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Executive Summary

Background

The National Health Service (NHS) remains a cornerstone of British society, yet it faces ongoing scrutiny
over governance and democratic accountability. Recent reforms introduced by the Health and Care Act 2022,
including Integrated Care Systems (ICSs) and enhanced ministerial oversight, were intended to improve
healthcare delivery, but have also raised concerns about excessive centralisation, transparency, and
responsiveness to local needs. The abolition of NHS England in 2025 further consolidated ministerial powers
and reshaped lines of accountability, intensifying debate about governance structures amidst increasing
financial pressures.

Against this backdrop, and with the NHS 10-Year Plan under development, there is a crucial opportunity for
policymakers to strengthen NHS accountability, aligning the service more closely with public expectations
and democratic principles. Commissioned by The Constitution Society, this report assesses current
NHS accountability arrangements and proposes actionable recommendations to enhance transparency,
responsiveness, and public engagement.

Aim of the Research and Report

This research examined existing democratic accountability structures withinthe NHS, identifying key challenges
and opportunities for meaningful reform. The investigation assessed accountability frameworks, evaluated
public and stakeholder perceptions (including a large-scale national survey), and reviewed international
best practices. The report provides policymakers with evidence-based recommendations to strengthen NHS
accountability to Parliament and the public, ensuring the service remains responsive, transparent, and rooted
in public accountability. Specifically, the report aimed to:

Map existing accountability frameworks

Identify challenges and gaps in governance practices
Evaluate public and stakeholder perceptions of accountability
Analyse international comparators for lessons

Develop actionable recommendations for reform

Methodology

This research employed a mixed-methods approach combining secondary analysis of existing NHS
accountability structures, comparative international studies and notably, a comprehensive public opinion
survey. The survey, drawn from a nationally representative, census-matched sample of UK residents, provided
robust quantitative and qualitative insights into public perceptions of accountability, transparency, and
engagement within the NHS, identifying critical areas of concern to inform targeted policy recommendations.
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Key Findings and Challenges

This report’s comprehensive analysis of NHS accountability structures —grounded in international comparisons
and a large-scale national survey — highlights several critical findings that expose systemic weaknesses in
democratic governance. Together, these findings reveal persistent challenges that undermine transparency,
public trust, and responsiveness within the NHS.

Public Awareness and Engagement Are Critically Low — NHS accountability mechanisms remain
largely invisible to the public. A striking 91.9% of survey respondents reported no direct engagement
with existing systems. Limited access to digital orin-person consultation platforms further hinders public
participation, reinforcing perceptions of distance between NHS governance and the communities it
serves.

Ministerial Centralisation Is Undermining Local Autonomy — Recent reforms have significantly
expanded ministerial oversight, particularly following the abolition of NHS England in 2025. This
centralisation has blurred lines of responsibility and reduced the influence of local governance
structures, raising concerns about responsiveness and adaptability to regional needs.

Perceptions of Accountability Are Fragmented and Politicised — There is confusion among
the public about who is ultimately accountable for NHS performance. When presented with a list of
potential actors, survey respondents were invited to select up to three. A significant 84.9% included
NHS management — including figures such as executive boards, senior managers, and service leads
— among those they held accountable, while 69.1% also selected elected politicians. This overlap
highlights blurred accountability pathways and contributes to public mistrust.

Financial Pressures Are Intensifying Systemic Strain — The NHS faces mounting financial
challenges, with clinical negligence compensation alone projected to rise from £2.8 billion in 2023/24
to £4.6 billion by 2030/31. These pressures not only strain service delivery but risk diverting resources
from essential reform efforts.

Regional Disparities Undermine Equity and Trust — Significant variations in healthcare quality
and access persist across the UK. These disparities are mirrored in governance arrangements, with
some regions underserved or underrepresented in decision-making structures. Without reform, such
inequities risk further eroding trust in the NHS’s commitment to fairness and universality.
International Comparisons Highlight Missed Opportunities — Comparative case studies
from countries such as Sweden, Denmark, and the Netherlands showcase alternative models of
accountability — such as elected health boards, patient councils, and more transparent reporting —
that promote stronger public engagement and clearer governance lines. These models suggest that
reforms rooted in democratic principles are both feasible and effective.
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Recommendations

Building on the key findings and mapped accountability landscape, this report sets out a series of evidence-
based proposals to strengthen democratic accountability within the NHS. These recommendations are
designed to be impactful, feasible, and aligned with the NHS’s existing governance framework, avoiding
unnecessary structural overhaul. They distinguish between short-term improvements and long-term reforms,
while also identifying priority actions that could deliver immediate benefit.

