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Foreword
Barbara Harpham, Chair, MTG

The NHS is rightly recognised
internationally as one of the most valued
public services. Its strength lies in its
commitment to continually improve the
lives of patients across the UK and the
people who work in the NHS. However, for
the NHS to thrive, and for patients to
benefit consistently from medical
technology, the NHS must foster and
embed a culture that learns, shares, and
acts on evidence. i |

This report is part of the Medical Technology Group’s Commission on Culture. It
explores how systems define, monitor, and share best practice by highlighting
four vital areas of care: diagnostics, orthopaedics, gynaecology, and continence.
Together, they illustrate how culture determines delivery: where learning and
dissemination are strong, improvement follows; where they are weak, variation
persists.

The Commission’s findings show that best practice in the NHS is too often the
result of local determination rather than systemic design. In some areas we found
impressive leadership and innovation. In others, patients experience
unacceptable variation, with lessons and outcomes failing to move beyond the
individual NHS organisation’s boundaries.

What works in one place should quickly inform practice elsewhere. NHS bodies
and organisations need to be supported to capture evidence, connect data, and
share learning widely to encourage new ways of working and change. Cultural
improvement is the foundation for innovation, efficiency, and patient experience.

This report endeavours to offer practical recommendations for the NHS, the
Government, and partners with the NHS to make that vision a reality.




Executive Summary

The Medical Technology Group’s Commission on Culture set out to investigate how
organisational culture affects the adoption of innovation, the use of data, and the
delivery of services. This report focuses on Best Practice and how effective models and
technologies are identified, measured, and shared across the health system for the
benefit of patients and those who work in the NHS.

Four areas were chosen to provide a window into the wider health-system challenge,
which - despite decades of investment and reform — are still impacted by significant
variation in how best practice is defined, embedded and spread. Drawing on Freedom
of Information (FOI) responses from 42 Integrated Care Boards (ICBs), the findings
reveal wide variation in how systems define and apply best practice. Areas with strong
direction and prioritisation from the centre, such as Diagnostics and Orthopaedics,
show higher levels of maturity and measurable outcomes. Those without such focus,
notably Gynaecology and Continence, display limited data, weak accountability, and
little evidence of systematic learning.

The FOI evidence reinforces this, revealing inconsistent data collection, limited
accountability and wide differences in pathways across ICBs.

e For Diagnostics, official monthly data show that the collection of 15 key tests is
monitored across England, but the operational standard - that fewer than 1% of
patients should wait six weeks or more - remains unmet, with 24% of patients
waiting six weeks or more in August 2025.[1] The MTG's FOI results show that while
some ICBs have mature Community Diagnostic Centres (CDC), many report
minimal integration, limited outcome measurement, and inconsistent oversight.

¢ In Gynaecology, the scale of the challenge is glaring: more than 750,000 women
and people in the UK are currently waiting for hospital gynaecology services.[2]
Most ICBs do not hold data on diagnosis, treatment, or outcomes, and few have
mechanisms to monitor adherence to NICE guidance, which leaves system
leaders without visibility of system need and performance.

e In Orthopaedics, analyses show that the UK is lagging behind peer nations on
recovery of waiting times for hip and knee replacements post-pandemic: they
remain 50% longer than pre-pandemic in England. [3] Our FOI results show that
the use of the National Joint Registry (NJR) is inconsistent in influencing
commissioning decisions, and there is variation in rehabilitation pathways and
referral criteria contributing to unequal access.

o For Continence, it is estimated that 14 million people in England have bladder
problems and a further 6.5 million have bowel problems, highlighting the scale of
need, whilst many services lack consistent data, oversight, or audit.[4] The MTGC's
FOI results show that there is minimal accountability for continence care and
significant blind spots in service quality.

[(MMonthly  Diagnostics Data 2025-26. (2025). NHS Diagnostic Waiting Times and Activity Data. [online] Available at:
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2025/10/DWTA-August-2025-Report_EIJKO9.pdf [Accessed 22 Oct. 2025]. p.6.
[2]Royal College of Obstetricians and Gynaecologists (2024). Waiting for a way forward: Voices of women and healthcare professionals at the
centre of the gynaecology care crisis. [online] Available at: https:/www.rcog.org.uk/media/4hnc5gg3/waiting-for-a-way-forward.pdf. p.7.

