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Consultation on NHSE/I’s new System Oversight 
Framework 2021/22 
 

NHS Providers is the membership organisation for the NHS hospital, mental health, community and 

ambulance services that treat patients and service users in the NHS. We help those NHS trusts and 

foundation trusts to deliver high-quality, patient-focused care by enabling them to learn from each 

other, acting as their public voice and helping shape the system in which they operate. 

  

NHS Providers has all trusts in voluntary membership, collectively accounting for £92bn of annual 

expenditure and employing more than one million staff. 

 

Introduction  

We welcome the publication of NHS England and Improvement’s (NHSE/I) consultation on its new 

System Oversight Framework for 2021/22. Trusts are clear that there is need for greater alignment of 

oversight arrangements with the development of system working and are keen to engage with 

NHSE/I colleagues to constructively shape the practical implementation of these proposals now and 

over the coming year. Our response has been informed by engagement with NHS trusts and 

foundation trusts in England, including two roundtables attended by NHSE/I. We also include findings 

from our recently published regulation survey report, Reconsidering the approach to regulation, where 

relevant. 

 

Key points  

• This is an important opportunity to design a framework which enables success, supports 

collaboration, and provides oversight and assurance on indicators for population health, patient 

experience and quality of care. 

• Trusts continue to face operational pressures related to COVID-19 as they tackle the care backlog 

and support their workforce to recover. We therefore welcome NHSE/I’s commitment to a phased 

and flexible approach to implementing the new framework. This is particularly important in the 

context of proposed legislative changes and the future statutory role of Integrated Care Systems 

(ICSs).  

• Trust leaders welcome NHSE/I’s focus on aligning the oversight framework with the development 

of system working, but note that the framework reflects a significant move from ICSs being a forum 

for collaboration and planning, to a performance manager offering a new tier of oversight. This will 

considerably alter the relationship between ICS leaders and the component organisations within a 

https://nhsproviders.org/resource-library/briefings/reconsidering-the-approach-to-regulation
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local system. Some system partners will welcome this step and see it as offering a pathway to 

greater autonomy and greater collaboration. Others will need to strengthen relationships and build 

capability and capacity at the ICS level before being ready to lead effectively on system wide 

assurance. 

• Trusts remain keen to ensure the framework complements their accountabilities, which will change 

under the proposed health and care bill. Greater clarity is required to reassure trust leaders on this 

point. 

• We welcome the inclusion of health inequalities as part of the assessment of trusts' and ICSs' 

performance in support of concerted action in the wake of the COVID-19 pandemic. Trusts are 

keen to understand how their contribution to these metrics will be captured as part of wider 

initiatives involving many partners.  

• We welcome the clarity provided by the segmentation approach about expectations and levels of 

support. This should be supported by a clear pathway for trusts and ICSs towards achieving higher 

segmentation. We would welcome clarity on how quantitative metrics will be balanced against 

more subjective measures such as leadership and culture. 

• We are supportive of a system wide approach to quality, which must be supported by a robust 

definition and assessment framework, including how aggregation of organisation-level outcomes 

will be used to assess ICS leaders' contribution to quality, and how softer cultural and behavioural 

issues will be identified, assessed and discussed. The system-wide approach to improvement is also 

very welcome, alongside further detail on how wider system partners will support improvement 

under the recovery support programme.  

 

Purposes and Principles  

Question: Do you agree that the proposed approach to oversight set out in this document 

meets the purposes and principles set out above? 

 

NHSE/I’s proposed approach to oversight broadly meets the purposes and principles set out, 

particularly with regard to increasingly working through ICSs, placing a stronger emphasis on system 

performance and outcomes, and the intention to give earned autonomy to high performing ICSs and 

organisations. We welcome NHSE/I’s intention to take an iterative approach, in line with these 

principles, particularly as ICSs are at different stages of maturity and have differing levels of capacity 

and capability to take on oversight responsibilities.  

 

Trusts will welcome a clearer emphasis on system performance provided it does not create additional 

burden and complexity. In our response we highlight where further clarity would be welcome, 
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particularly around how clear lines of accountability will be maintained. We have also identified a 

need for clarity on where the role of non-NHS organisations fit within this approach particularly with 

regards to collective endeavours to tackle health inequalities. 

