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The NHS is often described as a single system. In practice, it rarely
behaves like one. 

Our Commission on Culture was established to understand why
proven innovation is not consistently adopted across the NHS,
despite its clear potential to improve outcomes and ease pressure
on an overstretched system. Our first report, Rebuilding
Accountability in the NHS, showed how unclear responsibility holds
back progress. Our second, A System That Learns, explored how the
NHS can better identify and embed best practice. Our third,
Measuring Value in NHS Procurement, aims to understand how
NHS procurement conceptualises cost and patient benefit. This
report turns to a fourth, equally critical, part of the picture:
collaboration. 

Fragmentation between national bodies, Integrated Care Systems
and providers continues to limit how consistently proven medical
technology reaches patients. Where collaboration works well, it is
usually down to individual relationships or strong local leadership,
not because the system is designed to deliver it. Change is needed. 

This report looks at what is holding collaboration back, and the
conditions that are needed for it to become the default rather than
the exception. The MTG would like to see clearer national
expectations for joint working across Integrated Care Systems and
providers, and incentives that reward organisations for working
together rather than in isolation. We also highlight the importance
of stronger accountability for reducing the unwarranted variation
that still exists between different parts of the country – the postcode
lottery - and make the case for industry to be treated as a genuine
partner in adoption and spread, and included before
implementation, not after. 

The timing matters. As Integrated Care Boards merge to cover larger
areas and NHS England's functions move into the Department of
Health and Social Care, the NHS could grasp this opportunity to
design collaboration into the whole system, rather than stick to old
patterns with new names. 
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Collaboration should be both an aspiration for the NHS but also,
going forward, automatic. Patients have always been at the heart of
the MTG’s work, and this report shows the how collaboration across
the NHS can bring benefit to both the system and the patients that
it serves. 

Barbara Harpham, Chair of the MTG
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Executive Summary
The Health Bill represents one of the most significant reorganisations
of the NHS in a generation. Through the abolition of NHS England and
the transfer of functions to the Department of Health and Social Care
(DHSC), it establishes a new relationship between ‘the centre’ (DHSC,
including the functions once held within NHS England), Integrated
Care Boards (ICBs), providers and local partners.

Previous NHS reforms demonstrate that structural change alone is
rarely sufficient to drive transformation. Sustainable improvement
occurs when structures, financial incentives and organisational culture
are aligned around shared objectives.

The Health Bill primarily addresses structures, with recent
reorganisation within the 10 Year Health Plan making changes to
funding incentives. Together, these reforms create a new settlement
between the centre, ICBs and providers, and gives the Secretary of
State greater powers to direct the system. However, if the
Government's wider ambitions for health reform are to be realised,
culture must also support collaborative working.

The Government's three shifts (from hospital to community, from
sickness to prevention, and from analogue to digital) cannot be
delivered by individual organisations acting alone. They require
collaboration between national bodies, ICBs, providers, local authorities,
mayoral authorities, community organisations and industry partners.

The centre should therefore use the powers created by the Health Bill
and the 10 Year Health Plan not as instruments of command and
control, but as tools to enable collaboration. DHSC should provide
strategic direction, establish common frameworks, align incentives,
spread best practice and intervene where collaboration has broken
down or patient outcomes are at risk.
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Executive Summary
Within this model, ICBs should act as strategic commissioners and
convenors, bringing together partners around shared outcomes and
population need. Innovation and medical technology should be viewed
as enablers of transformation, supporting prevention, productivity and
improved patient outcomes rather than existing as standalone policy
objectives.

The Health Bill presents an opportunity not simply to reorganise the
NHS, but to establish a more collaborative operating model for the
health system. Its success should ultimately be judged not by the
structures it creates, but by whether patients experience better
outcomes as a result.
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1

Establish mandatory Health and Growth Partnerships between
ICBs, local authorities and mayoral authorities
Every ICB should establish a formal partnership board with local authorities and,
where applicable, combined authorities or mayoral offices. These partnerships
should jointly agree priorities relating to prevention, workforce, housing, transport,
economic inactivity and wider determinants of health, supported by shared
planning and data. The aim should be to move beyond consultation towards
genuine joint decision-making.

Recommendations
Introduce a formal Collaboration and Outcomes Framework for
every ICB
DHSC should require every ICB to publish an annual Collaboration and Outcomes
Plan setting out how it is working with providers, local authorities, mayoral
authorities, patient groups and industry partners to deliver improvements in
population health, prevention and service transformation. Performance against
these plans should form part of annual system assessment and oversight.