Ongoing Evaluation of Reforms (Priority): Recent governance reforms including the abolition of
NHS England and expansion of ministerial powers have centralised oversight while aiming to enhance
local responsiveness through Integrated Care Systems (ICSs). As a result, we propose the need to
do the following:
e Commission independent, longitudinal research to assess the impact of ICSs on local
accountability and national alignment.
e Monitor how increased ministerial powers are affecting transparency, responsiveness, and
operational independence.
e Ensure findings are regularly published and used to support transparent, evidence-based
reform.

Enhancing Public Engagement Mechanisms (Priority): To address gaps in engagement, both
digital and in-person methods must be enacted to improve public participation.
e Digital Innovations: Develop user-friendly platforms inspired by Estonia’s e-Health systems
to streamline access to feedback mechanisms.
e In-Person Channels: Expand community consultations and patient forums, particularly in
underserved areas, to foster inclusivity."

Litigation Reform (Priority): The NHS’s reliance on a Tort Law model for clinical negligence is
arguably unsustainable with annual expenditures forecasted to escalate to £4.6 billion by 2030/31.
Moreover, this model offers limited democratic accountability, with key decisions around compensation
and learning sitting largely outside public or parliamentary scrutiny. As a result, we propose the
following:
e Explore patient-centred redress mechanisms, such as no-fault schemes and early resolution,
to reduce costs, build trust, and support organisational learning.
e Review whether NHS Resolution remains fit for purpose in a restructured system, and explore
whether closer alignment with DHSC could support broader accountability reforms.

Reducing Regional Disparities: Our research revealed significant regional inequalities in governance
and service quality and therefore suggests the need to:

e Develop region-specific governance models inspired by decentralised systems in Sweden
and Denmark, while maintaining a universal minimum standard of accountability across these
systems.

e Ensure these models address socioeconomic and geographic disparities and promote greater
regional autonomy.

e Pilot these approaches in areas with the greatest disparities before wider implementation.

These initiatives should focus on scalability and accessibility to bridge the gap between NHS governance and
the communities it serves.
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e Adapting International Best Practices: Commission independent research into the adaptability of
successful accountability models from EU countries, including Sweden’s localised system and the
Netherlands’ patient councils.

e Pilot these practices in select regions to evaluate their impact and feasibility.
e Collaborate with international experts to tailor these models to the NHS context.

e Strengthening the Evidence Base for Policy Reform: Ongoing research is essential to refine NHS
accountability mechanisms.
e Conduct regular surveys to monitor public perceptions and emerging challenges.
e Compare NHS reforms withinternational best practices to identify opportunities forimprovement.
e Use findings to build a robust evidence base for continuous policy improvement.

Conclusion

Strengthening democratic accountability in the NHS is essential to rebuild public trust, address regional
disparities, and ensure financial sustainability. Achieving these goals requires a phased approach.
Policymakers should prioritise short-term improvements such as enhancing public awareness, transparency,
and community engagement. Over the longer term, structural reforms informed by international best practices
such as Sweden’s devolved system and Denmark’s integrated care systems should address deeper
governance challenges and inequalities.

With a renewed political focus on NHS reform, there is a clear opportunity for the government to improve
accountability structures in ways that reflect democratic values and public expectations. This report provides
practical, evidence-based recommendations which can attract support for reform from across the political
spectrum.

Improving public engagement is vital. Digital innovations and expanded community consultations should
be used to increase participation and rebuild trust. However, these efforts must be paired with systemic
governance reform, including clearer lines of accountability, stronger local autonomy, and sustained attention
to regional disparities. By committing to these practical and strategic reforms, the NHS can reinforce its
founding principles of equity, transparency, and responsiveness. This will help ensure it remains a trusted and
accountable institution equipped to meet the challenges of the future.

