settings. The presence of non-mandated networks such as 

these across organisations, increases the likelihood of cross-organisational 

communications and knowledge sharing. It is important to note that leadership 

and other contextual factors can either stifle or facilitate communication which will 

affect the overall level of network participation.  Multi-level coherence and the 

capability of the key contacts can prevent the development of a ‘bottle-neck’ effect 

which stifles information flow and ultimately network growth. 

 Study Strengths and Limitations 

This study involved a multi-level, longitudinal case study design which was 

triangulated with other methods such as adapted social network analysis, 

observations and document reviews. The use of additional methods in data 

gathering serves to enhance triangulation. The study sites were purposely 

chosen (Yin, 1994), with the intention of representation from the four UK regions 
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as well as the overall network activity and composite programmes. The intention 

was to generate a global view or perspective about the network as well as peering 

into specific programme elements, with a view to understanding in detail, the 

micro-systems at play which ultimately give rise to the observations across the 

network.  

The interview participants included those from all levels (micro, meso and macro) 

of the chosen organisations who had contact with network and its related 

programmes. Most of the respondents were purposefully selected based on their 

network contact and participation; the aim was to invite all who has contact with 

the network in any capacity. Further recommendations by the interviewees were 

taken up and all who were invited (except two) consented to be interviewed. We 

can therefore say with certainty that self-selection in the interview process was 

greatly minimised. The reasons for the decline to interview by the two network 

members were centred around suspicion or a lack of understanding of the motive 

of the study and interviews. It is therefore credible to say that strategic 

membership across geographically spread and organisationally diverse settings 

(Dixon-Woods et al., 2009) of the network was considered in the recruitment of 

interview participants, with individuals (from various levels in each organisation) 

who had participated or were linked to the network been given the opportunity of 

an interview. Respondents had the opportunity to read their transcripts or 

summaries of their interviews and so the data generated through the interviews 

can be classed as acceptable accounts of the respondents. 

The network is a complex entity which was introduced to a group of healthcare 

organisations. The process of delivery of healthcare within these organisations 

has a huge bearing on complexity, partly due to the nature of tasks in the field of 

healthcare and also to the organization of healthcare systems (Turner, 2019; 

Benn et al., 2009). Benn et al. (2009) suggest that in order to understand how 

large-scale safety-oriented programmes such as the network become effective, 

there is a need for research designs which encompass the complexity to involve 

the intervening whole systems approach.   

Healthcare organisations and systems vary in comparison on characteristics such 

as their history, size, management process, internal structure, regional location 

and corresponding external regulatory environment, leadership, culture (Benn et 

al., 2009) amongst other factors, which invariably will impact on organizational 
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readiness and capacity to adapt and improve itself through the use of available 

channels of information about best practice.  As with this study, researchers 

suggest that investigation into such complex scenarios need be longitudinal and 

developmental (Been et al., 2018), in that data is captured over time, with local 

contexts and variations for specific case study adequately described (Bate et al., 

2008).  

A major strength in the use of ecological theory and the consequential case study 

method of data collection is the wealth of comparable empirical evidence 

generated from various organizational settings and related to a diverse set of 

empirical problems. The drawback in the use of the theory rests on the fact that 

the large pool of co-efficient for indirect measures such as age, size and 

population density contribute minimally to the understanding of the underlying 

theoretical explanations which are set up to consider the empirical problems of 

interest (Baum,1996). As observed in the development of this thesis, Baum 

highlights that this invariable creates conceptual problems through skepticism 

that ensues from the strength of the inferred underlying process where findings 

cannot be interpreted precisely and also making it rather difficult to account for 

the non-conforming observations on theoretical grounds. 

Although this study benefits from the use of multi-methods of data collection, 

there are some limitations. At the time of being admitted into the network, it was 

not possible to gain an in-depth understanding of the internal variability of the 

different organisations which would have allowed me to develop a better 

understanding of their course of development in line with their response to the 

network programmes. I however proceeded to explore the various organisational 

adaptation and engagement with the network and its related programmes 

I had also anticipated to be able to collect quantitative (activity) data for the 

participating organisations. This was however practically impossible during the 

course of the study. The organisations expressed difficulty in their quantitative 

data collection in a unified format to enable comparison.  This study therefore 

relied mainly on various other types of (mainly qualitative) data collection. 

Nonetheless, the qualitative methods chosen lend themselves well to questions 

relating to process which underscores the study of dynamics of behaviours such 

as in network participation within organizations. 
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The use of mixed-methods design in research gives rise to problems in the 

management of multiple data sources. Rigour and confidence in findings is 

achieved through combining data sources and perspective of analysis (Benn et 

al., 2009).  As a researcher I had to constantly decide what weight to assign to 

the various types of data collected in making sense of all the data generated from 

the various case studies.  

On the whole, I observed the network development and collected activity data for 

a period of one year. In the second year, there was not much in terms of ongoing 

network activities. I however stayed linked in to observe any activities. Network 

developments are thought to span longer periods of time, giving its members 

sufficient time to sense-make and gel, encompassing various events and 

activities. It would therefore be beneficial to conduct such research over a longer 

period of time.                   

