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The Medical Technology Group (MTG) is the
only UK coalition of patient groups, research
charities, and medical device companies.
We work to ensure that every patient,
wherever they live, has fair and timely
access to the medical technologies that can
transform their lives. We have acted as a
constructive but critical friend to the NHS
and Government – championing innovation,
highlighting inequities, and pressing for
solutions that put patients at the centre of
health and care. 

Over the past five years, we have
commissioned and launched a range of
reports on issues within the NHS that cause
barriers in access to medical technologies
for patients, delay patient ability to get the
right treatment at the right time in the right
place, or practices which do not include the
experiences, perspectives and input from
patients. 

Throughout this time, we have found that
‘culture’ is a determining factor in how
many NHS bodies (both nationally and
locally) deliver for patients across the
country. 

How can we overcome these challenges
and create a culture of innovation that can
transform the NHS? This is the issue we are
investigating through the Medical
Technology Group’s Commission on NHS
Culture for innovation and technology. This
will be built on what we see, hear and
encounter across the system - speaking to
everyone from senior policy makers to local
trusts alongside clinicians, innovators and
patients across the system to work out what
we do best and how to scale it. 

A key part of changing the culture in the
NHS is the need for proper accountability
within the system

Without clear lines of responsibility, robust
oversight and a willingness to learn from
best practice, patients risk falling through
the cracks of a system that is already under
pressure. Integrated Care Boards (ICBs)
were intended to bring greater clarity and
consistency, but we know from experience
that change can also embed variation. That
is why the MTG has undertaken this work: to
shine a light on where accountability is
working well, and where it still needs to be
strengthened. 

This work is being undertaken as the
number of ICB’s is being reduced through
mergers and clusters, and as they reshape
their core functions and responsibilities,
whilst at the same time the centre is
undergoing its own change, with NHS
England being abolished. In this period of
uncertainty and change, strong
governance is not a luxury – it is essential.
Without it, patients will face more delays,
staff will work within unclear structures,
and the system risks widening the
postcode lottery of care. 

This evidence provided in the report
presents the system with the opportunity
for change. Drawing on Freedom of
Information responses collected in early
2025, alongside NHS England’s most recent
ICB assessment, we have seen examples of
good practice: clear leadership, embedded
innovation and outcomes monitored and
acted upon. We have also seen examples of
where practice is not good, and the risks
presented to ICBs when this is the case,
including slower progress, uneven access,
and persistent variation between systems. 

As we move into a new phase for ICBs,
there is an opportunity to embed
functioning, strategic accountability within
the NHS that delivers for patients.
Accountability is the anchor ensuring
delivery against national ambitions and
local needs. The MTG will continue to
advocate for stronger, more transparent
system, because when accountability is
strong, patients receive the care and
technologies they need, and outcomes
improve for everyone. 

Chair’s Foreword
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Measure what matters 
‘What gets measured gets done’ and top-down metrics from
NHSE and DHSC focus attention at the expense of local priorities,
and cause distraction from strategic work. The publication of
trust-level productivity statistics and costing dashboards allows
Boards to move beyond target-chasing and focus instead on
balanced outcomes – covering access, quality, productivity and
patient experience – through clear, public reporting. 
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Key Findings
Fragmentation remains, though clarity is improving 
Accountability continues to be spread across the whole system,
including DHSC, NHS England, regions, ICBs and Trusts. The new
NHS operating model (as spelled out in the 10 Year Health Plan)
aims to strengthen the line of sight from national to local level,
supported by Model Region and ICB blueprints and a
forthcoming Model Neighbourhood Framework. Greater
consistency and openness in performance reporting are
essential if this structure is to deliver genuine outcomes for
patients. 

Leadership variation drives inconsistent delivery 
Good practice often depends on the capability and focus of
individual leaders. Recent policy initiatives (10 Year Health Plan
and NHS Medium Term Guidance) introduce comparative
productivity data and formal board risk assessments to
standardise expectations and reduce reliance on personal
leadership style. 