Mandate the routine collection and use of real-world outcomes
data linked to procurement.
Value-Based Procurement cannot function without robust data. The NHS should
require the systematic collection of baseline, in-use, and post-adoption data on
patient outcomes, experience, and pathway impact. This should be embedded as
a standard part of procurement processes, ensuring that decisions are informed
by real-world performance rather than theoretical benefit alone. 

3

Use the Health Bill powers to intervene where collaboration has
failed
The Secretary of State's new powers should be used selectively and transparently.
Intervention should focus on systems where organisations consistently fail to
collaborate, where variation persists despite available solutions, or where poor
partnership working is demonstrably affecting patient outcomes. 

Require patient organisations and patient representatives to be part of
system-level decision-making
Industry engagement should move away from transactional procurement
discussions towards earlier strategic engagement. Every ICB should establish a
transparent process through which industry can engage on pathway redesign,
population health challenges and innovation opportunities. This would allow
systems to access expertise and evidence while maintaining appropriate
governance and transparency.
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6
Create structured engagement frameworks between the NHS and
industry
Industry engagement should move away from transactional procurement
discussions towards earlier strategic engagement. Every ICB should establish a
transparent process through which industry can engage on pathway redesign,
population health challenges and innovation opportunities. This would allow
systems to access expertise and evidence while maintaining appropriate
governance and transparency.
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Introduction 

The NHS is entering a period of profound change. Alongside the
reforms contained within the Health Bill, the Government has set out a
vision for a health service built around three shifts: moving care from
hospitals into communities, moving from sickness to prevention, and
using digital technologies to enable both.

These ambitions are not new. Successive governments have
recognised the need to reduce reliance on acute care, improve
population health and make better use of technology. What is different
is the scale of the challenge. Rising demand, workforce pressures,
financial constraints and widening health inequalities mean that
incremental change is unlikely to be sufficient.

Delivering these ambitions will require more than new organisational
structures. It will require a fundamentally different way of working
across the health and care system.

Historically, collaboration within the NHS has often been constrained
by organisational boundaries. Commissioners, providers, local
authorities and national bodies have operated within distinct
accountability frameworks, funding arrangements and performance
regimes. Although integration has become an increasingly prominent
policy objective, organisations have frequently been incentivised to
prioritise their own objectives over broader system outcomes.

Integrated Care Systems were established to address these challenges
by creating structures through which organisations could work
collectively to improve population health. The Health Bill seeks to build
on this approach by strengthening the role of ICBs and redefining the
relationship between local systems and the centre.

The challenge facing policymakers is therefore not simply how to
redesign the architecture of the NHS, but how to create an
environment in which collaboration becomes the default operating
model across the system.

Collaboration in a Changing
NHS
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Collaboration is not an end in and of itself. Patients do not benefit
simply because organisations work together. Collaboration matters
because it enables better decisions, more efficient use of resources,
faster spread of best practice and ultimately better outcomes.
Collaboration is the mechanism through which reform is delivered.

Case Study
Heart Valve Voice: Rapid Access
Vale Assessment (RAVA)
The Rapid Access Valve Assessment (RAVA) pathway demonstrates
how the NHS can move from fragmented, organisation-led care
towards a more collaborative model built around the patient.

Heart valve disease can expose weaknesses in traditional NHS
structures. A patient may present to primary care, be referred for
echocardiography, return to their GP, subsequently be referred to
general cardiology and only later reach a specialist valve service.
Different organisations may be responsible for each stage, creating
opportunities for duplication, delay and variation.

RAVA seeks to simplify this by creating a more direct relationship
between primary care, cardiac physiology and specialist valve services.
Patients with suspected heart valve disease can be rapidly assessed,
with diagnostic information used to determine whether they require
specialist intervention, surveillance or an alternative pathway. Heart
Valve Voice was involved in the early development of RAVA through
patient workshops, helping ensure that pathway design reflected
patient experiences and priorities.

The model demonstrates that integration does not necessarily require
every service to sit within the same organisation. Instead, it requires
different parts of the NHS to work to a shared pathway, agreed referral
criteria and common objectives.

The model demonstrates that integration does not necessarily require
every service to sit within the same organisation. Instead, it requires
different parts of the NHS to work to a shared pathway, agreed referral
criteria and common objectives. 8



This presents a significant opportunity for ICBs as they develop their
role as strategic commissioners and system convenors. Rather than
commissioning primary care, diagnostics and specialist services as
separate activities, they can consider the complete patient pathway
and identify where unnecessary steps, delays and duplication can be
removed. This can create clearer routes into specialist care, make better
use of diagnostic capacity and allow patients requiring urgent
assessment to be identified earlier.

