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Background: Primary care services are the first point of contact in a healthcare system; in the last years, many
mergers and reconfigurations have taken place in this setting. The aim of this study is to summarize the literature
evidence on the relationship between the increase in the size of these organizations and their performance.
Methods: A systematic review of the literature was carried out querying EMBASE, MEDLINE and Web of Science
databases, from their inception to January 2020. Articles which quantitatively assessed outcomes and process
indicators of merger/structural reorganization of primary care organizations and qualitative articles that assessed
staff perception and satisfaction were included in the review. Results: A total of 3626 articles was identified and
another study was retrieved through snowball search; 11 studies were included in the systematic review. Studies
about lipid profile evaluation and emergency admissions for chronic conditions showed moderate evidence in
supporting the merging of primary care organizations; conversely, clinical outcome studies did not reach a suf-
ficient level of evidence to support merging actions. A moderate evidence of a negative effect on patient’s
perspective was found. Conclusion: Actually, there is no strong evidence in favour or against merging of primary
care organizations without equivocation. This review supports the possibility to identify indicators for evaluating
a merging process of primary care organizations and for adopting eventual remedies during this process. Further
efforts should be made to identify additional indicators to assess merge actions among primary care
organizations.
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Introduction

P
rimary care services represent the largest part of most people’s
experience of health care, providing the first point of contact in

the healthcare system and acting as the ‘front door’ of the national
health services (NHSs) (Box 1).1 Traditionally, these services are
provided by small organizations but many mergers and reconfigu-
rations have taken place in recent years, increasing the size of the
organizational units. Among the different forms of reorganizations,
alliances are agreements between two or more firms to jointly man-
age assets and achieve strategic objectives.2 They must be distin-
guished from merger and acquisitions, which refer to the
combination of all assets of participating firms under a common
ownership. This combination can refer to the merging of two more
or less equal companies or acquisitions where one company obtains
majority ownership over another company.3

Considering general organization, fusion is the dissolution of all
existing organizations and transfer of all management prerogatives
to a new successor organization specifically created for the purpose,
whereas absorption represents the dissolution of at least one existing
organization and transfer of all management prerogatives to another
existing organization with similar function.4

Mergers could occur horizontally or vertically. In horizontal in-
tegration, organizations acquire or integrate with other ones that
provide the same or similar services, whereas in vertical integration,
organizations acquire or integrate with organizations offering dif-
ferent levels of care, services or functions.5 Mergers can be broadly
considered in terms of whether they merge voluntarily, ‘bottom-up’,

or are mandated, ‘top-down’. However, the distinction between
mandated and voluntary is not always clear-cut and it highly
depends on the context.6

Historically, a number of mergers were observed among providers
(e.g. hospitals). However, nowadays, mergers among payers and also
insurances have been reported. The part of the organization that is
in control of operations depends on the country and on its health
system.7

The English NHS of the United Kingdom is paradigmatic of
reorganizations of the commissioning function since the early
1990s.8,9 Meanwhile, also new forms of ‘large-scale’ General
Practitioner (GP)-led provider collaborations have evolved in
England including multiple practices as federations, networks, joint
ventures and alliances.6,10–12

In Canada, Primary Care Networks (PCNs) were established in
2005 and consisted of groups of family physicians and other health
professionals working together, through a joint venture agreement
between the provincial health authority (Alberta Health Services,
AHS) and a group of family physicians who form a no-profit cor-
poration.13–15

Policies for the amalgamation of the healthcare sector in Italy led
to a substantial reduction in the number of Local Health Units
(USLs) from 659, in 2012, to 101 Local Health Authorities (ASLs)
in 2018.16