 

NHSE/I outlines its intentions to create a more holistic and system-focused approach to improvement 

support, which will help overcome barriers to collaboration and reassure trusts that system issues that 

influence performance and quality will be recognised and considered. However, it would be useful to 

set out examples of how this may work in practice. It will also be important for NHSE/I to ensure its 

support, and the SOF recognises the realities of the financial constraints facing trusts and their 

partners, and aligns firmly with the ‘ask’ of the sector set out in the 2021/22 Operational Planning 

Guidance, the NHS Long Term Plan and the NHS People Plan. 

 

We welcome NHSE/I’s commitment to ensure compassionate leadership underpins its oversight 

framework, however further detail on how these behaviours would be modelled by NHSE/I 

colleagues, encouraged and maintained, is not included within this document. We note that 

behavioural change can be challenging to measure effectively, and relies on open, constructive 

relationships both between local system partners, and between NHS organisations and NHSE/I 

regional teams. It would be useful for NHSE/I to set out how trusts can raise issues constructively to 

challenge behaviour and ensure there is a willingness to pick issues up early to address emerging 

challenges constructively. 

 

Role of ICSs  

Question: Do you agree that oversight arrangements for place-based systems and individual 

organisations within the ICS should reflect both the performance and relative development of 

the ICS? 

 

It is worth highlighting here the impact of the move from ICSs being fora for collaboration and 

planning, to a performance manager and oversight tier. This will considerably alter the relationship 

between trusts and ICS leaders. Some systems will welcome this step and see it as offering a pathway 

to greater autonomy and greater collaboration. Others will need to further strengthen relationships 

within their local systems. Less mature ICS leadership teams will need to build capability and capacity 

before being ready to lead system wide assurance even with NHSE/I support. To this end the stepwise 

approach to transferring oversight roles into ICSs is helpful and should be agreed in collaboration 

with organisations and ICSs and reviewed regularly in the first instance.  

 

https://www.england.nhs.uk/publication/2021-22-priorities-and-operational-planning-guidance/
https://www.england.nhs.uk/publication/2021-22-priorities-and-operational-planning-guidance/
https://www.longtermplan.nhs.uk/
https://www.england.nhs.uk/ournhspeople/
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It would be helpful to consider whether there is value in setting out in the framework what the longer-

term objective of ICSs’ increased role in oversight is. For example, does NHSE/I intend to ultimately 

transfer all oversight functions to ICSs, and step back from organisational oversight with the aim of 

assuring ICSs’ assessments and decisions? It appears that for the most developed systems this is the 

direction of travel, but trusts in less well-developed ICSs would welcome a clearer statement of 

NHSE/I’s intention for the ‘end game’ of oversight in systems. Trusts have raised concerns that this 

framework creates an additional tier of regulation in the system. Trusts also expressed concern 

around the capacity and capability of ICSs to deliver their new assurance role and whether resources 

from NHSE/I would move across to ICSs to deliver these functions effectively; for example, what 

assessment has been made of the staffing requirements for ICSs new oversight role, and is the 

infrastructure in place for the degree of data collection and analysis required? 

 

We would encourage NHSE/I to set out how it will decide what category the ICS would fall into 

initially and what factors determines the level of development of an ICS. It would also be useful to 

understand how this will interact with the level of performance of organisations within systems, such 

as how the oversight of a high performing trust in a lower tier system would function in practice and 

vice versa. Additionally, it would be useful to know the relative performance of the ICS and its 

individual organisations may impact on progress through the segmentation.   

 

It would be useful to have more clarity around the term ‘place-based systems’ used in this section and 

throughout the framework, and whether this is interchangeable with ‘placed-based partnerships’ that 

are currently being developed between trusts, local authorities and primary care services (as well as 

other voluntary organisations) at place level. We would encourage alignment of language where 

possible to reduce confusion and would welcome clarity on how ICSs will oversee these place-based 

systems if they comprise of NHS and non-NHS partners.  