10
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Abbreviations
e BMA — British Medical Association
e CCG - Clinical Commissioning Group
e CIHI — The Canadian Institute for Health Information
e CQC — Care Quality Commission
e DHSC — Department of Health and Social Care
e GMC - General Medical Council
e GP — General Practitioner
e HEE — Health Education England
e HOSC — Health Overview and Scrutiny Committee
e HWB — Health and Wellbeing Board
e HRA - Health Research Authority
e |CB - Integrated Care Board
e |CP — Integrated Care Partnership
e |CS — Integrated Care System
e LA - Local Authority
e LHB - Local Health Board
e NHS — National Health Service
e NHSE — NHS England (formerly the national body responsible for commissioning and oversight in the

NHS; abolished in 2025 with responsibilities transferred to the Department of Health and Social Care
and regional bodies)

NHSR — NHS Resolution

NICE — National Institute for Health and Care Excellence
OHID - Office for Health Improvement and Disparities
OSC) — Overview and Scrutiny Committee

PCN — Primary Care Network

PHSO — Parliamentary and Health Service Ombudsman
RHA — Regional Health Authority

SHA — Special Health Authority

UKHSA — The UK Health Security Agency
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Definitions

Blame Culture

‘a set of norms and attitudes within an organization characterized by the
unwillingness to take risk or accept responsibility for mistakes because of
the fear of criticisms or management admonishment.’” (Khatri, Brown and
Hicks, 2009, p. 314)

Democratic
Accountability

‘Democratic accountability refers to the many ways in which citizens, political
parties, parliaments and other democratic actors can provide feedback to,
reward or sanction officials in charge of setting and enacting public policy.’
(Jelmin, 2012)

Organisational Culture

‘the visible and less visible norms, values and behaviour that are shared by
a group of employees which shape the group’s sense of what is acceptable
and valid’ (Wilson, 2001, p. 356)

Patient Safety

‘the prevention of harm to patients’ (Aspden et al., 2004, p. 5)

Patient Safety Culture

‘the product of individual and group values, attitudes, perceptions,
competencies, and patterns of behavior that determine the commitment
to, and the style and proficiency of, an organization’s health and safety
management.’ (Health and Safety Commission, 1993)

Patient Safety Incident

‘any unintended or unexpected incident which could have, or did, lead to
harm for one or more patients receiving healthcare’ (NHS Improvement,
2017a)

12
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Democratic Accountability: An Introduction

Introduction to Democratic Accountability

Note on Structural Changes in the NHS

This report was first drafted before the formal abolition of NHS England in early 2025. At that time, NHS
England served as the central commissioning and oversight body in the English health system. Its functions
have since been transferred to the Department of Health and Social Care and to regional structures such
as Integrated Care Boards.

The analysis and recommendations in this report have been adapted to accommodate this change. Issues
such as fragmented accountability, limited public engagement, and the tension between central and local
governance persist under the new arrangements, and in many respects, have become more urgent. The
findings should be understood in this context of institutional transition.

Democratic accountability, a mechanism through which citizens hold elected officials and public servants
responsible for their actions and decisions within established democratic institutions, is the cornerstone of a
resilient and responsive governance framework (Papadopoulos, 2023). By ensuring governance accurately
reflects the will of the populace, it promotes transparency, fosters ethical decision-making, and safeguards
the citizenry’s control over power. When effectively implemented, democratic accountability strengthens
the connection between the electorate and their representatives, empowering citizens to hold leaders and
officials to account for their actions and decisions.

Incorporating accountability into the heart of democratic institutions’ operations guarantees that leaders
remain answerable to those they represent. This nurtures trust, enhances political stability, and safeguards
the rights and freedoms of individuals. Without such accountability, democracy’s essence in representing the
populace risks being undermined, potentially widening the gap between the governed and those governing,
and laying the groundwork for corruption and the abuse of power.

Local councils demonstrate a form of democratic accountability in action. They are accountable to citizens
through elected representatives, as well as to central government. Councillors face public scrutiny both
during elections and through mechanisms such as consultations and open meetings. Although levels of
engagement with these processes may vary, the existence of these structures ensures that individuals have
meaningful opportunities to influence how these organisations operate, should they choose to participate.

When applied to healthcare, such as within the NHS, which was founded on the principles of a Beveridge
model, democratic accountability proves indispensable both as a guiding principle and a metric to assess the
overall wellbeing of the institution. At its core, it should help to ensure that decisions, resource distribution,
and policy enforcement are transparent and align with the public’s evolving expectations and needs. While
local councils provide a clear example of how democratic accountability operates, these principles are equally
critical in other public services, such as the NHS.