Mergers may change the way primary care organizations operate
via the achievement of economic gains, economies of scale and
scope through staff sharing and training, task shifting within the
workforce and better integration of care. As a result, the delivery

http://orcid.org/0000-0002-5804-2284
http://orcid.org/0000-0002-7564-0518


of care might be affected by a reduction in unwarranted variations in
clinical practice obtained by investing in technology, standardizing
procedures, implementing best practice and adopting shared elec-
tronic records; moreover, an improvement in the access to core
services can be reached by extending opening hours, implementing
a wider skill-mix of staff and multidisciplinary team work, central-
izing triage and managing patient overflow hubs.6,17,18 There is the
possibility that mergers could also result in worse access or quality of
care. Although patients may value increased routes of access through
scaling up, new access routes may not be well received by all patients
and these routes can also result in poorer relational continuity of
care with a consequent fragmentation of the healthcare services de-
livery. The above-mentioned leads to a lower patient satisfaction and
a lower compliance to medical recommendations resulting in a de-
crease of clinical quality over time.6

On the other hand, economies of scale from merged institutions
may not always exceed diseconomies of scale, which may arise be-
cause of new more complex governance and management proc-
esses.6 Moreover, in the last decade, the Italian experience
outlined as waiting lists have grown, response times for medical
reports have raised, the distance between healthcare organizations
has increased and the risk of political centralization has grown.19

The question of what size commissioning organizations should
have to allow them to function most effectively is therefore highly
relevant for local and national decision-makers. Several hypotheses
about the relationship between size of commissioning organization
and performance exist.8 This review aims to summarize the litera-
ture evidence on the relationship between the increase in the size
of organizations providing primary care services and their
performance.

Methods

Study design and literature search

A systematic review of the literature was carried out querying the
following electronic databases: EMBASE, MEDLINE, Web of
Science, from their inception to January 2020, without language
restrictions. The PICO process was used to frame the following
guiding question of the systematic review: What is the relationship
between the increase in size and the performance of a primary care
organization? Each PICO domain corresponded to the following
elements: (P) Primary care organizations, (I) merger or structural
reorganization, (C) unmerged organizations and (O) performance
of these organizations.20 To ensure the systematic review quality, the
Preferred Reporting Items for Systematic Reviews, and Meta-
Analyses (PRISMA) check-list and flow diagram were used.21 The
search string was constructed combining keywords such as ‘primary
care organization’, ‘general practice’, ‘trust’, ‘merger’, ‘scale-up’, ‘re-
organization’, ‘network’, ‘Outcome and Process Assessment’, ‘per-
formance’ and their synonyms through Boolean operators AND and
OR. References of retrieved papers were also searched for additional
studies.

Study selection

Two investigators independently screened titles and abstracts of all
records to identify potentially relevant publications. The inclusion
criteria were: articles published in English, which quantitatively
assessed outcomes and processes of primary care organizations
that underwent a merger or structural reorganization and qualitative
articles that assessed staff perception and satisfaction. Articles not
meeting inclusion criteria were excluded; moreover, publications
without original data (reviews, editorials or practice guidelines),
articles which focused on comparison between single-handed prac-
tices and group practices and those that analysed exclusively func-
tional reorganizations were excluded. The evaluation of the

eligibility criteria was performed independently by the two authors,
and in case of divergence, a third researcher was consulted.

Quality assessment

Two investigators assessed independently the quality of the studies
using the National Institute of Health’s Quality Appraisal Tool for
Observational Cohort and Cross-Sectional Studies.22 If disagree-
ments occurred, final decision was reached by team consensus.
The tool assessed 14 parameters: for each item, the investigator
could select ‘yes’, ‘no’ or ‘cannot determine/not reported/not ap-
plicable’. A potential risk of bias was considered if the item was rated
as ‘no’ or ‘cannot determine/not reported/not applicable’ by the
reviewer. Two items regarding the different levels of the exposure
and the blinding of outcome assessors to the exposure status of
participants were excluded; in studies that had no follow-up, item
about loss to follow-up was not considered. If the ‘yes’ answers were
�75% of the total, an article was considered of ‘good’ quality; if they
were <75% but � 50%, an article was scored as ‘fair’; if they were <
50%, the article was scored as ‘poor’.23

Data extraction and data analysis

Two reviewers performed data extraction independently and a
standardized form was used to tabulate the following data: biblio-
graphic details, country, study design, setting, aim of the study,
outcomes analysed, comparator and main results.