 

NHSE/I will also need to take into consideration the variety and types of arrangements that exist at 

place level (for example formal alliances and integrated care partnerships versus informal 

collaborations) and how this will impact on its oversight approach at this level. Practically, this is likely 

to result in multiple overlapping lines of oversight, as trusts will be operating multiple collaborative 

arrangements across their patch for different services and populations, all of which will need oversight 

agreements. This will be extremely complex, and it will be important to consider the practical 

implications in terms of the resource required to adhere to all monitoring arrangements.  

 

We would also ask NHSE/I to provide further clarity on what joint oversight between the ICS and 

NHSE/I regional teams would look like in practice and set out what it means by “participate in any 
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place-based system or organisational support and intervention” and “contribute to the oversight of all 

place-based systems and individual organisations alongside the ICS”. We know that ICS leads or 

chairs are already involved in these oversight conversations with their NHSE/I regional team, so it 

would be helpful to know that evidence of progress and learning will inform the future approach.  

 

Approach to Oversight  

Question: Do you agree that the framework’s themes support a balanced approach to 

oversight, including recognition of the importance of working with partners to deliver priorities 

for local populations? 

 

This is an important opportunity to design a framework which enables success, facilitates 

collaboration and provides oversight and assurance on indicators for population health, patient 

experience and quality of care. 

 

Local priorities  

Trusts will find NHSE/I’s inclusion of local priorities in the framework helpful, as it will enable them to 

work with system partners to set priorities based on specific population and health needs, which vary 

across the country. Our latest regulation survey found that less than half our members (2% strongly 

agree and 45% agree) agree that NHSE/I currently takes the context of local system working 

adequately into account, so this is a welcome improvement. However, some of our members have 

expressed concern that national priorities will always outweigh local priorities. Fully integrating local 

measures into the existing national themes, rather than adding a sixth theme, may make it easier to 

ensure local needs receive due prioritisation. 

 

The flexibility in this framework is helpful, as it will be important that expectations and targets for 

restoring services and returning to baseline levels of activity are realistic and that oversight 

arrangements are flexible in response to ongoing challenges. This is also important as the COVID-19 

financial arrangements are in place until at least the end of September while this framework is due to 

be implemented from July 2021.  

 

Health inequalities 

Some of our members have highlighted that while it is helpful to have a focus on tackling health 

inequalities and preventing ill health within their system boundaries, it can take years before the 

intended impact of changes will be recognised and therefore it becomes much easier for regulators 
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and local organisations to focus improvements on tangible metrics, such as elective recovery. There is 

also a risk that political pressures influence the focus of local systems during this recovery period. We 

would welcome reassurances that the SOF will be seen as a genuine opportunity for a renewed focus 

on tackling health inequalities in balance with the requirements of recovering the care backlog and 

‘living with’ COVID-19. 

 

We would also encourage NHSE/I to clearly define an achievable and attributable set of metrics to 

monitor performance in tackling health inequalities including how other system partners, including 

non-NHS organisations, contribute. While we acknowledge that this framework can only apply to NHS 

organisations, partnerships with non-NHS bodies will be a significant part of trusts’ role in systems 

and it will be important not to create an artificial separation as a secondary consequence of the 

framework.  

 

Tackling health inequalities across systems is a collective endeavour. Trusts are increasingly being 

asked to play a defined role in contributing to reducing health inequalities, including as part of the 

operational planning guidance, and so it is helpful to have a clearer indication of how this will be 

monitored. The metrics used in the SOF to assess trusts’ contribution to this endeavour will need to 

reflect the fact that addressing health inequalities and delivering on goals related to prevention 

involves collaboration with wider partners, and many outcomes related to health inequalities are also 

impacted by wider social factors such as levels of deprivation. We would suggest that the use of 

metrics which capture how trusts are meaningfully contributing to action on health inequalities, rather 

than specific outcomes related to population health measures where it is harder to attribute change 

to individual organisations, would enable a clear and measurable assessment of how trusts are 

making progress in this area.  