[3] Nuffield Trust. (2024). Still waiting: Is it just England that still has a backlog problem? [online] Available at:
https://www.nuffieldtrust.org.uk/news-item/still-waiting-is-it-just-england-that-still-has-a-backlog-problem.

[4] INIZS) England (2018). Excellence in Continence Care. [online] AVETIE]o][5} at: https//www.england.nhs.uk/wp-
content/uploads/2018/07/excellence-in-continence-care.pdf. p.6.
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Executive Summary

These data points are not isolated. They underline a recurrent pattern: where national
focus, data infrastructure and accountability are strong, best practice is more likely to
be realised; where they are weak, variation, delay and inequity persist.

This challenge is amplified by ongoing change in the NHS. While progress is being
made, the ability of organisations to sustain and expand best practice will depend on
clear ownership and stable governance, particularly as NHS England is expected to be
replaced by a new national structure by 2027 and ICBs undergo mergers. Clear and
consistent leadership will be essential, alongside mechanisms to share best practice,
to protect and advance wider system improvement.

Despite the clear challenges at play for ICBs and the wider system, the MTG FOI
evidence identifies clear examples of effective models, strong governance, and data-
led improvement already in operation. These cases show that best practice is
achievable within current structures when systems prioritise leadership,
measurement, and learning.

In diagnostics, Greater Manchester and West Yorkshire demonstrate how mature
CDC governance and shared data platforms can improve visibility and coordination.
In Gynaecology, Bristol, North Somerset and South Gloucestershire have established
defined pathways and clearer oversight, while in Orthopaedics, Birmingham and
Solihull illustrate how consistent use of NJR data can drive improvement and
strengthen local decision-making. For continence care, Kent and Medway's
investment in staff training and Somerset's integrated pathways show what is
possible when services are treated as a priority. Together, these examples highlight
that the core issue is not a lack of effective practice, but the absence of mechanisms
to spread, scale and embed best practice consistently across the NHS.

To address this, the Commission is calling for:

A National Best Practice Framework, setting expectations for data collection,
governance and learning in every ICB.

e Stronger commissioner oversight, ensuring outcome monitoring and data
review are used to drive commissioning decisions.

e National recognition and sharing of high-performing areas, enabling ‘gold
standard’ systems to have their best practice captured, evaluated and scaled
across the NHS.

« Comprehensive clinical oversight across all specialties, ensuring programmes
such as ‘Getting it Right First Time' (GIRFT) include areas such as gynaecology and
contlnence with aligned incentives for good outcomes and mechanisms to
, 1 \Qersrstent poor performance.



Orthopaedics

Orthopaedics is a therapy area that
illustrates what can be achieved when
strong data infrastructure meets clear
national focus. The National Joint
Registry (NJR) remains a cornerstone of
data collection, quality assurance, and a
model for how evidence can drive
improvement; however, even with this
tool, its application across systems
remains inconsistent.

Areas of best practice in several ICBs,
including Bristol, North Somerset and
South Gloucestershire, the Black Country,
and Kent and Medway, reported
compliance with NICE's requirement to

use ODEP 10A-rated implants, with
Birmingham and Solihull and
Gloucestershire reporting embedded

Enhanced Recovery After Surgery (ERAS)
pathways. Others, such as Bath and
North East Somerset, Swindon and
Wiltshire, and Bedfordshire, Luton and
Milton Keynes, now provide routine post-
operative rehabilitation for all patients.

These examples show the impact of
strong data and clinical engagement.
Where the NJR is actively used in local
governance, systems can benchmark
outcomes, identify outliers and drive
targeted quality improvement.

Use of NJR Data

The NJR is one of the most complete and
comprehensive joint replacement
databases in use in the NHS. Its robust,
high-quality data enables accurate
monitoring of outcomes, early detection
of  variation, and evidence-based

improvement in the quality and safety of
orthopaedic care.