The effect of the reorganization (merging) was evaluated by col-
lecting the items that were analysed by the articles, categorizing
them into three main groups: (i) Clinical outcomes, (ii) Clinical
process measures and (iii) Patient’s perspective. Only the items
reported in at least two articles have been considered. The results
were synthesized, to assess the strength of the evidence, according to
three levels of scientific evidence for each category of items similarly
to those developed by Hogendoorn and colleagues: 24

• Strong evidence: provided by generally consistent findings in mul-
tiple high-quality studies;

• Moderate evidence: provided by generally consistent findings in
one high-quality study and one or more low-quality studies, or in
multiple low-quality studies;

• Insufficient evidence: only one study available or inconsistent
findings in multiple studies.24–26

Since Hoogendoorn et al.24 used two levels of quality—high and
low—to be conservative, a study was considered of high quality if
the methodologic quality score was equal or higher than 75% (good)
of the maximum score and of low quality if the methodological
score was lower than 75% of the maximum score (fair or poor).
The findings of the studies were considered to be inconsistent if less
than 75% of the available studies reported the same conclusion. In
the case of multiple high-quality studies, the available low-quality
studies were disregarded in the assessment of the level of evidence.

Results

Study selection

The literature search resulted in 3626 studies and another study was
retrieved through snowball search method. After removing dupli-
cates, the research team reviewed a total of 2417 manuscript titles
and abstracts. A total of 41 full articles were considered potentially
relevant; after full text examination, 30 of 41 articles were excluded,
as they did not fulfil selection criteria. The remaining 11 studies
were included in the systematic review and their quality assessment
was performed (figure 1).
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Characteristics of the studies

Nine of the included articles described cross-sectional studies8,14,27–33

whereas two were about cohort studies14,34 (table 1). The studies
were published from 1996 to 2019 and were performed in England
(eight studies) and in Alberta (Canada) (three studies). Four studies
examined networks of general practice in the same London borough
of Tower Hamlets, which was initiated by a horizontal and manda-
tory merging process. These studies assessed the performance of the
networks using outcome and process indicators and comparing them
with those of London and England.27–29,33 Three papers analysed the
impact of Alberta’s PCNs, resulting from horizontal and mandatory
merging processes: these studies explored the impact of the enrol-
ment in PCNs for patient with type 2 diabetes and other chronic
conditions on the admissions to hospital or visits to emergency
departments and the perceptions of family physicians practicing in
or not in PCN’s team.14,15,34 The remaining articles focused on the
relationship between the size and performance of primary care
organizations in England8,31 and how practice’s large list sizes
impacted on consultation length, workload and availability30,32.

Quality assessment

Out of 14, 11 parameters were deemed to be relevant
(Supplementary table S1): a score of eight or greater was indicative
of good methodological quality, six to seven was fair and studies
scoring below six were deemed to be of poor quality. Overall meth-
odological quality of all included studies (n¼ 11) is summarized in
table 1.

One study was deemed good quality, five were deemed fair quality
and six studies were judged as poor, showing high risks of
bias. The most frequently met quality criteria regarded research
question/objective, study population, exposure measures and out-
come measures. A number of items were rarely reported, including
those relating to sample size justification, measure of exposure(s) of
interest, timeframe between exposure and outcome (table 1).

Levels of evidence

According to Hoogendoorn et al.24 one study scored as high quality
and other studies as low quality.

Clinical outcomes

Three groups of clinical outcomes were identified:

Levels of blood pressure. Two low-quality studies8,27 evaluated the
levels of blood pressure. Only one paper27 found a statistically sig-
nificant positive effect of merged organizations on proportion of
population with coronary heart disease (CHD), stroke, hypertension
patients with blood pressure <150/90 mmHg. In all three domains,
for blood pressure control, the London borough of Tower Hamlets
improved faster than the rest of London and England. Application
of the rating system has shown that there is insufficient evidence of
an effect of merging on blood pressure, because of inconsistent
findings (table 2).