Strengthening the patient voice through digital access 
Patient involvement remains limited, and can be varied across
ICB footprints, as well as at central ICB level. Patients are often
thought of but not included in the planning and delivery of work
from NHS bodies (as laid out in MTG reports on Meaningful
Patient Involvement. Digital-first models create new
opportunities. Providers should expand NHS App functionality,
adopt NHS Notify for communications, and use digital tools to
gather real-time feedback. These changes can give Boards a
more accurate picture of patient experience and expectations. 

Using incentives to drive accountability and prevention 
The NHS Medium Term Guidance and the changes it proposes
requires balanced financial plans and sustained productivity
improvement. New payment models – such as the urgent and
emergency care tariff and best-practice outpatient rates – can
align incentives to prevention, collaboration and quality,
embedding accountability for outcomes rather than activity. 
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Recommendations
Build a Multi-Year Framework for Accountability 
Accountability must move beyond short-term targets to sustained,
transparent delivery. Multi-year “accountability compacts” between
DHSC, regions, ICBs and providers should set clear expectations for
financial balance, productivity, and outcomes. Boards should review
progress quarterly, publish results annually, and act early when
performance slips. This will turn the Medium-Term Planning
Framework’s financial discipline into a living mechanism for
improvement, not just compliance. 

Make Transparency Simple and Useful 
Public Accountability Dashboards should be created at national,
regional and local levels, showing performance on finance,
productivity, access, outcomes, and equity. Drawing on NHS England’s
new datasets, these dashboards must provide one version of the truth
– clear, comparable and public. Boards should discuss results openly
and publish follow-up actions, allowing patients, Parliament and staff
to see both progress and gaps.
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Deliver Innovation Through Adoption 
Innovation must be measured by what is implemented, not what is
promised. Proven tools – such as the NHS App, NHS Notify, electronic
patient records and the Federated Data Platform – should be treated
as essential infrastructure. Success should be judged by outcomes:
faster access, better data flow and higher productivity. Systems should
pilot, learn and scale effective approaches rapidly, making innovation a
routine part of delivery. 

Put Patients and the Public at the Centre 
Accountability should extend to those the NHS serves. Every ICB and
Trust should embed ongoing patient and community participation,
using digital feedback and embedded citizen engagement to shape
decisions and monitor quality. Digital-by-default must not mean
digital-only: alternative ways to engage must be maintained, and
Boards should report how they act on what patients tell them.
Genuine dialogue builds trust and keeps improvement focused on
outcomes that matter. 

Align Incentives with Outcomes 
Funding and performance measures should reward collaboration,
prevention and quality. The new payment models and fair-shares
allocations can drive system-wide accountability by linking money
directly to population health and patient outcomes. Capital should
favour organisations demonstrating digital maturity, efficiency and
equity. Quality and safety, including delivery of Martha’s Rule, must
remain core to assurance – ensuring that financial control and patient
care move in tandem. 
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Conclusion 
The NHS has undergone great change throughout its existence, and while it remains a
trusted institution for citizens across the UK, it is facing challenges like never before. The
opportunities presented by the 10 Year Health Plan and the changes within the system
should be embraced and delivered for the benefit of patients and citizens across the
country. 
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Introduction
“We were appointed at a time when there was widespread concern about the
NHS. There had been a complete reorganisation of the service…which few had
greeted as an unqualified success. The NHS had suffered a number of industrial
disputes accompanied in some cases by at least a partial withdrawal of labour. In
addition to this, the NHS could not shelter from the country’s chill economic
climate…so that although it suffered no real financial cut-back it was denied the
growth which it had come to expect to help it meet the rising demand made
upon it.”[1]

These are the words of Sir Alec Merrison, in the 1979 Royal Commission on the
National Health Service. Although the NHS has been in near constant change since
its foundation in 1948, the challenges faced by the organisation are ever-present, and
consistent. 