CBs show wide variability in how they
engage with orthopaedic outcome data,
including the NJR and related national
datasets. Of the 31 usable FOI responses
received, only five ICBs (around 16%)
demonstrated what could be considered
proactive use of NJR or outcomes data
within  their quality or performance
governance structures. These systems
referenced routine review of NJR returns,
Patient Reported Outcome Measures
(PROMSs), complication or revision rates, or
explicitly described how such data informs
quality  committees and assurance
processes. A further seven ICBs (23%)
displayed partial or indirect engagement -
acknowledging the relevance of NIR,
PROMs or national dashboards, but without
presenting evidence of  systematic,
procedure-level oversight. The remaining 19
ICBs (61%) reported no ICB-level monitoring
of orthopaedic outcomes, often stating that
the information is not collected, not held, or
is the responsibility of providers or national
platforms.

Proactive ICBs typically referenced
dedicated quality teams or governance
pathways and described the use of Getting
it Right First Time (GIRFT) or Model Hospital
reports alongside NJR data. In contrast,
ICBs in the partial-use category referenced
NJR or PROMSs only superficially or stated
that outcomes might be reviewed
“occasionally” or only at an aggregate level
rather than for specific procedures such as
hip replacement. The largest group (those
with no ICB-level use) most commonly
signposted to public dashboards, asserted
that data resides solely with providers, or

simply stated that they do not review
orthopaedic outcomes.
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Orthopaedics

Many ICBs position orthopaedic outcome data as a provider responsibility, suggesting
the ICB role is primarily one of ensuring participation in national audits rather than to
actively analyse or act on the findings. In the minority of cases where data was
referenced, it tended to be fragmented across multiple national or local sources - NJR,
PROMs, GIRFT, Model Hospital, incident reporting systems and internal trust quality
reports - with few examples of these being combined into a coherent oversight
framework. Furthermore, PROMs and other patient-centred measures appear
substantially under-utilised at ICB level, despite being readily available. A small number
of ICBs also noted that outcome monitoring is “not required as part of contracting”,
highlighting a mismatch between national policy ambitions for value-based, data-driven
elective orthopaedics and the level of local implementation.

How ICBs Referenced or Used NJR-Related Data in FOI Responses

Reference to complication rates

Reference to revision surgery rates

Outcome monitoring done only by providers (not ICB)
Use of Model Hespital benchmarking data

Reference to GIRFT (Getting It Right First Time)

Use of PROMs (Patient Reported Outcome Measures)

Explicit reference to the National Joint Registry (NJR)

0 2 n 6 8 10
Number of ICB responses referencing each type of data use

Taken together, the responses indicate a substantial opportunity for improvement:
while NJR and PROMs provide rich, case-mix adjusted insights into outcomes after joint
replacement, they are not yet being used consistently as commissioning tools or as part
of systematic quality improvement at ICB level. Strengthening the use of these datasets
could support more consistent monitoring, reduce unwarranted variation, and better
align local practice with national expectations for elective orthopaedic care.
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Orthopaedics:
Recommendations

Mandate active use of NJR data in local governance and
commiissioning to drive measurable improvement.

Responsible: NHS England; ICB System Leads

Remove non-clinical referral thresholds such as BMI or pain
criteria to ensure equitable access to care.

Responsible: Department of Health and Social Care; ICB System
Leads

Embed standardised post-operative rehabilitation as a national
expectation across ICBs.

Responsible: ICB Commissioners and Provider Trusts

Develop joint prowder—commlssmner |mprovement programmes
using NJR benchmarking to promote shared learning.

Responsible: ICB System ELeads; Provider Trusts \




Gynaecology

Gynaecology continues to show some of
the starkest variation in accountability,
data collection, and system oversight
across the NHS. As part of this report,
the MTG has used endometriosis as a
core case study to illustrate how gaps in
data, pathway adherence and
governance contribute to inequitable
care and poor patient experience.

FOI responses gathered by the MTG
reveal that many ICBs do not have
specific guidance or care pathways to
primary care providers on when to refer
patients with endometriosis (32% have
Nno guidance and 24% are currently
developing pathways). Most ICBs do not

hold basic operational data on
gynaecology, including the care
pathways, diagnostic  activity, or

outcomes, and few have mechanisms
for monitoring adherence to relevant
NICE guidance. In many systems,
women’'s health is subsumed within
general elective recovery programmes
rather than treated as a defined priority
with dedicated oversight. This leaves
little visibility of performance, variation,
or patient experience, making it difficult

for ICBs or national bodies to drive
improvement or hold systems to
account.