Levels of blood glucose in diabetes. One high-quality15 and one low-
quality study8 have analysed the levels of blood glucose in diabetes.

Figure 1 PRISMA flow diagram of the review process
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In the latter, the proportion of people affected by diabetes with
HbA1c �8%2 showed no significant correlation with population
size. A statistically significant positive effect of PCN of Alberta was
found on mean glycated haemoglobin of patients affected by dia-
betes cared for in PCNs compared to patients cared for outside
PCNs. Therefore, application of the rating system has shown an
insufficient evidence because of inconsistent findings (table 2).

In summary, studies dealing with level of blood pressure or levels
of blood glucose have shown insufficient evidence in supporting a
merging intervention among primary care organizations.

Clinical process measures

Lipid profile monitoring. One high-quality study15 and two low-
quality studies8,27 reported process measures of lipid profile. All
results were statistically significant, but Greaves et al.8 found that
bigger PCTs had a statistically significant negative effect on rates of
generic statin prescribing. Because one high- and one low-quality
study indicated a positive effect of merging, application of the
rating system has shown that there is a moderate evidence (table 2).

Emergency admissions for chronic conditions. The effect of merging
on emergency admission was reported in one high-15 and two low-
quality studies.8,34 Results in all studies showed that increase in size
of population had a statistically significant positive effect. In
Alberta, those who received care in primary care networks were
less likely to visit an emergency department for a diabetes-specific
ambulatory care sensitive condition than those whose care was not
managed in a network. Because findings in three studies, one of
high and two of low quality indicated a positive effect (in terms of
reduction of emergency department accesses), application of the
rating system reached moderate level of evidence (table 2).

Vaccination coverage. Vaccination coverage included several vac-
cines and different age groups. Three low-quality articles8,30,33

addressed the topic and just one indicator showed a statistically
significant positive effect of merging on MMR1 vaccine in Tower
Hamlets. After the intervention, the uptake increased by 1.86%
every quarter from the third quarter of 2009. However, the ratingT
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Table 2 Findings of the impact of merging interventions by selected
category

Category Reference Result Evidence

Clinical outcomes

Blood pressure levels Greaves n.s. Insufficient

Robson þ
Blood glucose levels Greaves n.s. Insufficient

Manns þ
Clinical process measures

Lipid profile Greaves � Moderate

Manns þ
Robson þ

Emergency admissions for

chronic conditions

Greaves þ Moderate

Manns þ
McAlister þ

Vaccination coverage Greaves n.s. Insufficient

Campbell n.s.

Cockman þ
Patient’s perspective

Ability to see a doctor fair quickly Greaves þ Moderate

Satisfaction with opening hours Greaves �
Accessibility Campbell �
Continuity of care Campbell �
Perceived availability Campbell �

þ, statistically significant results in favour of the intervention; n.s,
not statistically significant results; �, statistically significant results
in opposition of the intervention. Good quality studies are in bold.
Levels of evidence: Strong, Moderate, Insufficient.
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system assigned insufficient evidence because of inconsistent find-
ings (table 2).

In summary, studies focusing on lipid profile evaluation and
emergency admissions for chronic conditions have shown moderate
evidence in supporting a merging process in primary care organiza-
tions; oppositely, analysis of papers dealing with vaccination cover-
age did not reach a sufficient level of evidence to support merging
actions between primary care organizations.

Patient’s perspective. Three low-quality studies8,30,32 examined the
relationship between merging and patient’s perspective. One indi-
cator (ability to see a doctor fairly quickly) had a significant positive
correlation with bigger PCT in only one study. The remaining ones
(satisfaction with opening hours, accessibility, continuity of care and
perceived availability for urgent and non-urgent conditions) showed
a statistically significant negative effect. Rating system assigned a
moderate evidence to the negative effect of merging on patient’s
perspective (table 2).

In summary, studies dealing with patient’s perspective have
shown a moderate evidence of a negative effect after a merging
intervention among primary care organizations.