Fig 1 shows the complex structure of NHS
accountability in 2014

Accountability within the NHS is an inherent challenge. There are over 6,000 NHS
bodies, [3] with individuals who are accountable for the delivery of its services reaching
from the Prime Minister and Secretary of State for Health and Social Care, down to local
GP practices and local authorities.[4] 
 
Lord Ara Darzi noted in his 2024 Investigation of the NHS that: 
 
“It is hard to have clear accountability because tasks are distributed across such a
large group of people. And many people at the top of the organisation encourages
local NHS organisations to look upwards to them, as well as outwards to the
communities that they serve.”[5]
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Sir Alec continues in his report to
say that “The most common
complaint...about the
reorganisation of the NHS was
that it added an extra and
unnecessary tier or
management level…[resulting] in
delays in decision making, 
buck passing, excessive
quantities of administrators…
duplication of work, too much
consultation and too many
meetings, and a lack of effective
accountability at local level.”  [2]

[1] htt[1] https://wellcomecollection.org/works/kk7gn566/items?canvas=16 (page 1)
[2] Ibid (page 30)
[3] https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/key-facts-figures-nhs
[4] https://www.england.nhs.uk/long-read/structure-of-the-nhs/
[5] https://assets.publishing.service.gov.uk/media/66f42ae630536cb92748271f/Lord-Darzi-Independent-Investigation-of-the-National-
Health-Service-in-England-Updated-25-September.pdf)

https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16
https://wellcomecollection.org/works/kk7gn566/items?canvas=16


Introduction
Just over ten years later, many of those organisations are no longer in existence, and
many more having been formed, with new functions and responsibilities for each.
The current structures are also still in flux: the abolition of NHS England is not yet
completed, the functions and responsibilities moving to DHSC are not yet confirmed,
and the amalgamation of ICBs across the country, are reducing from 42 to 27.

Within this context, measuring accountability within NHS structures is
understandably difficult. This challenge in navigating a complex accountability
landscape is felt even more acutely within the NHS itself, which not only has to
navigate the changing structures and policy landscape, but also manage an ever-
growing demand on services, within a tight fiscal environment. 
 
Integrated Care Systems were introduced in 2022 (through the Health and Care Act),
and are commissioners for services across the country. 
 
Patricia Hewitt, in her Independent Review of Integrated Care Systems, noted that:  
 
“ICSs bring together all the main partners - local government, the voluntary,
community, faith and social enterprise sector, social care providers and the NHS -
in a common purpose expressed in 4 main aims: to improve outcomes in
population health and healthcare; to tackle inequalities in outcomes, experience
and access; to enhance productivity and value for money; and to help the NHS
support broader social and economic development.” [6]
 
It is through this framing that the MTG is assessing how far accountability is
measured and realised across the country. Despite her comments around the need
for clarity, Hewitt outlines a complex accountability framework that is still
challenging to navigate and understand.[7]
 
Since her report was published, there has been the publication of the 10 Year Health
Plan, which recommends a range of changes to the operating model of the NHS; the
integration and merging of ICSs (from 42 down to 27); and the announcement on
the abolition of NHS England, with many of its functions merging into the
Department of Health and Social Care, all bringing further change – and potentially
uncertainty – to an already challenging accountability structure.  
 
In theory, the lines of accountability have now been reduced. However, the functions
of these lines, and how they work in practice are not yet clear, and through our
investigation (the findings of which are below) it is evident that ICSs and others
within the NHS have not found the clarity on accountability which is desperately
needed. 
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[6] https://assets.publishing.service.gov.uk/media/642b07d87de82b00123134fa/the-hewitt-review.pdf (page 4)
[7] Ibid (page 41)

https://assets.publishing.service.gov.uk/media/642b07d87de82b00123134fa/the-hewitt-review.pdf


To better understand how
accountability is working in practice
during this period of change in the
National Health Service, and examine
what accountability processes need
to be in place to ensure the success of
the NHS through the next decade, the
Medical Technology Group analysed
accountability structures within ICBs
through public records and NHS
reporting [8] ; Freedom of Information
requests and a series of interviews
with ICB leaders.  
 