 

For other less tangible themes, such as leadership and capability, we would encourage NHSE/I to 

clearly set out defined outcomes with an agreed means of measuring leadership capability and the 

forms of possible support and intervention if these were not being met. 

 

Emphasis on place  

We welcome the emphasis on place, and it is helpful to see the expectation that primary care 

networks (neighbourhood level) and provider collaboratives (ICS and multi-ICS level) will be involved 

in setting local strategic priorities. We know NHSE/I intend to undertake work this year exploring how 

non-NHS organisations fit into its oversight model and how it will engage with local authorities, and 

we look forward to engaging with them in this process over the coming year.  
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Accountabilities between the ICS and providers 

The white paper does not contain proposals to amend the statutory basis of NHS trust and 

foundation trusts or their accountabilities. This framework must therefore interact with, respect and 

uphold those accountabilities for the provision of high-quality care, clearly. Existing statutory roles and 

responsibilities of NHSE/I in relation to providers, commissioners and ICSs will also remain unchanged 

in 2021/22, and ICSs will not have any statutory powers of oversight until the health and care bill has 

passed. There are therefore significant issues and challenges that could arise under this arrangement 

particularly if NHSE/I rush to implement the framework in anticipation of new legislation. Mature and 

developed systems will have relatively unsupervised oversight of organisations until NHSE/I sees a 

need to use its powers. We would encourage NHSE/I to set out what ‘organisational issues’ would be 

sufficient for NHSE/I to intervene outside of the circumstances set out in this framework. It would also 

be helpful for NHSE/I to clearly set out how ICSs would oversee place-based partnerships and 

whether NHSE/I would delegate its authority and resources to ICSs. 

 

Some trust leaders question whether the system has been ‘overcorrected’ from one in which people 

do not work together to support joined up care for local populations, to one which is beginning to 

embed multiple conflicting structures of accountability, while simultaneously creating accountability 

gaps where it is unclear ‘where the buck stops’ when issues arise. They point out that legal 

accountability for the quality of healthcare continues to lie with trust boards and that should be 

reflected in this framework until such changes to the legislation are made – despite complex 

agreements between providers and the introduction of duties to cooperate, when a serious failing in 

care is identified it will be the trust that provided the frontline care that is held accountable.  

 

We know that NHSE/I sees the development of memoranda of understanding (MoUs) within each 

system having an important role in setting out local arrangements (i.e., systems specifying what 

oversight would look like in their context). While consideration of the local context is welcome, some 

trusts are concerned that NHSE/I may be placing too much emphasis on flexibility for ICSs and the 

organisations within their system(s) to set out the accountability and governance arrangements within 

ICSs themselves. An iterative approach to this will be needed given that governance of ICSs still needs 

to be defined and legislation still needs to be passed.  

  

Clarity around the role of Non-Executive Directors (NEDs) within a system context, and how their 

organisational accountabilities will be balanced against trusts’ role within systems will also need to be 
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set out by NHSE/I, and it would be helpful to have further detail on how NEDs will be expected to 

interact with the SOF. Foundation trusts also note their accountability to governors. 

 

We would also encourage NHSE/I to further clarify how it sees the role of commissioners within the 

context of the ICS model. If CCG functions will be retained in law and funding is still routed through 

them, there may be a need for further consideration of what the formal split of accountabilities will 

look like between those members of the new ICS board occupying statutory positions grounded in 

the legal underpinning of the CCG, and other members of the ICS Board drawn largely from 

providers.  

 

Implications for trusts spanning multiple ICSs 

There are considerations for trusts which span multiple ICSs which could be clarified further. When 

considering ‘locally appropriate’ approaches to oversight, the definition of ‘local’ may be less 

meaningful to specialist, ambulance, and larger-scale mental health and community trusts. We agree 

that it is likely the regional teams will need to play a coordinating role in the oversight of these 

organisations, however this will need to consider the role that these trusts also play within ICSs. It 

should also account for their contribution at the ICS and place level within the system wide 

assessments as they are strongly embedded within pathways – this is particularly the case for 

community and mental health trusts which, while serving wide geographies, are also closely involved 

in local initiatives and pathways. It will be important that they are not subject to multiple conflicting 

judgements because of these arrangements.  