  Internal and External Validity 

The use of case study methodology yields benefit of internal validity- where within 

case data are ‘as-is’ and therefore valid. External validity which is to be able to 

generalize to other settings is however minimized in qualitative case studies of 

this nature. The data gathered in this study is reasonably substantial (87 

interviews in total) and cuts across various organisations from across the four UK 

regions. Once written up, the themes generated from the interviews were fedback 

to the participating teams and organisations via mini reports. The aim of this 

process was to achieve respondent validation; ensuring that the researcher’s 

interpretation and assessment of events is accurate and also encourage 

reflection and dialogue about the network and collaborative processes. 

It is however important to acknowledge that environmental dynamics varies to 

some extent across the regions and so does the organizational, group and 

individual perspectives. It is plausible that this study may not have picked up on 

deviant themes-issues that may be relevant to other organisations not included 

in this study. However, the findings so far reinforce work conducted by other 

authors (Ferlie et al., 2005) who explore the complex dynamics of knowledge 

translation in healthcare organisations. The findings of this study are therefore 

not isolated but relevant to the constantly evolving discourse around healthcare 

in-organizational networks and relevant dynamics.  
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  Likely contribution to knowledge 

Despite study the limitations outlined earlier, this study offers key knowledge 

contributions on how to optimize the value added by (inter-organisational) 

networks in their ability to prefer solutions to the complex problems faced in 

healthcare. It offers detailed insight about the network development, observed 

level of engagement and perceived benefits (for both individuals and 

organsations alike). As there is an increasing focus on the use of networks and 

related collaboratives in the healthcare sector, this study provides useful and 

important considerations for policy and practice.  

In addition to the above, this study goes one step further in filling a major research 

gap. Previous researchers (Bate and Robert, 2002) have recommended that 

horizontal (inter-organisational) networks of this nature be created in order to 

harness the benefits of collaboratives as effective mechanisms for joint learning 

and knowledge transfer. Also, to identify organisational barriers to the transfer of 

best practice within and across NHS organisations as well as any factors or 

mechanisms needed for knowledge translation to occur. Following these 

recommendations, there has since been a proliferation in the use of networks to 

achieve various aims in healthcare, but very few research into the actual 

development and benefits derived from ‘non-mandated’ networks of this nature. 

This study has filled this gap with the provision of a framework (see chapter 

seven) for consideration of factors that affect an organisations’ performance in 

such (collaborative) settings. 

On the whole, this study has shown that outcomes for networks like the SPN 

cannot be predicted or pre-determined, however the network characteristics and 

attributes can be optimised through relevant facilitation and other support 

provision to achieve as near as the desired outcome(s). Key to this is ensuring 

that the network programmes of focus are well crafted to line up with the 

members’ interests as well as their organisational strategy. Also, a careful 

selection by organisations of their representatives- key contacts and upskilling of 

individuals were necessary to enable them function in the role. This is a concept 

which some researchers (Fitzgerald et al., 2006; Goodwin et al., 2004) have 

referred to as ‘intelligent crafting’. Such optimisation efforts may also include the 

facilitation of relationship building between members of the network (cross-
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professionally as well as within and across organisations), to improve its density 

and as a result the opportunities for knowledge sharing and innovation. Central 

to this will be the use of the communication channels via the key contacts (and 

senior leaders) to enhance sense-making as well as opportunities for knowledge 

transfer and learning. Targeted support that helps develop the role of the key 

contacts to be able to deliver in their role as boundary spanners, connectors, 

sense makers and synthesisers could also be helpful in achieving same.   

To sum, it is not just enough to create or set up a network to achieve a set of 

aims, rather the network would need to be cultivated and nurtured, in order to 

optimise inherent structures and processes, so as to maximise achievement of 

the desired benefits. Theoretically, there is no one theory that adequately 

captures the dynamics of the network as a whole. Other researchers (Ricciardi et 

al., 2015) attest to this theoretical diversity. To this end, I have explored a range 

four main theories in chapter three and have applied three of these to the findings 

from this study.   

Organisational ecology has been viewed as making good progress in tackling its 

issues, with continued emphasis on increasing precision and realism in both 

theory and research (Baum, 1996), in order to capture underlying processes of 

interest in a more nuanced way. As a unique contribution, this thesis combined 

principles of organizational ecology, complex adaptive systems and social 

exchange theory to develop a conceptual ecosystem model which explores the 

complexities of the network context and functions. The central tenet of my thesis 

that the observed network structure has developed in response to the contextual 

factors which pertain to each organisation and facilitated by the internal 

communications that take place in response to these. Knowledge transfer or 

translation is indeed enhanced by a network of complex responsive and adaptive 

systems which are also regulated individuals such as boundary spanners.  