This report takes these evidence
points, and examines particularly how
ICBs measure and report on internal
accountability structures; assesses the
impact of reforms within the system,
and accountability to ‘the centre’
(NHS England and Department of
Health and Social Care); looks at how
ICBs deliver accountability to patients
and the public; and how they are held
accountable for improvement and
innovation.

What Good Looks Like: 
Positive Conclusions from ICB

Practice 
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The findings from our investigation
paint a picture of a challenging
context within which ICBs are
working; fragmented and
individualised accountability
mechanisms; and uncertainty over
future structures. However, there
are pockets of good practice that
should be learned from, and shared
across new ICB structures to ensure
consistent levels of accountability
across the NHS. 

[8] Annual Assessment of ICBs 2023/24  - https://www.england.nhs.uk/long-read/annual-assessment-of-integrated-care-boards-
2023-24/ 



Accountability in Action 
Patricia Hewitt notes in her report that: “ICBs are accountable for around £108
billion of the £150 billion made available annually by parliament for the NHS and for
the performance of the local NHS, the need for accountability from the ICB to NHS
England, and through NHS England to government, for NHS finances and
performance is not in doubt.”
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Our Freedom of Information
requests paint a varied picture
about how that accountability
is measured internally within
ICBs. We asked ICBs about
accountability within
leadership, accountability for
patient outcomes, and
accountability for innovation.
Each ICB has been ranked red,
amber, or green for each area
of their response. The MTG has
ranked ICBs red where there
were under-developed
accountability mechanisms or
no response 

The MTG has ranked ICBs red where there were under-developed accountability
mechanisms or no response to our questions, amber where there were unclear
structures of accountability or we received a good and a bad response to our
questions, and green where ICBs have reported clear and effective accountability
structures across all areas. 

The MTG also conducted interviews with a range of ICBs following the FOI requests, to
develop some qualitative data on the experiences and perspectives of those on the
ground, who are delivering health and care services, and who are responsible for the
success of the NHS 10 Year Health Plan. 
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Managing Change within the System 
With the NHS at national and local level underdoing a wide range of change (through
the 10 Year Health Plan, merging of ICBs, abolition of NHS England and the ambition of
the ‘three shifts’) there is a lot of uncertainty within the system on how to navigate the
shifting sands of NHS policy, and deliver for patients. This came out clearly within the
interviews that we conducted with ICB leaders. 
 
Clarity on the ambitions and operating model are required before the system can start
to embed some of the changes. 

One ICB noted that: 
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“Clarification from the medium term guidance [from NHS England] is helpful.
What is happening to ICBs [50% reduction in staff and budget cuts] is difficult; but

there is a need for de-duplication and efficiencies of decision making. In places
there has been a cottage industry of process created.

 
The problem with change is that it is very distracting. I have just had a meeting

with senior leaders in my ICB who are worrying if they just start and stop
programmes indefinitely.

 
I’ve worked in a CCG and saw the move to ICBs. When this happened the footprint
[for that area] did not change. But the change in ICBs was the idea that we try to

look at the population and their needs, and manage funding based on that. We try
not to look at how much a hospital costs; but more on what the population of our

area needs.”

“Nothing has changed yet [regarding the changes at the centre]. There is
plenty of change happening; but it hasn’t landed yet, and there is no real clarity
on the new structures. The important thing on accountability from the centre
is what you are holding the system to account for.”
 
The challenging national targets were also discussed, with one ICB leader
stating that: 
 
“I don’t think league tables hold people account to anything. It helps drive
openness and transparency. If I was a provider, I would be confused about what
is more important – league tables or CQC ratings. The more metrics and
gradings you give us, the more confusing it is.

ICBs are supposed to be delivering population health change. However, doing
that within 2-3 years is going to be quite difficult, particularly on finding the
metrics for measuring that change.”