RAVA also demonstrates how structure, finance and culture must work
together. Referral structures need to support rapid movement
between services; commissioning needs to consider the value of the
whole pathway rather than individual episodes of activity; and
clinicians need the relationships and confidence to share responsibility
across organisational boundaries.

Consider a 77-year-old patient who visits their GP following a period of
declining health. They do not believe they have symptoms of heart
valve disease and have never previously been under the care of a
cardiologist.

During the consultation, the GP detects a heart murmur. Rather than
beginning a lengthy sequence of separate referrals and appointments,
the patient receives a focused echocardiographic assessment in the
community, which identifies mitral regurgitation and enables referral
directly into the RAVA clinic.

Approximately two weeks later, the patient receives a comprehensive
echocardiogram and specialist assessment. Although the diagnosis is
confirmed, the patient does not consider themselves significantly
symptomatic. The clinical team therefore arranges a stress
echocardiogram to understand how the condition affects the heart
during physical activity and to inform future management.

The significance of this pathway is not simply that individual tests
happen more quickly. Detection, diagnostics and specialist expertise 

RAVA: 
Through the eyes of a patient
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This presents a significant opportunity for ICBs as they develop their
role as strategic commissioners and system convenors. Rather than
commissioning primary care, diagnostics and specialist services as
separate activities, they can consider the complete patient pathway
and identify where unnecessary steps, delays and duplication can be
removed. This can create clearer routes into specialist care, make better
use of diagnostic capacity and allow patients requiring urgent
assessment to be identified earlier.

RAVA also demonstrates how structure, finance and culture must work
together. Referral structures need to support rapid movement
between services; commissioning needs to consider the value of the
whole pathway rather than individual episodes of activity; and
clinicians need the relationships and confidence to share responsibility
across organisational boundaries.

are connected, allowing decisions to be made earlier and reducing
unnecessary stages in the patient's journey.

Without the initial detection and rapid assessment, the patient's valve
disease could have remained undiagnosed until symptoms became
more pronounced, potentially resulting in presentation with heart
failure or more advanced cardiac damage, requiring more intensive
and costly NHS care.

RAVA therefore provides a practical example of what collaborative NHS
reform can achieve: organisations retain their individual expertise and
responsibilities, but the boundaries between them become less visible
to the patient.

Collaboration
is Driven by Structures, Finance and
Culture 
Discussions about NHS reform frequently focus on structures.
Organisational charts, governance arrangements and statutory
responsibilities are often treated as the primary determinants of
success. While structures matter, experience suggests they are only
one component of effective collaboration. The effectiveness of
collaboration is shaped by three factors: structures, finance and culture.

Structures determine who has authority, responsibility and
accountability. They shape how organisations interact and how
decisions are made. The Health Bill introduces significant changes in
this area, redefining relationships between DHSC, ICBs and providers.

Finance determines behaviour. Funding flows, payment mechanisms
and performance frameworks influence how organisations prioritise
resources and activity. If financial frameworks reward organisational
performance above system outcomes, collaboration becomes more
difficult. If incentives are aligned around shared goals, collaborative
behaviour becomes more likely.

Culture determines how organisations behave within these structures
and incentives. Trust, openness, shared purpose and a willingness to
learn from others all influence whether collaboration succeeds in  
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This presents a significant opportunity for ICBs as they develop their
role as strategic commissioners and system convenors. Rather than
commissioning primary care, diagnostics and specialist services as
separate activities, they can consider the complete patient pathway
and identify where unnecessary steps, delays and duplication can be
removed. This can create clearer routes into specialist care, make better
use of diagnostic capacity and allow patients requiring urgent
assessment to be identified earlier.

RAVA also demonstrates how structure, finance and culture must work
together. Referral structures need to support rapid movement
between services; commissioning needs to consider the value of the
whole pathway rather than individual episodes of activity; and
clinicians need the relationships and confidence to share responsibility
across organisational boundaries.

The Health Bill 
and the New Role of the

Centre
The abolition of NHS England marks one of the most significant
changes to NHS governance in a generation. Functions previously
exercised through an arm's-length body will increasingly sit within
DHSC, creating a more direct relationship between ministers and the
health system.

The legislation also introduces new powers enabling the Secretary of
State to direct ICBs in the exercise of their functions. This has inevitably
prompted debate about the balance between national oversight and
local autonomy, and its implications on the delivery of health and care
services across the country.

A highly centralised approach risks recreating many of the challenges
that previous reforms sought to overcome. Local systems are often best
placed to understand the needs of their populations and design 

practice. This is the aspect that the MTG has been considering for the
past 18 months - looking at how far the culture of the NHS can
determine how an NHS body interacts with patients, adopts
technology and spreads good practice across operational boundaries.