For the NHS, this translates into policies and services being consistently appraised and refined based
on the input of patients, healthcare professionals, and the broader community. In theory, it champions a
system attentive to the voices of the most vulnerable, guaranteeing equal access to healthcare services
for everyone. Moreover, by holding healthcare providers and policymakers accountable through regulatory
levers, it should cultivate a culture of perpetual enhancement, propelling innovations and reforms that raise
the quality, efficiency, and sustainability of healthcare services. Thus, democratic accountability transforms
the healthcare system into a dynamic entity that evolves with its population’s needs, highlighting the significant
influence of democratic principles within public health and welfare. This is particularly pertinent to the NHS,
renowned worldwide for addressing these challenges head-on since its inception.

13
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Established in England in 1948, the NHS is funded by the government through general taxation, and for over
75 years, despite numerous adaptations and evolutions, the NHS has unwaveringly upheld its foundational
principle of offering care ‘free at the point of access’, ensuring that healthcare services are available to all,
irrespective of an individual’s ability to pay. While the NHS is not directly a part of the civil service, it remains
a pillar of the UK’s public health infrastructure, thereby allowing parallels to be drawn, particularly in terms
of democratic accountability and its public service ethos. Additionally, the NHS employs a vast workforce,
encompassing a wide array of roles from clinical positions like doctors and nurses to non-clinical roles such as
administrators and IT specialists. Together, these individuals work in the public interest, delivering healthcare
services financed largely by taxation.

As of the latest figures available, the NHS in England stands as one of the world’s largest employers and
the largest employer in the UK, reflecting its essential role within the nation. The magnitude of its workforce
reflects the extensive responsibility it bears in providing healthcare services to England’s population. Effective
governance and accountability are particularly vital for institutions like the NHS, which operate with significant
public investment to deliver essential services.

To fund this substantial service, the NHS necessarily operates with a significant budget, showcasing its
importance within England’s broader financial spend as a vital actor in the UK economy. For the financial
year 2022/2023, the NHS had a budget of over £140 billion (The King’'s Fund, 2024) as allocated by the
Department of Health and Social Care.

The significant portion of public expenditure dedicated to the NHS emphasises the priority given to healthcare
within the UK’s overall spending plan. It clearly represents a substantial portion of total public expenditure,
which in 2022-23, meant approximately £1,200 billion, or around £17,000 per person (Institute for Fiscal
Studies [IFS], 2024). Such financial resourcing is crucial for enabling the NHS to meet the healthcare

needs of the population, navigate evolving health challenges, and invest in innovations and care delivery
improvements.

Components of UK government spending in 2022-23

30.0%

25.0%

20.0%

15.0%

10.0%

0.0%

Education

Health Social security Social security Net debt interest Defence Transport Public order & saftey  Long-term care  Housing & community  Overseas aid Other
amenities

(pensioners) (working-age &
children)

The Institute for Fiscal Studies Tax Lab, ‘What does the government spend money on?’, available at: < https://ifs.org.uk/taxlab/taxlab-key-questions/
what-does-government-spend-money >, last accessed 29 April 2025.
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Although the NHS England recently operated independently of the civil service, its funding and operational
mechanisms reflected the UK’s broader approach to public welfare, embodying the social contract between
the government and its citizens. The principle that healthcare should be universally accessible and free at the
point of use, enshrined in the NHS Constitution, underscores the collective commitment to public health as a
vital public good (The Department of Health and Social Care, 2023).

This dual emphasis on operational efficiency and public accountability highlights the NHS’s continuing role
not only as a healthcare provider, but also as a loadstone symbol of benefits of public service. It stands
as a testament to the UK’s enduring dedication to public healthcare, representing a significant investment
in safeguarding the health and well-being of its population. The importance of democratic accountability
therein extends beyond traditional political representation, playing a crucial role in the governance of public
institutions such as the NHS. Within the healthcare sector, democratic accountability is arguably indispensable
for ensuring patient safety. By holding healthcare providers and policymakers answerable to the public, it
fosters a culture of transparency and responsibility.

Effective accountability mechanisms ensure that patient safety remains a priority, as decisions and policies
are subject to continual scrutiny and refinement informed by patient feedback and professional evaluations.
When robust, democratic accountability not only strengthens trust and stability within the healthcare system,
but also directly improves the quality of care and patient safety, reflecting the core values of the NHS in
promoting public health and welfare (Francis, 2013; The Department of Health and Social Care, 2023).