Better practice does exist across the
system with Bristol, North Somerset and
South Gloucestershire, Cornwall and the
Isles of Scilly, and Coventry and
Warwickshire ICBs displaying defined
endometriosis referral pathways, and
Nottingham and Nottinghamshire
monitoring adherence to care pathways
by primary care providers. Greater
Manchester has led professional training
initiatives, and Lincolnshire collects audit
data on endometriosis outcomes,
examples that show how accountability
and focus can drive improvement.

Still, nationally, women’s health remains
under-prioritised. The Women's Health
Strategy identifies menstrual health and

gynaecological conditions as priority
areas, with ambitions to reduce
diagnostic times for endometriosis,

improve women's experiences of care,
and ensure consistent implementation of
NICE guidance. With more than 750,000
people waiting for hospital gynaecology
service, delays in diagnosis and treatment
remain widespread. To deliver equitable
care, NICE guidance must be
implemented consistently, data collected
routinely, and outcomes measured
transparently across every ICB.[5]

Percentage of ICB responses with specific guidance or
care pathways to primary care providers regarding when to
refer patients with endometriosis

= Mo Specific Guidance = Pathway in Development

= Pathway In Place = |CB Does Not Hold This Information
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[5] Royal College of Obstetricians and Gynaecologists (2024). Waiting for a way forward: Voices of women and healthcare professionals at the 8
centre of the gynaecology care crisis. [online] Available at: https:/www.rcog.org.uk/media/4hnc5qg3/waiting-for-a-way-forward.pdf. p.7.
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Gynaecology:
Recommendations

Introduce national oversight of NICE guidance implementation
for endometriosis and women’s health, supported by regular
ICB reporting.

Responsible: Department of Health and Social Care; ICB System
Leads

Pilot and evaluate one-stop clinic models (e.g. women’s health
hubs) for gynaecological conditions to improve time to
diagnosis and patient experience.

Responsible: NHS England/Department of Health and Social Care

Commission comparative research on international women’s health
pathways, using models such as France’s direct referral approach to
inform UK reform.

Responsible: Department of Health and/Sggi,aL,Cate,,,,,,,,;




Continence

There is no Average Wait Time for an Initial Continence

COHS'SteEt . Assessment from ICBs (Adults and Paediatrics)
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continence Gussex  T— | (

services aCross

Eng la nd, with Shropshire, Telford and Wrekin o

provision varying Northamptonshire T 4

\l/élgsely MgsevageBr; c§ Lancashire and South Cumbria T w
. - e

did not collect Kent and Medway ‘

any outcome Devon — | (.5

data, and even —_—
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considerably.

In fifteen ICB responses waiting-time
information was “not held” and ten
ICBs specifically did not respond to
this question.

Only eight ICBs provided a numerical
wait time and those that provided
reported waits between 1.4 and 10.5
weeks with Sussex, Lancashire and
South Cumbria, and Devon ICB
having the highest reported average
waits at 10 or 10.5 weeks. It is notable
though how few ICBs held/provided
this information. Most ICBs confirmed

that provision sits within  wider
community or district-nursing
pathways, with few examples of

dedicated leadership or oversight.
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[6] NHS England (2018). Excellence in Continence
content/uploads/2018/07/excellence-in-continence-care.pdf. p.6.

Where progress exists, it reflects local
determination rather than system design.
Kent and Medway reported training
initiatives for community staff, and
Somerset operates a linked bladder-and-
bowel service across primary and
specialist care, but such models are rare.
The absence of a national audit or
minimum-standards framework means
variation persists across England, despite
national guidance such as Excellence in
Continence Care (NHS England, 2018).
With an estimated 14 million people living
with bladder problems and 6.5 million
with bowel problems, the Ilack of
consistent data and accountability leaves
a large-scale need largely invisible. [6]

A meaningful improvement in continence
care can only happen if it is supported by
a culture of measurement and learning.
Establishing clear national expectations,
consistent data collection and a trained
workforce would enable systems to
benchmark performance and improve
quality. Without this, continence care for
millions of patients will continue to
depend on local enthusiasm rather than
national leadership.

Care. [online] Available at:  https//www.england.nhs.uk/wp-

Average Wait Time for Initial Continence Assessmentin Weeks
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Continence:
Recommendations

Establish national minimum standards for continence services,
covering access, data, and workforce training.