The history of NHS reform demonstrates that structural change alone
rarely achieves transformation. Organisations can be placed within new
governance arrangements while continuing to behave according to
historic incentives and institutional interests. Equally, systems with
imperfect structures often achieve strong outcomes where
relationships and shared purpose are well established.

The opportunity presented by the Health Bill is therefore not simply to
create new structures, but to align structures, finance and culture
around the delivery of better outcomes for patients.
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services accordingly. Excessive central direction can undermine
innovation, local ownership and responsiveness. Equally, a system with
insufficient coordination risks perpetuating unwarranted variation,
fragmented delivery and unequal outcomes.

The centre should establish national priorities, set expectations,
maintain accountability and create common frameworks. It should
support collaboration, identify and spread best practice, and ensure
that successful approaches are adopted more consistently across the
country.

The new powers of direction should be viewed primarily as safeguards.
They should be used where collaboration has demonstrably broken
down, where variation is causing harm, or where patient outcomes are
being compromised. They should not become the principal
mechanism through which local systems are managed.

In a reformed NHS, the centre should act less as a performance
manager and more as a steward of the wider system.
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Lessons from Previous NHS
Reorganisations

The Health Bill is not the first attempt to reshape the NHS around
integration and collaboration. Over the past three decades, successive
governments have introduced reforms designed to improve
coordination, strengthen accountability and improve outcomes.
The central lesson from these reforms is that structural change alone
rarely delivers transformation.

Primary Care Trusts, Strategic Health Authorities, Clinical
Commissioning Groups, Sustainability and Transformation
Partnerships and Integrated Care Systems all sought, in different ways,
to improve collaboration. While each delivered benefits, none was able
to overcome the underlying challenge that organisations continued to
operate according to existing incentives and behaviours.

Stakeholder engagement undertaken through previous MTG projects,
including our past Ration Watch reports series, reinforces this
conclusion. Systems that collaborate effectively are more likely to take
a long-term view, align resources around outcomes and adopt
innovation consistently. Systems where collaboration is weaker often
experience fragmented decision-making, duplication and slower
adoption of best practice.

Financial incentives have frequently compounded these challenges.
Funding flows have historically been allocated to organisations rather
than systems, while performance management has often prioritised
organisational targets over collective outcomes. This has made it
difficult to invest in prevention, pathway redesign and innovation
where benefits accrue across organisational boundaries or over longer
time horizons.

The current focus on elective recovery provides a contemporary
example. While reducing waiting lists is an understandable national
priority, strong organisational performance requirements can
sometimes make it harder for leaders to prioritise broader system
transformation and preventative interventions.
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ICBs as Strategic
Commissioners and

Convenors
The Health Bill reinforces the role of ICBs as strategic
commissioners, as one of its most significant features. Historically,
commissioning has often been understood as a transactional
function focused on purchasing services. The emerging role of ICBs
is fundamentally different. Their purpose should be to improve
population health, allocate resources across pathways, coordinate
system partners and align delivery around outcomes.

This role becomes increasingly important as ICBs undergo further
transformation. The move towards larger ICB footprints and
substantial reductions in management capacity creates challenges
and opportunities. There is a risk that strategic leadership becomes
diluted by operational pressures. 

Equally, there is an opportunity to create organisations focused
more clearly on population health and long-term planning. To some
extent, the culture of each ICB and NHS body (alongside their
reaction to their most pressing challenges) will determine the
success of the reformed structures, and how they best collaborate
with other parts of the system that can help to support better
patient outcomes, and population health management. 

Strategic commissioning requires a different form of leadership.
Rather than directing organisations through hierarchy, ICBs must
convene partners around shared objectives. This includes providers,
primary care, local authorities, voluntary organisations, public health
teams and mayoral authorities. The future success of ICBs will
depend less on their formal powers and more on their ability to
align incentives, coordinate activity and build consensus around
shared outcomes, and driving the adoption of medical technology
to enable those outcomes.
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Innovation, Technology and
the Spread of Best Practice

Innovation and medical technology should be viewed as enablers of
transformation rather than objectives in their own right. The greatest
opportunities lie in innovations that support prevention, enable care
closer to home, improve productivity and deliver better outcomes.

On the importance of collaboration for innovation, Jonathan Evans,
Director of Communications at the Association of British HealthTech
Industries (ABHI), said:

"Collaboration between the NHS and industry is essential
if we are to improve patient outcomes, boost productivity,

and ensure patients benefit from innovation. The most
successful partnerships move beyond a traditional
supplier-customer relationship, bringing together

clinicians, patients, commissioners and industry to tackle
shared challenges, generate evidence and support

adoption.