 

For specialist services specifically, NHSE/I have committed to maintaining national standards and 

service specifications for specialised services, and are likely to remain the commissioner for most 

specialised services for the foreseeable future. For this reason NHSE/I will need to have a role in 

oversight, and in the current framework it would be possible for a large specialist trust to be largely 

subject to both NHSE/I standards and commissioning, but also oversight led by their local ICSs.  

 

The framework doesn’t currently mention community trusts in relation to this issue. There are multiple 

community trusts spanning large and diverse geographies with more than one ICS covering their 

patch. These trusts would welcome explicit recognition of this within the framework. 

 

 

Oversight cycle  
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Monitoring 

Question: Do you agree that the proposed approach will support NHS England and NHS 

Improvement regional teams to work together to develop locally appropriate approaches to 

oversight? 

 

Developing clear delineation of roles  

The creation of locally appropriate approaches to oversight will rely on a strong understanding of 

local context and circumstances, and a clear way of measuring progress. We look forward to seeing 

further detail on the metrics which will be used to measure this at different levels, but overall welcome 

the increased involvement of ICSs given their insight into local circumstances. This needs to be 

complemented by a clear dialogue with trusts and other organisations to gain different  

perspectives as part of the monitoring process and identification of support needs. 

 

It is not wholly clear how NHSE/I regional teams will work consistently in supporting the development 

of locally appropriate approaches to oversight. A more effective partnership might therefore be 

between ICS leaders and component organisations, with NHSE/I facilitating the agreement of 

priorities and supporting the implementation of the agreed approach as set out in the framework. 

Trust leaders also expect the regional approach to intervention, monitoring and application of the 

assessment criteria to be consistent. 

 

We recognise there is a degree of flexibility in the framework which allows NHSE/I to continue to 

exercise its statutory duties. This is helpful given the uncertainties before new legislation is passed. 

However it will be important that this does not contribute to duplication; for example, expecting 

providers to engage with regional teams as well as working through ICSs as much as possible. It 

would be helpful to understand in what circumstances trusts would go straight to the regional team, 

and when they would go through the ICS.  

 

Trusts will welcome greater clarity in the coming weeks and months about the practical 

implementation of the framework.  

 

Identifying issues and monitoring data 

We welcome the emphasis on the early identification of emerging issues, as this is an important 

enabler of constructive and sustainable improvement, underpinned by compassionate leadership 

behaviours. Early identification of issues through a shared understanding of the evidence base, and 
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appropriate behaviours, may contribute to tackling blame cultures and help support trusts and system 

partners to take ownership of improvement and embed learning cultures.  

 

ICSs have also been asked to develop structures of ‘mutual accountability’ across their systems, with 

organisations contributing to mechanisms of joint responsibility for system-wide issues. It would be 

helpful to understand how the framework will support the development and enactment of these 

structures. We would encourage NHSE/I to be to be clearer in the framework about how serious 

issues will be identified, including how CQC may play a role in identifying critical safety issues which 

may not be picked up by the existing metrics or monitoring process.  

 

On a more technical note, it would be helpful to understand how the data at ICS level will be 

collected and assessed. Data on quality and performance may in some cases be an aggregation of 

organisation-level data which may not offer a meaningful reflection of the ICS’s specific contribution. 

It is challenging to measure an ICS’s contribution to quality and patient experience. However, 

indicators around the ICS’s capacity around planning, leadership and behaviours, and its ability to 

carry out its oversight functions may complement the more specific organisational measures.  

 

Identifying the scale and nature of support needs 

 

Question: Do you support the proposed approach to segmentation across ICSs, trusts and 

CCGs? How could the proposed approach be improved to better inform oversight arrangements 

and effectively target support capacity? 

 

Segmentation decisions and earned autonomy  

The use of segmentation provides clarity of expectation and levels of support – however this should 

be supported by a clear pathway for system partners to progress through the segmentation. The level 

of flexibility within the segmentation criteria may mean that practically it is unclear or difficult to 

improve a trust’s segmentation but we understand that this is likely to emerge as part of the 

development of the metrics to be used alongside the framework and we look forward to seeing more 

detail.  