Responsible: Department of Health and Social Care; NHS England

Develop age-appropriate paediatric and adult continence
services, linked by a fully integrated transition pathway with
clear accountability and transparent handover planning.

Responsible: NHS England; ICB System Leads
Introduce mandatory training and competency frameworks for
staff delivering continence care.

Responsible: Provider Trust Boards and Community Trusts

Implement routine outcome and experience reporting to raise
visibility and enable improvement.

Responsible: NHS England; ICB System Leads
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Diagnostics

Diagnostics has benefitted from sustained national investment through the
establishment of Community Diagnostic Centres (CDCs) in 2021. However, the
MTG's FOI evidence shows uneven maturity across systems. While some ICBs,
particularly in Greater Manchester and West Yorkshire, reported advanced
integration and shared governance models, others, such as Cornwall and Frimley,
described CDCs still in early development.

Just over half of ICBs (53.5%) reported having capacity for colonoscopy or flexible
sigmoidoscopy within CDCs, and around one third (34.9%) confirmed capacity for
scans such as transnasal or capsule endoscopy. Some areas, such as London,
perform particularly badly with 60% of ICBs reporting no endoscopy capacity. In
most areas, data collection remains focused on activity rather than outcomes or
patient experience, limiting opportunities to learn from performance and drive
quality improvement.

Percentage of ICBs per Region with Endoscopy Capacity inCDCs

SouthV

MNorth East and Yorkshire
Midlands IECTEN 7 R T
London [N

MHS Region

EastofEngland  IEENEEEE - I 13
0 10 20 30 40 50 60 70 B0 a0 100

Percentage of ICBs (%)

m No En
mBa y(C opy/flexi sigmoidoscopy) (%)

Advanced only |

Both basic and advanced available (%)

Regions of better practice, such as the North West have almost 30% of ICBs with both
basic and advanced scanning capacity (e.g. colonoscopy and transnasal) and about 85%
of ICBs record endoscopy capacity.

Where maturity is higher, CDCs are integrated into elective recovery plans and
supported by shared data platforms that allow cross-system visibility of performance.
This approach has proven most effective in regions treating CDCs as an enabler of wider
system transformation, linking diagnostics directly to elective care recovery, workforce
innovation, and improved patient flow.
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Diagnostics:
Recommendations

Require ICBs to publish outcome dashboards for CDCs that
include outcomes and patient experience.

Responsible: NHS England/Department of Health and Social Care

Strengthen integration between CDCs and elective recovery
programmes, ensuring diagnostics directly inform system
planning.

Responsible: Department of Health and Social Care; NHS England

Support regional diagnostics collaboratives to promote peer
learning and workforce innovation practice and solutions to
workforce challenges.

Responsible: NHS England; ICB System Leads
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Recommendations

Across all four clinical areas, the evidence shows a consistent pattern. Where national
scrutiny and attention exists, outcomes are monitored, and progress follows. Where
they do not, best practice remains isolated. There are examples of best practice and
excellent leadership, accountability and outcomes-based commissioning. We need to
learn from where this practice exists to drive improvements. Across all four clinical
areas, too much accountability sits solely with providers, while NHS leaders and
commissioners lack the information and levers required to monitor performance and
support the adoption of best practice.

To embed a culture of improvement, best practice and accountability across the
NHS, the Commission recommends:

A National Best Practice Framework established by the
Government and NHS England/DHSC to set expectations for data

collection, governance, and learning in every ICB.

ICB Chief Executives and system leaders to ensure outcome
monitoring, data review and commissioner oversight of best
practice is used to drive commissioning decisions.

Systematic sharing of best practice across the NHS, with NHS
England to designate high performing areas as ‘gold standard’,
allowing best practice to be captured, evaluated and shared
nationally.

The GIRFT programme includes appropriate clinical expertise
across all specialties, including areas such as gynaecology and
continence. This will help ensure providers are properly held to
account for delivering best practice. The Department of Health
and Social Care should ensure that GIRFT recommendations are
recog/n[§§d@é§txp\ra\ctice and, in line with the Ten-Year Health

nv incentives for good outcomes and consider
disihcentives where performance remains poor.
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14



The

Medical
Technol

Group

ogy

Improving patient access to medical technology