When expertise and insight are brought together early,
we can accelerate access to technologies that improve

care, deliver greater value for the health system, and help
ensure innovation translates into real-world benefits for

patients. Effective collaboration is not simply about
introducing new products; it is about working together to

solve healthcare challenges and achieve better
outcomes."

The challenge facing the NHS is often not identifying effective
innovations but spreading them consistently. Too often, successful
approaches remain confined to individual organisations or systems. As
a result, patients experience different levels of access and different
outcomes depending on where they live. The Health Bill creates an
opportunity to establish a stronger culture of learning and diffusion
across the NHS.
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The centre should create national frameworks for evaluation, adoption
and spread. ICBs should be encouraged to learn from one another and
participate in collaborative networks focused on improving outcomes.
Provider collaboratives should play a greater role in spreading
innovation across organisational boundaries. The objective should not
be centralised decision-making. It should be a system in which proven
innovations move more rapidly from local success to national adoption.

Conclusion
The Health Bill creates an opportunity to reshape the NHS for the next
generation. While much attention has focused on changes to
organisational responsibilities and ministerial powers, the legislation's
success will ultimately depend on whether it enables a more
collaborative health system.

The history of NHS reform demonstrates that organisational change
alone is insufficient to deliver transformation. The Health Bill should
therefore be judged not by the extent of structural reorganisation it
creates, but by whether it succeeds in aligning structures, finance and
culture around collaboration.

Effective collaboration does not emerge from structures alone. It is the
product of aligned structures, aligned incentives and a culture that
rewards collective action.

The abolition of NHS England and the emergence of a strengthened
DHSC create an opportunity to redefine the role of the centre. Rather
than acting primarily as a performance manager, the centre should
become a steward of the system: setting direction, aligning incentives,
spreading best practice and creating the conditions in which
collaboration can flourish.

If the new powers available to the centre are used to support learning,
spread best practice and reinforce shared accountability for outcomes,
the legislation could mark the beginning of a more mature and
collaborative NHS operating model. If they are used primarily as
instruments of control, many of the challenges that have limited
previous reforms may simply re-emerge in a different form.
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The opportunity created by the Health Bill is therefore not simply to
redesign institutions, but to create the conditions in which
collaboration becomes the norm. Achieving this will be essential to
delivering the Government's wider reform agenda and ensuring that
patients benefit from a more preventative, outcome-focused and
innovative health service.

Ultimately, the measure of success will not be whether organisational
structures have changed, but whether patients experience better
outcomes as a result.
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1

Establish mandatory Health and Growth Partnerships between
ICBs, local authorities and mayoral authorities
Every ICB should establish a formal partnership board with local authorities and,
where applicable, combined authorities or mayoral offices. These partnerships
should jointly agree priorities relating to prevention, workforce, housing, transport,
economic inactivity and wider determinants of health, supported by shared
planning and data. The aim should be to move beyond consultation towards
genuine joint decision-making.

Recommendations
Introduce a formal Collaboration and Outcomes Framework for
every ICB
DHSC should require every ICB to publish an annual Collaboration and Outcomes
Plan setting out how it is working with providers, local authorities, mayoral
authorities, patient groups and industry partners to deliver improvements in
population health, prevention and service transformation. Performance against
these plans should form part of annual system assessment and oversight.

Mandate the routine collection and use of real-world outcomes
data linked to procurement.
Value-Based Procurement cannot function without robust data. The NHS should
require the systematic collection of baseline, in-use, and post-adoption data on
patient outcomes, experience, and pathway impact. This should be embedded as
a standard part of procurement processes, ensuring that decisions are informed
by real-world performance rather than theoretical benefit alone. 

3

Use the Health Bill powers to intervene where collaboration has
failed
The Secretary of State's new powers should be used selectively and transparently.
Intervention should focus on systems where organisations consistently fail to
collaborate, where variation persists despite available solutions, or where poor
partnership working is demonstrably affecting patient outcomes. 

Require patient organisations and patient representatives to be part of
system-level decision-making
Industry engagement should move away from transactional procurement
discussions towards earlier strategic engagement. Every ICB should establish a
transparent process through which industry can engage on pathway redesign,
population health challenges and innovation opportunities. This would allow
systems to access expertise and evidence while maintaining appropriate
governance and transparency.
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6
Create structured engagement frameworks between the NHS and
industry
Industry engagement should move away from transactional procurement
discussions towards earlier strategic engagement. Every ICB should establish a
transparent process through which industry can engage on pathway redesign,
population health challenges and innovation opportunities. This would allow
systems to access expertise and evidence while maintaining appropriate
governance and transparency.
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