 

We welcome the fact that the principle of earned autonomy underpins the framework. Recognition 

that systems with strong leadership and demonstrable capability to deliver on agreed outcomes and 

collaborate effectively should be able to continue this work with minimal intervention is a positive step 

forward. However where trusts are struggling, often due to wider structural issues beyond their 
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control, a consequent removal of autonomy has the potential to undermine otherwise good work 

within their systems where autonomy is needed to progress this work. It would also be helpful to 

understand what the impact would be on an otherwise well-performing trust working within a lower 

tier ICS.  

 

The criteria for segmentation and oversight metrics 

 

Some of the criteria used for segmentation relate to quantitative metrics with clear cut-offs. We would 

encourage NHSE/I to consider how they will balance this against the principles of the framework 

which aim to use qualitative measurements of culture and leadership as a marker for development 

and performance. We recognise a need to identify clear, measurable metrics in terms of financial 

performance and other quality measures, but the use of quartiles may be arbitrary in an otherwise 

complex and fluctuating landscape, and potentially unhelpful as it is relative to other trusts. This may 

lead to scenarios where, for example, a trust sitting just outside of the upper quartile is penalised for 

an effectively arbitrary banding. It would be useful to understand further how these criteria will be 

weighted against the additional judgements made to identify the correct segmentation for a trust.  

 

The trust criteria for entry to segment 1 appear logical, and we welcome the inclusion of additional 

considerations that go beyond metrics related to financial performance. Demonstrable improvement 

capability and capacity is an indicator which we agree should afford trusts a greater level of 

autonomy. Considering the degree to which the trust plays a strong, active leadership role in 

supporting and driving key local place-based priorities, provider collaboration arrangements and 

overall ICS priorities is a step in ensuring trusts’ contribution to system working is recognised. We 

would encourage NHSE/I to set out clearly what success looks like in this area, and additionally how 

trusts spanning more than one place, or operating on a larger scale than place (such as specialist 

services) will be able to meet this target and how the diverse operating context of different trusts will 

be taken into account when assessing their success against this measure. 

 

The criteria for entry to segment 3 are broad. For example, metrics around finance could affect many 

trusts – in 2019/20, around 50% of trusts met their control total. We welcome the commitment to use 

discretion and flexibility wherever possible in identifying the correct segment, recognising the 

complexity of measuring performance and identifying the right support needs, but recognise that this 

will need to be balanced against the need to apply these criteria consistently and fairly with clear 

measures of success.  
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The role of CQC  

We note the use of CQC ratings as metrics for segment eligibility. CQC has recently consulted on a 

series of changes to its regulatory approach and, in particular, its methodology for rating trusts. 

Previously the service-level assessments of the five key lines of enquiry (safe, effective, responsive, 

caring and well-led) would be aggregated to a trust-level to create an overall measure of quality 

across the trust. CQC now intends to rate at the trust-level using only the results of well-led 

inspections taking place at service and location-level. This is a substantial change to what information 

is conveyed by the trust-level rating, and we have raised concerns that basing trust-level ratings solely 

on the well-led key questions (at trust level and service level) may not represent a true picture of the 

quality and safety of services being provided within the trust. As such we would emphasise the need 

to coordinate with CQC to fully understand how trusts’ ratings may change over time as a result of 

this change, and subsequently how this will impact trusts’ position in the segmentation.  

 

CQC and DHSC are also exploring the role of CQC in assessing and regulating systems. While the 

proposals – which may include ‘CQC-style’ ratings for ICSs, or a role in thematic reviews of how 

systems are working together for specific populations – are yet to become clear, we would highlight 

the need for NHSE/I to keep in mind how the system oversight framework and CQC’s role in system 

reviews can complement, each other.  

 

Identifying specific support needs and coordinating support activity  

 

Question: Do you have any additional suggestions that could improve the proposed approach 

to oversight, support and intervention?  