However another ICB leader stated:
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Leadership 
 
High-performing ICBs are explicit about who holds accountability, most often their
Chief Medical or Nursing Officers supported by senior colleagues such as Chief
Operating Officers or Chiefs of Staff. However, although from the FOI responses it
might appear that those with named leaders who operate through established
standing committees – such as System Quality Committees or Quality and
Performance Committees – that report directly to the Board are demonstrating good
leadership, the practice in reality can be varied.  

One ICB leader commented to the MTG that: 

4

“Accountability is dependent on people rather than organisations. Even within an
organisation, people change and then the culture changes. What drives
accountability is the CEO, and the Board then drives that down.

The reality of this [accountability structures at Board and Committee level] is
corporate governance rather than accountability. This is more dependent on the
CEO, rather than the managers [running programmes].

We have [between 10 and 15 organisations within the ICB]. Getting them to align is
a challenge. This is easiest where they all have the same vision and same
priorities.”

Others stated that although there are accountability and governance structures in
place, these can be a barrier to driving change, and can be seen as acting contrary
to real accountability; but can in reality create risk averse organisations. 
 
“Take the approval times for business cases [for adoption of innovation], I spend
too much time going through the process of making a business case; but the
approvals [internal] on a piece of paper don’t change anyone’s lives. It feels like we
have nested in the governance space and don’t let senior leaders make decisions
they are there to make, and so decisions don’t get made and the pipeline for
innovation is slowed down hugely.”
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ICBs that treat innovation as a structured,
embedded process are those that stand out
both in FOI responses and in national
assessments. FOI data highlights that Dorset,
Gloucestershire and Bristol, North Somerset
and South Gloucestershire (BNSSG) have
established clear pipelines for evaluating new
technologies, often through Digital
Transformation Boards, Area Prescribing
Committees or Clinical Advisory Groups, and
supported by systematic evaluation
frameworks such as Dorset’s four-pillar “value
add” model or Gloucestershire’s Evaluation
Oversight Group.  
 
Although ring-fenced innovation budgets are
rare, targeted funds and micro-grants
demonstrate commitment to adoption and
spread. The 2023/24 NHS England assessment
mirrors these findings, identifying these same
ICBs as making progress on productivity and
efficiency. Together, the evidence suggests that
structured innovation governance is a driver of
improved system performance, not just an
internal good practice. 
 
Through our interviews, it became apparent
that although some of these processes help
structure an ICB’s thinking around innovation,
systems need to be supported to deliver the
change that is needed in their areas – not given
top-down targets and programmes to deliver. 

 “We don’t want to just do something
because the centre says that we need to. We
need to think critically about what we do
within our ICB. If you don’t include the
people for whom you are designing the
service, then it won’t work. Listen to them
and involve them in this, don’t just ask them
what they want and end the conversation
there.

We have created a microsimulation [of the
population in ICB footprint]. The health of
those people is mapped in code, reflecting
what is happening to those people, and we
can then forecast, predict and plan for the
care of people in our area.

That means we can say, with data, that
although an innovation is expensive, if we do
not adopt it, our ICB is going to face financial
difficulty in dealing with disease
management in the future.

However, we have a challenge when
discussing this with ‘the centre’. They have a
hyper-focus on tackling the waiting list. The
solution would be to think more
strategically about the needs for each area.”
 
In some areas, there was a realisation that
although they spoke well about the process of
driving innovation, in practice this was not as
strong as it could have been, and there
needed to be a different consideration about
the perspectives and people who contributed
to the deliver of innovation within local health
and care structures. 

“In our internal analysis, we found that
people who have done some innovation feel
like that is enough. We have almost 50,000
people who work within our health and care
system [in their ICB footprint], and that is a
lot of ideas about how to do things
differently and better, and we want to
embrace that. We want to challenge
ourselves around procurement and
competition, and think about the mindset
that is needed [within senior leadership and
across the ICB] to deliver for patients. We
are on a journey; but we cannot continue to
park innovation during a crisis – so we are
working to think about this differently.