How it links to Patient Safety

The NHS has a fundamental responsibility to ensure healthcare is both accessible and safe. Patient safety,
defined as the prevention of avoidable harm, is intrinsically linked to democratic accountability, aiming to
protect patients from risks and complications while aligning with public health objectives and ethical standards.
This in turn promotes transparency, trust, and equity between healthcare providers and the public, reinforcing
the NHS’s role as a safe and accountable institution. In essence, a safe NHS is a trusted NHS.

Patient safety has gained significant attention in recent years, particularly following the landmark reports
by the Institute of Medicine (IOM) in the late 1990s. These reports, such as To Err is Human, revealed
alarming rates of preventable patient deaths due to medical errors, sparking a global movement to prioritise
patient safety (Institute of Medicine, 1999; 2001). Initiatives like the World Health Organization’s (WHO)
World Alliance for Patient Safety in 2004 exemplify the international response.

In the UK, these global efforts catalysed substantial investment in research and initiatives aimed at enhancing
safety, drawing lessons from high-reliability organisations (HROs) such as nuclear power and space
programmes. Domestically, New Labour responded by strengthening democratic accountability within the
NHS, establishing institutions like the National Institute for Clinical Excellence (NICE). NICE’s evidence-
based guidelines standardise care, ensuring that clinical decisions and policies are transparent, grounded in
robust evidence, and aligned with public needs, thereby playing a vital role in improving patient safety.

However, despite these advancements, healthcare catastrophes have exposed the ongoing importance of
democratic accountability in safeguarding patient safety. For example, the Francis Report, one of five inquiries
into the Mid Staffordshire NHS Foundation Trust, revealed that financial pressures, staffing shortages, and a
toxic organisational culture resulted in substandard care, with 400 to 1,200 avoidable patient deaths between
2005 and 2009 (Francis, 2013; Ball et al., 2014). This and subsequent inquiries underscored the necessity
for a culture of safety, transparency, and accountability within the NHS.

In recent years, patient safety has been championed by figures such as Rt Hon Jeremy Hunt MP, who
advocated for several safety initiatives during his tenure as Secretary of State for Health and Social Care
and in subsequent roles. While these efforts have driven progress, persistent challenges remain. Ongoing
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inquiries into NHS trusts continue to reveal systemic issues, exacerbated by staff shortages and increasing
demand for services. These factors highlight a troubling gap between policy ambitions and the practical
realities of delivering safe and effective care.

High-profile reports and investigations, including those by Francis, Ockenden, Kirkup, and Cumberlege,
reveal systemic challenges that directly impact patient outcomes. Significant adverse events, such as those
investigated at East Kent and Nottingham, alongside excessive wait times — evidenced by over 74,000
cancer patients in 2024 waiting longer than recommended for vital care — underscore the urgent need for
strengthened general accountability in addition to individual patient accountability. These issues highlight
gaps in NHS governance and oversight, raising critical questions about responsibility and transparency.

Amid financial pressures and staff shortages, the debate around accountability grows more urgent. These
challenges necessitate a re-evaluation of existing mechanisms, emphasising the need for clear, democratic
processes that empower patients and the public at large to hold healthcare providers and policymakers
accountable. This issue extends beyond individual trusts to the broader responsibilities of senior government
officials, including the Secretary of State and the Prime Minister, who oversee health service funding and
policy direction.

This context raises pressing concerns, but ones which are often neglected in investigations concerned
exclusively with individual patient safety: What happens when avoidable errors arise, potentially linked to
inadequate funding or systemic issues? Who ultimately bears responsibility, and how can the public hold
decision-makers to account effectively? The following discussion seeks to map the NHS’s accountability
framework, identifying gaps and proposing strategies to strengthen governance, ensuring the system remains
responsive to the needs and expectations of its users.

16
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Mapping the Accountability Landscape

This section begins by examining the recent, significant reforms within the NHS and the broader health and
care system in the UK. These changes have reshaped the governance and operational structures of the
National Health Service, aiming to enhance efficiency and accountability. As a result, contextualising the
accountability landscape against these developments is of the utmost importance.

Following these reforms, this section explores how democratic accountability functions in the UK’s health
system, addressing public engagement mechanisms, the roles of local councils, political influence and
resource allocation. It then provides an overview of the effectiveness of current accountability measures,
their responsiveness to public input and the robustness of oversight structures. Despite improvements, gaps
remain. To provide context, comparisons are made between the UK’s mechanisms and international models
of best practice. This aims to offer a comprehensive understanding and highlight paths for improvement.