Discussion

The main purpose of this systematic review was to evaluate the
literature evidence on the relationship between the increase in the
size of organizations providing primary care services and their per-
formance. There is moderate evidence that merging primary care
organizations produces better results in terms of prescribing and in-
taking of lipid lowering drugs and reduced emergency admissions
for chronic conditions.35 The above-mentioned improvement may
be related to financial, organizational and socio-cultural reasons;
moreover, another reason may be the opportunity for physicians
of merged organizations to work in teams. Szafran et al.14 provided
additional data on family physicians’ positive perceptions of inter-
professional collaboration and on the influence that being part of a
PCN had on their practice. Regarding the vaccination coverages and
the clinical outcomes, according to the rating system there is insuf-
ficient evidence even if the findings are promising.

Despite the expected changes, merged organizations showed lower
satisfaction with opening hours, accessibility, continuity of care and
perceived availability for urgent and non-urgent conditions by
patients than unmerged ones, with moderate level of evidence.
Furthermore, Wilkin et al.31 showed that only two performance
measures were significantly associated with size as initiatives to ex-
tend the range of services available in primary and intermediated
care.

In relation to the improvement of the number of population,
Baker et al.36 found that it could improve quality processes but
may increase staff turnover, causing problems for continuity of
care and challenges. In addition, other factors influencing perform-
ance include availability of resources, quality of clinical leadership
and pre-existing relationships in the local context where merge
occurs.37 Finally, concerning the economical and organizational
aspects, the expected economies of scale from larger organizations
may not always outweigh diseconomies of scale which may emerge
due to new more complex governance and management processes.6

A few studies were not included in the analysis due to the impos-
sibility of verifying the statistical significance of the results.
Particularly, in one study28 the outcomes for patients with type 2
diabetes (e.g. digital retinal screen) improved as well as the out-
comes for patients with chronic obstructive pulmonary disease
(COPD) (e.g. reduction in hospital admissions) in the second
study.29

Currently, there is no strong evidence in favour or against merg-
ing of primary care organizations without equivocation. It is sug-
gested to use a set of indicators to evaluate a merging process of
primary care organizations. There is evidence in the literature

reporting the availability of several sets of indicators as those
provided by the European Commission,38–40 among which some
indicators adopted for this study were found. Indeed, tools aimed
at assessing how primary care contributes to health system and
satisfies the dimensions of relevance, accessibility, integration,
person-centeredness, affordability, equity, sustainability, workload
and workforce satisfaction are essential to inform policy-makers
and facilitate the decision-making process.

Nevertheless, lack of a right planning and of a suitable timetable
can delay the integration process. In Italy, between 2015 and 2016,
three large ASLs were created in Tuscany from an institutional
merger of 12 pre-existing organizations: the transitional phase lasted
eight months41 also because there were different processes and IT
platforms in the merged institutions, which caused delays.
Moreover, the time and resources spent for reorganization to estab-
lish a merger could be underestimated, and the anticipated benefits
could not occur37 or could occur partially. Therefore, there is the
need of defined indicators to assess, based on their performance,
remedial actions.

The phenomenon of ‘merger-mania’ seems to last, especially in
these years characterized by spending review, since it is the most
suitable shortcut to cut costs in healthcare. The core message of this
study is not to focus on the reasons to ‘perform’ or to ‘avoid merger’
but, on the contrary, on the planning of merger activities and on the
cyclical evaluation, with the proper accountability tools, to give ro-
bustness to health policy choices.

The strengths of this review include a robust systematic process
for search strategy, appraisal, data extraction and description, sup-
plemented with hand searching and forward citation searching.
Full search methodology and strict inclusion criteria have
improved the relevance of the reviewed articles that dealt with
horizontal and mandatory mergers, but their small number and
their origin (two geographic areas) limit the generalizability of
findings. A large heterogeneity was found in the indicators and
results highlighted by the selected studies. Not least, high hetero-
geneity in the methodology of studies and in measures used to
evaluate results with an overall variable follow-up duration
(from months to years) hindered the possibility to undertake
a quantitative analysis through a formal meta-analysis.
Additionally, it should be pointed out that the methodology of
the rating system overrides good quality studies and puts more
weight on papers of less quality.