We recognised some time ago that we talk
a good game about innovation; but still
found it difficult to get innovation through
internal governance processes. There is a
constant drive for innovation unicorns that
deliver in year savings, which doesn’t cost
that much, and delivers great outcomes.
However, this is not reality, and we want to
change how we view innovation as an ICB.

We work closely with Health Innovation
Networks, academic organisations and
others, because we are not really linking
these types of organisations up well
enough. We have some amazing innovators
[and digital infrastructure] in our ICB
footprint, and we need to embrace these
more. The innovation ecosystem is
fragmented, and innovators feel the same
duplication that we do.

We have tried to answer a question we
asked internally on “what is leadership on
innovation culture like here?”. We want to
work out what risk we are willing to take on
innovation, and how we can change our
processes to support innovation more.”

Innovation
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Where ICBs are strongest, accountability for
outcomes is clearly located at Board level,
usually with the CNO or CMO. This is supported
by designated directors for patient
engagement and patient choice. Importantly,
outcomes monitoring is not siloed but
integrated into mainstream governance,
typically via Quality Committees, Integrated
Performance Reports or system-wide
dashboards.  
 
FOI data shows how some ICBs are embedding
patient-reported outcome and experience
measures (PROMs and PREMs) alongside
clinical audits and national indicators.  
 
The NHS England assessment reinforces this
picture, praising many of the same systems for
reducing inequalities of access, outcomes and
experience. Sussex provides a clear example: in
FOI returns it stands out for embedding PROMs
and PREMs, while nationally it is recognised for
progress in tackling disparities. This alignment
suggests that robust outcomes monitoring is a
reliable predictor of wider system success. 
 
An ICB leader that we interviewed noted that
change needs to take place with populations,
not to them. However, within their answer, it
was clear that – for them – this can be limited,
in places, to superficial engagement with
patients.  

“All big changes have to be done with the
public. There are different levels of how this
happens.
The public can attend our Public Board
meetings, and there is a section at the end
where they can contribute. The level of
engagement varies, depending on what the
ICB is doing; but it is often attended by the
‘professionally interested’. We could
advertise opportunities to attend Board and
engage more.”

One ICB leader noted the importance of
measuring not just patient involvement; but
also the outcomes that they saw following their
interaction with local NHS bodies. 

“Outcomes measures [from the 10 Year
Health Plan] are really exciting. Connecting
patients and their outcomes is really
important. When we step into the outcomes
space, we have to connect in really different
way [than we do currently] to understand
what it is that made a difference [in their
care and outcomes].”

There is also the reality of what patients feel in
their journey through diagnosis, treatment
and aftercare, and what they really want
through their care. 

“The patient’s view is that they want to be
healthier, and their expectation is that they
must be seen when they want to be seen by
a clinician. Health is not and should not be
something that is driven by your ability to
pay [however, more people are having to
pay to be seen in a timely way]. It feels like
we need to create a new compact with the
public, to protect NHS services.

As an ICB, we have to be involved in this. We
need to make it easier and reduce the
administrative process for patients. Part of
this is internal, and narrowing down the
focus on how to understand our
populations; how we can work out how
every pound we spend is for the best of
patients and for the NHS as a whole.”
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Patient Outcomes
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Leaders and Learners –
Accountability Case Studies 

Bristol, North Somerset and South Gloucestershire (BNSSG) – A
Consistently Strong Performer 

BNSSG demonstrates what mature system governance looks like. In FOI responses, it is
clear that accountability sits with senior executives – the Chief Nursing Officer and Chief
Medical Officer – supported by formal committees and a structured pipeline for
innovation. The ICB has established processes such as a Clinical Information Committee
and Digital Boards and has adopted NHS England’s CoDE process for evaluating
emerging technologies. It also integrates outcomes monitoring into mainstream
reporting, with examples including a Chronic obstructive pulmonary disease (COPD)
digital self-management pilot. 
 