Professionals from across complex healthcare organisations are brought 

together in the Safer Patients Network. They then negotiate their way in 

adaptation to and use of the network. The network provides a forum in an 

atmosphere of trust and reciprocity which facilitates knowledge sharing when 

organisations are primed to adapt the knowledge gained from the network 

settings to solve their contextual issues.  
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Academics, policy makers, funders and practitioners are increasingly interested 

in the contribution that effective knowledge management across organisational 

and professional boundaries can make to improvement of public services (Currie 

and Suhomlinova, 2006) like healthcare. Policy makers and organisations 

interested in funding networks in the healthcare sector would benefit from the 

insight and understanding provided by this study of how non-mandated, 

professional networks of this nature develop and operate in practice. Issues 

highlighted here will inform how to design and implement networks, where the 

purpose is for knowledge sharing or transfer for quality improvement as well as 

the implementation of change programmes. For example, understanding that 

network members and their corresponding organisations are quite strategic; tend 

to gravitate towards individual or organisational interest would ensure that key 

network programmes are aligned as close as possible to these where possible in 

order to attract maximum uptake or participation.  

An understanding of network structure and connections in the various member 

organizations will help identify key players, manage knowledge flows and explore 

ways to optimize the network functions. For example, the role of brokers in 

network settings can be given more thought in that, going forward, careful 

consideration be given to individuals identified or selected for the role and the 

necessary support provided for them to develop in the role and achievement of 

the desired network outcomes. Previous research (Ward et al., 2013) highlights 

the need to understand and exploit the role of such brokers and connectors in 

healthcare as a key challenge. This study has identified some characteristics and 

behaviours of key actors in the network. Decisions on whether or not to fund a 

particular network, including how the funding should be directed to optimise key 

characteristics and benefits would be better made when there is an 

understanding of possible strategic intentions and behaviours of both individuals 

and organizations in their membership and participation in such networks.  

Beyond the healthcare sector, the findings of this study are also relevant for the 

study of knowledge management strategies in complex organisations in both 

public and private arena. Due to a proliferation in growth of knowledge-based 

firms, there is a need for growth and development in the understanding of 

knowledge management strategies. Understanding how to optimize network 

structures and connections as well as principles about how to get different 
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professions to work together by identifying and managing boundaries where they 

exist is helpful. 

This study also offers some usefulness for academics; to see the benefit of the 

choice of methodology- a longitudinal, comparative, case study design in 

researching a topic of this nature. It allowed for the use of various methods in the 

exploration the patterns of engagement in the network. The mixed methods of 

data capture involving semi-structured interviews, non-participant observation, 

network analysis and use of vignettes allowed for various modes and types of 

data capture for a rich description and analysis. For funders, this study has shown 

that establishing a network is often complex and cost intensive, requiring 

significant personnel, infrastructure and other resources. These include project 

management, data and analytical support. These all need to be considered 

adequately in setting up a (non-mandated) healthcare network such as the Safer 

Patients Network 
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General Interview questions (For members of the network 

*excluding pass it on collaborative members) 

 

1. How did you come to join the network? 
2. Prior to your joining the network, what did you hope to get out of it? 
3. What has been the extent of your participation in the network so far? 
4. At the early stage of your membership, how easy was it for you to 

understand the network language and terminologies? 
5. Can you tell me the reason(s) why your organisation has joined the 

network? 
6. To what extent have your expectations for joining the network been 

realised? 
7. What, if anything, have you gained from the network? 

8. In your view, have you developed any valuable new contacts as a result 

of your membership of the SPN? (If yes have any of the relationships 

developed been helpful for learning or access to information for you or 

your organisation?) 

9. Has the work of the network had any impact on patient outcomes? 
10. Are you aware of and if so are you interested in the innovation projects 

currently running (Junior doctors and antimicrobial prescribing) 
11. Do you feel you are able to shape the network? 

12. Is the membership of the network sufficiently diverse? 
13. Do you have any suggestions on how to keep the network vibrant and 

dynamic in the current climate of financial, structural and other changes? 
14. Is it delivering what you want? 

15. Is your organisation currently participating in any of the network 

collaborative or innovation programmes? 

16. Can you comment on the roll-out or spread of any of the 

programmes/initiatives to other units within your organisation 

17. As the network moves to being totally member driven, what changes 
would you like to see?Would you recommend this network to others? 
Can you say why? 

 

(Use attached diagram and ancillary questions) 
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Interviewer will go on to explain the different levels of participation, highlighting 

that all are legitimate and permissible. Respondents will then be asked the 

following questions: 

• How would you describe your membership/participation in the network?  

Prompts: 

• Indicate your current level of participation using the vignette provided 

• What was your position when you first joined the network 

• Where would you like to be? 

• In your view, what are the barriers or obstacles to being where you want 
to be? 

 

For members of pass it on collaborative  

1. Tell us a little bit about the background or discussions that preceded the 

decision by your organisation to apply to join this pass it on 

collaborative? 

2. When you applied, did you have a clear idea of the expectations and 

commitment required? 

3. How did you come to be involved in the network or collaborative 

programme? 

4. What has been your experience of the sessions to date? 
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5. How comfortable have you been with the technology? 

6. Describe the physical environment in which the sessions took place? 

7. Has the collaborative resulted in any change in practice for your unit or 

organisation? 

8. What difficulties have you faced during the period of running the 

collaborative? 

9. Has the collaborative resulted in any improvement in patient outcomes? 

10. What changes would you like to see for future collaborative? 

11. Would you recommend this to others? 

 

 

 