Defining the Scope of the Report

While numerous resources outline the intended workings of democratic accountability within the NHS, it is
worth questioning whether these frameworks are sufficiently evaluated in terms of their effectiveness, as
the NHS faces mounting financial constraints, rising patient demand, and evolving population health needs
(National Audit Office, 2024). This context underscores the need for a robust assessment framework that can
measure the actual performance of accountability structures and ensure the NHS remains responsive to the
public it serves.

In a Beveridge-model healthcare system, Parliament holds the power to allocate funds and legislate, ensuring
the infrastructure is adequately staffed, equipped, and responsive to changing needs (Bevan, Helderman,
& Wilsford, 2010). However, when funding is insufficient, misallocated, or when accountability mechanisms
are opaque or fragmented, a critical question arises: who is ultimately accountable and are there accessible,
democratic pathways through which the public can seek that accountability?

The abolition of NHS England in 2025 has further shifted these dynamics, transferring national commissioning
and oversight responsibilities to the Department of Health and Social Care (DHSC) and regional Integrated
Care Boards (ICBs). This structural reform has increased ministerial control, heightened questions about
local responsiveness, and reinforced the importance of transparent and participatory governance.

The Health and Care Act 2022, along with these broader structural reforms, has introduced significant changes
across the healthcare system. This report offers a timely and thorough examination of key governance actors,
mapping their powers and responsibilities, and assessing the accountability structures that shape how policy
is developed and delivered.

In particular, the report scrutinises the mechanisms for holding national and regional bodies to account, and
the degree to which central government influence constrains or enables those mechanisms. While these
bodies ultimately serve the public, the channels for public participation and redress remain uneven, limited,
or unclear.

17
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As a result, this report aims to achieve several objectives, including:

e Map the existing accountability landscape of the NHS, with a focus on:
o Mechanisms for public representation and participation in healthcare decision-making
o The roles of elected officials and public consultations in shaping healthcare priorities

Examine public and patient perceptions of accountability

Identify systemic challenges and gaps in democratic accountability

Analyse international comparator models for transferable insights

Highlight opportunities for innovation in governance and accountability

Develop a framework to strengthen democratic accountability across NHS structures

To meet these aims, the study employed a mixed-methods approach combining qualitative and quantitative
techniques. A nationally representative public survey was conducted to capture perceptions of accountability,
transparency, and redress. This was complemented by in-depth international case studies and a detailed
mapping of NHS governance mechanisms. Together, these elements provide a comprehensive foundation
for evaluating and reforming democratic accountability within the English health system.

Recent Transformations in NHS Accountability

This section defines the report’s scope, areas of focus, methodologies, and criteria for evaluating accountability
mechanisms, providing a framework for assessing the recent transformations in NHS governance and
operational structures.

Recent years have seen a cascade of structural reforms to the NHS and the broader health and care system
in the UK, fundamentally reshaping governance with a stated aim of enhancing efficiency and accountability.
In 2021, amid the COVID-19 pandemic, reforms began with the dissolution of Public Health England (PHE).
Its functions were redistributed to the newly established UK Health Security Agency (UKHSA) and the Office
for Health Improvement and Disparities (OHID).

The subsequent 2022 Health and Care Act advanced these changes further by merging NHS Digital, NHSX,
and Health Education England (HEE) into NHS England (NHSE), while also expanding the Secretary of
State for Health’s powers, particularly in operational matters. A key feature of the Health and Care Act was
the introduction of 42 Integrated Care Systems (ICSs) in England in July 2022, designed to foster local
partnerships among health and care organisations. However, the integration of local councils into the NHS’s
strategic and financial planning has presented challenges, particularly in reconciling the differing cultures and
accountability standards of the health and local government sectors.

Most recently, in March 2025, NHS England itself was formally abolished, with many of its former functions
absorbed by the Department of Health and Social Care (DHSC) and delegated to regional bodies such as
Integrated Care Boards (ICBs). While these reforms sought to decentralise governance through ICSs, they
have simultaneously centralised control under the DHSC, creating a tension between localised decision-
making and centralised authority. This represents one of the most significant shifts in NHS governance in
decades, marking a clear move away from arm’s-length management toward direct ministerial oversight.

The abolition of NHS England represents a significant shift in the power dynamics between central and local
actors. With more responsibility now resting with DHSC, there are importantimplications for regional autonomy
and local responsiveness in the NHS. Over the next 5 to 10 years, it will be crucial to monitor whether this
centralisation leads to increased uniformity across regions or stifles local innovation and responsiveness to
regional needs. The relationship between ICSs and DHSC will be especially important, as regional actors
may find themselves navigating new dynamics with a more powerful central government. This could lead to
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increased tension between maintaining local flexibility and complying with national policies, and policymakers
should be aware of the risks of creating a system where local decision-making becomes more constrained,
even if the intention was to enhance local governance.