NHS England’s 2023/24 annual assessment reinforces this picture. BNSSG was recognised
nationally for strong leadership, effective governance, and progress on productivity and
inequalities. The consistency between FOI evidence and NHSE’s assessment suggests
that BNSSG is not only sustaining high standards but is also well prepared for the
delegation of specialised commissioning through its regional joint committee
arrangements. 

4

Cambridgeshire and Peterborough – Evidence of Improvement

Cambridgeshire and Peterborough illustrate how systems can evolve from a baseline of
challenges to growing maturity. In FOI responses, the ICB describes steps towards
embedding innovation governance, including the use of Digital Clinical Safety Groups
and an Innovation Board, even though it does not yet hold a dedicated innovation
budget. Accountability for outcomes has been strengthened, with monitoring through
dashboards and annual reviews, and the ICB is a member of the East of England Joint
Commissioning Collaborative in preparation for specialised commissioning. 

This trajectory complements NHS England’s 2023/24 assessment, where Cambridgeshire
and Peterborough were not among the highest-performing systems but were
recognised for progress in leadership and planning. The FOI evidence suggests that
improvement has continued, particularly in building structured innovation processes and
clearer accountability lines. This example demonstrates that ICBs can use national
oversight as a spur for growth, with tangible signs of development visible a year later. 
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However, there were other ICBs which lacked clear lines of accountability, offered no
structured approach to innovation, and did not monitor patient outcomes in a
systematic way. These responses were reflected in the assessment from NHS
England’s 2023/24 accountability reporting, where many were described as
‘struggling’. In those systems, weaknesses in governance were reflected in limited
progress on productivity, persistent variation in patient outcomes, and slower
preparation for future responsibilities such as specialised commissioning. 
 
Where accountability is vague, adoption of innovation is inconsistent, and patient
engagement and outcomes are not embedded in mainstream reporting, the result is
not just weaker internal governance but visible underperformance at a system level. 

However, it is important to remember the context in which these challenges are
found. For many ICBs, there are wider issues impacting on their accountability and
ability to deliver better outcomes, embed innovation and involve patients within their
work. 

1

2

Transparency – being explicit about who is accountable and how
oversight functions operate.
 

Embedding best practice – integrating innovation and outcomes
monitoring into routine governance, not treating them as add-ons

Collaboration – using Health Innovation Networks, regional joint
committees and provider collaboratives to strengthen capacity. 

Budget signalling – even where resources are modest, setting
aside targeted funds or pilots demonstrates commitment and
maturity. 

Conclusions
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Across all themes, the most effective ICBs share four features: 
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Conclusions

Realising the ambitions of the 10 Year Health Plan requires a coherent and enforceable
system of accountability that translates national intent into consistent local delivery. The
NHS’s new medium term planning approach sets clearer expectations for multiyear
financial balance and productivity, a stronger operating model with defined roles from
regions to neighbourhoods, and a digital first service offer accessed through the NHS
App. These shifts create tangible levers for improving outcomes – if organisations use
them to hardwire responsibility for delivery, transparency on progress, and timely
intervention when performance slips.  

The public, too, are experiencing the challenges faced by the NHS. In a recent survey
conducted by the King’s Fund and the Nuffield Trust, only one in five members of the
public said that they were satisfied by the way the NHS is run, with 59% of respondents
saying that they were very or quite dissatisfied with how the service is run.[9]
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It is vital that the NHS
seizes the opportunities
presented by the 10 Year
Health Plan and the
current reorganisation to
make significant changes
to how NHS bodies are
held accountable for the
services they deliver for
patients and embed good
practice where it is
available. Although in
another re-organisation, it
is vital that the NHS (both
centrally and locally)
delivers on the change
which is made possible
through the current
opportunities. 

[9] https://www.kingsfund.org.uk/insight-and-analysis/reports/public-satisfaction-nhs-social-care-in-2024-bsa?utm