This paper has only looked at the (increase in) size of primary
care organizations and not at the (new) structure of the merged
organizations; besides, this study does not deal with mergers of
GPs into primary care teams that provide multi-professional services
for patients, particularly those with chronic conditions, which are
still desirable and already evaluated in other studies.42,43

Although it is important to examine which types of organizations
end up being merged, before–after studies, focusing on whether the
pre-merger level of primary care performance may influence
whether an organization will end up merging with another, were
not found. Moreover, the results cannot always be applied to all the
different primary care organizations: firstly, because included studies
considered only mandatory and horizontal mergers occurred among
providers and, secondly, due to the presence of many confounders
on performance of NHS’s primary care organizations as, for
instance, reimbursement system, provision of incentives, multidis-
ciplinary disease management programs and integrated care.
Evidence-based policy ensures that the best interventions are effect-
ively implemented. Policy decisions are invariably weakened when
they do not take account of the best current knowledge. There are a
number of reasons why policy decisions may not be evidence-based.
The difficulty of taking evidence-based decisions is due to the lack of
already established evidence. In addition, policy-makers are unwill-
ing or unable to take account of good existing evidence and
academics do not produce rigorous/relevant papers within the time-
frame of the policy cycle. Getting relevant science and research into
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policy is essential. There are several barriers, but the easiest way to
reduce them is making scientific literature more relevant and access-
ible to policymakers.44

There is no strong evidence that favours or discourages under-
taking primary care organizations merging. Policy-makers and
stakeholders should take into account economic, organizational,
healthcare outcomes but there is currently little research to indicate
with confidence that the expectations on mergers will be met, or to
identify the potential unintended consequences. Further studies are
needed to evaluate cost-efficacy and equity of a merging process
between primary care organizations. The evaluations of the impact
of mergers have to be related to the context and setting in which
they will take place and, moreover, there is the need to plan and
perform adequate designed studies to follow the impact and out-
come of mergers in order to confirm and better explain the results
obtained by our study. We have planned to conduct a study about
the merger performed in Sardinia, considering some indicators and
evaluating their trend over time; in this way, a join point regression
analysis should explain the trend of those indicators and is able to
detect the time point(s) when the trend significantly changes and
estimate the regression function with join point(s) previously
identified.45

Supplementary data

Supplementary data are available at EURPUB online.
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19 OFCS report. Riforma sanità, fusione selvaggia delle Asl: entro il 2017 saranno solo

97. Available at: https://ofcs.report/internazionale/difesa-e-sicurezza-nazionale/

riforma-sanita-fusione-selvaggia-delle-asl-entro-il-2017-saranno-solo-97/#gsc.tab¼
0 (24 November 2020, date last accessed).

20 Richardson WS, Wilson MC, Nishikawa J, Hayward RS. The well-built clinical

question: a key to evidence-based decisions. ACP J Club 1995;123:A12–3.

Key points

• Merging processes could improve quality processes but may
increase staff turnover, causing problems for continuity of care
and challenges.

• It is better to assess periodically and systematically the impact
of mergers in a continuous quality improvement cycle.

• This review supports the identification of indicators for eval-
uating a merging process of primary care organizations and
for adopting eventual remedies during this process.

Box 1 Abbreviations used

AHS

ASLs

CCG

CHD

COPD

GP

HbA1c

MMR1

NHS

PCG

PCN

PCT

PRISMA

USLs

Alberta Health Services

Local Health Authorities

Clinical Commissioning Group

Coronary heart disease

Chronic obstructive pulmonary disease

General Practitioner

Glycated haemoglobin

First dose of measles, mumps and rubella vaccine

National Health System

Primary Care Group

Primary Care Network

Primary Care Trust

Preferred Reporting Items for Systematic Reviews

and Meta-Analyses

Local Health Units
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