 

The framework indicates that the views of system leaders will be taken into account when making 

segmentation decisions for trusts. We recognise the value of system leaders’ insights in understanding 

how well trusts are performing however giving them a formal decision-making role may not be 

helpful at this stage of the framework’s development. There is a risk of this becoming a contentious 

issue with the potential to undermine relationships and the current principle of ICSs as ‘coalitions of 

the willing’. A two-way conversation with the involvement of the trust is likely to be more productive, 

and we welcome the recognition of the need to consider wider system issues in making segmentation 

decisions. 

 

Assessing quality at a system level 
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We are supportive of a system-approach to quality. This will need, however, to be supported by a 

robust definition and assessment framework of system-quality, which does not penalise providers for 

quality issues elsewhere that impact on their own services, balanced against the role strong providers 

can play in supporting quality elsewhere in the system. A clear read across to the Shared 

Commitment to Quality would be helpful. 

 

Developing strong quality governance structures, and enabling system leaders to work together to 

identify safety risks, will need to be accompanied by a recognition that developing the right safety 

cultures and reducing blame culture is what enables systems to respond to emerging risks. Trusts 

have also raised concerns that without clear accountability structures in place for system-wide 

accountability for quality, the organisational focus on quality will remain quite narrowly defined, on 

meeting constitutional standards. 

 

Mandated support  

 

We welcome the commitment to consider how a wider system context contributes to the issues faced 

by individual organisations. This has been a long term concern for trusts and the new framework is 

therefore a positive step forward in terms of enabling a truly system-focused model of support and 

intervention.  

 

However measuring performance in areas such as health inequalities is challenging, influenced by 

multiple organisation and can take some time to demonstrate progress. This raises a question of what 

intervention might look like in the event of poor performance against more subjective or longer-term 

measures. 

 

Furthermore, the extent to which an NHS trust will have influence over some of the system priorities 

agreed is unclear. Trusts are therefore concerned that they could be placed in mandated support 

because the wider system has not delivered outcomes which were agreed as part of a conversation 

they were not party to. This speaks to the need for full consultation and engagement in setting ICS 

priorities, given the importance of ensuring there is no separation between decision-making and 

accountability for delivering against those decisions.  

 

In terms of implementation, we note the commitment in the framework to work from the principle of 

compassionate leadership behaviours. We encourage NHSE/I to consider how it can prepare both the 

https://www.england.nhs.uk/wp-content/uploads/2021/04/nqb-refreshed-shared-commitment-to-quality.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/04/nqb-refreshed-shared-commitment-to-quality.pdf
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regional teams and ICS leaders to build the capacity and capability needed to consistently 

demonstrate these behaviours alongside colleagues in trusts.  

 

 

Recovery Support Programme  

Question: Do you agree that the current model of special measures for individual organisations 

should be replaced by a more system-focused support programme? 

 

We welcome a move towards a more holistic, system-focused approach to recovery support. Trusts 

have increasingly felt that the system context was not adequately taken into account in regulation at 

the organisational level, and that this has served as a barrier to collaboration. They are keen for 

regulation to take wider system issues into consideration. For this reason, a holistic focus across 

quality, finance and operational measures is helpful in beginning to recognise and respond to the 

complex interlinked factors influencing performance and quality.  

 

The principle of the approach is therefore clear. We would encourage NHSE/I to publish further detail 

on how, particularly in the intervening months before the legislation passes, system partners can be 

encouraged to engage in the programme and support another organisation’s improvement while 

adhering to their organisational duties. That said, trusts are committed to engaging with system 

working initiatives and this includes supporting their local partners. The governance and 

accountability arrangements underpinning a truly collaborative approach to improvement will be 

complex but we understand pilots of the programme have been carried out. It would be helpful to 

understand the learnings from these pilots in rolling out the programme.  

 

There is a need for further detail about how non-NHS bodies outside the reach of the current regime 

would be taken into account, and whether they will be expected to participate in the programme. It 

seems unclear how non-NHS organisations can be required to participate in an NHS initiative even 

within the framework of an ICS. This may present challenges to how the programme is administered 

and whether this will enable a truly holistic understanding of system-wide pressures and how they 

influence an organisation’s difficulties with performance. Primary care, social care and local authorities 

and their wider services all make meaningful contributions to pathways, patient flow, patient 

experience and health outcomes. We encourage NHSE/I to continue to test ways of involving non-

NHS partners in improvement approaches, particularly as collaborative approaches are strengthened 

in preparation for ICSs becoming statutory bodies and in response to the expectations set out in the 

planning guidance.  
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Question: (a) Do you support the proposed approach to the Recovery Support Programme? (b) 

How could the proposed approach be improved to better support systems, trusts and/or CCGs 

to address complex and/or longstanding challenges? 

 

There are a number of positive features of the proposed recovery support programme. For example, 

a focus on the underlying drivers and structural issues contributing to an organisation’s operational 

challenges is welcome. Trusts often face wider systemic barriers to quality and their ability to meet 

targets. Ambulance trusts, for example, may be impacted in their performance against response 

targets as a result of patient flow issues in emergency departments elsewhere in the system, which in 

turn occur due to challenges with discharge pathways due to pressures in social and community care. 

This complexity should therefore be reflected in the way NHSE/I engages with providers to address 

challenges with complex roots.  

 

This approach may support a more sustainable and realistic approach to improvement that addresses 

underlying concerns rather than placing undue emphasis on short term targets for improvement. 

There are other elements of the programme which are welcome including identifying a clear strategy 

for exiting the programme. Trusts are keen to move away from an approach to intervention in which 

they see the goalposts moving regularly.  

 

We would also highlight the need for NHSE/I’s power to review the capability of a trust’s leadership to 

be used extremely judiciously, as frequent board turnover is unhelpful during times when stability of 

leadership is essential and may undermine efforts to improve culture. Removing directors from 

struggling trusts is often a sticking plaster for complex, engrained structural issues. Indeed, a good 

board which has inherited a struggling organisation needs time to drive improvement at all levels. We 

encourage NHSE/I to embed leadership development into its programme. 

 

It would be useful to have more detail on how this programme reads across to CQC, whose new 

strategy places an emphasis on system-wide quality, understanding how structural issues impact 

patient experience, and holding providers to account for quality across a system and their 

contribution to system working. While it remains uncertain how and when CQC plan to implement 

these changes, there is clear overlap in approach and intention and it will be important for NHSE/I 

and CQC to coordinate and complement each other as they seek to regulate systems in different 

ways. This is particularly the case where CQC have a role in recommending a trusts’ entry or exit from 

the programme – criteria used in CQC’s and NHSE/I’s decision making will need to be consistent.  

 



 

  

 

NHS Providers | Page 16 

Implementation and conclusion 

We welcome the opportunity to comment on the SOF for 2021/22. Trusts are clear that with the move 

to increased system working, oversight models need to reflect a changed context and enable, rather 

than hinder, collaboration.  

 

We welcome NHSE/I’s commitment to a phased and flexible approach to implementing this new 

framework, particularly in the context of legislative changes and the future statutory role of ICSs. This 

year continues to present uncertainties and we recommend that NHSE/I work with trusts to ensure 

the oversight approach takes appropriate account of the pressures on the service. This is particularly 

important given the transitional iteration of the framework will be implemented from part-way 

through the financial year, with systems already beginning to implement operational priorities.  

 

We would strongly encourage NHSE/I to keep under careful review the impact of the SOF on 

accountabilities between trusts and ICSs. We recognise this is a complex challenge and welcome the 

commitment to iterating this framework and applying it flexibly for local circumstances, given the 

need for regulation and oversight to remain responsive to the changing landscape. 

 

Finally, there are practical considerations for the implementation of the framework. ICSs, which have 

not previously had formal oversight roles and which vary in nature and scope across the country, will 

have varying degrees of work to do to build the necessary capacity and resource to carry out this 

function, and there will also be considerations for how the nature of local relationships might change 

with the introduction of an ICS assurance role. It is critical that the introduction of the ICS assurance 

function does not create an additional tier of bureaucracy at a time when the NHS and its staff 

continue to be particularly stretched. We look forward to working with NHSE/I, trusts and systems as 

the SOF is rolled out and further developed.  

 

 