Although these reforms sought to enhance democratic accountability, concerns persist. Shifts in political
leadership can disrupt long-term partnerships, while the expanded intervention powers granted to the
Secretary of State raise questions about the potential for political influence over NHS operations. The practice
of democratic accountability in local government is sometimes perceived as an impediment by the healthcare
sector, as turnover in personnel and differing accountability frameworks used by local government can hinder
consistency in decision-making and erase long-standing personal relationships.

Public engagement remains a critical area of concern. Despite the reforms, a significant gap exists in
public awareness about how citizens can actively participate in democratic health systems through local
government. The COVID-19 pandemic underscored this issue, as local government played a crucial role in
the public health response but was faced with widespread public confusion about decision-making processes
and pathways for citizen influence (BMJ, 2020; Williams & Dienes, 2021). Former Secretary of State for
Health, Rt Hon Matt Hancock MP, acknowledged the importance of public participation during the pandemic,
yet the system’s complexities often left citizens unclear about their role.

With the abolition of NHS England, the need for transparent and independent oversight is more urgent than
ever. Without an arm’s-length body between ministers and operations, the risk of politicisation increases.
Addressing these challenges requires a renewed effort to improve public understanding of NHS governance,
empower local decision-making, and ensure that accountability mechanisms remain robust, independent,
and grounded in public engagement.

What does it look like in England?

At its core, democratic accountability is a foundational principle of the NHS, ensuring that it remains
answerable to Parliament, patients, and the public it serves. While governance mechanisms — such as
oversight by elected representatives, statutory bodies, and local authorities — exist in theory to uphold this
principle, the effectiveness of these structures is often unclear. A key question therefore arises: how well are
these accountability requirements met, if they are met at all?

This section maps the formal governance landscape of the NHS in England, including the key actors and
oversight mechanisms that influence policy, delivery, and public engagement.

The interplay between democratic principles and patient safety highlights just one reason why accountability
within the NHS is essential to the institution’s legitimacy and survival. However, improving accountability
requires a broad perspective, one that moves beyond individual complaints to address systemic issues such
as financial oversight, administrative efficiency, and operational coordination. As previously noted, a safe and
accountable NHS is also a trusted and sustainable one. This section maps out how accountability is formally
structured in England, examining both its intended operation and the practical barriers that can obscure
responsibility and delay redress.

The organisational chart below is reproduced from The King’s Fund Report: Understanding accountability
structures in health and care, published in 2022, which serves as a useful historical reference point for
how accountability was intended to function within the NHS prior to the 2025 abolition of NHS England. It
illustrates a model in which responsibility flowed from local providers upward through NHS England to the
Department of Health and Social Care, with a degree of operational independence separating health service
delivery from direct political control.
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However, the removal of NHS England has significantly altered this landscape. Following its abolition in
2025, the Department of Health and Social Care (DHSC) assumed overall responsibility for national strategy,
budget allocation and performance oversight. Integrated Care Boards (ICBs), which were originally designed
to coordinate local planning and commissioning within a national framework, now lead service integration at
the local level, but with less insulation from political oversight. While local actors may coordinate delivery, they
do so within a framework of centrally defined priorities and reporting requirements. Ultimate accountability for
system-wide performance increasingly rests with DHSC.

Post March 2025 NHS Governance at a Glance

* Department of Health and Social Care (DHSC): Sets national strategy, allocates funding, oversees
performance and delivery

* Integrated Care Boards (ICBs): Lead local service planning and integration; accountable to DHSC

* Integrated Care Partnerships (ICPs): Facilitate collaboration between NHS, local government, and
community stakeholders at place level

* Regulators and Scrutiny Bodies: Care Quality Commission (CQC), Healthwatch, parliamentary
committees, Health and Wellbeing Boards

In this new centralised structure, strong and independent regulation becomes more critical than ever. Ensuring
transparency and accountability — free from political interference — requires that bodies like the Care Quality
Commission (CQC), Healthwatch, and parliamentary committees play a robust and well-resourced role in
holding both local and national decision-makers to account.

Rather than rely solely on dated structural diagrams, this report maps the evolving and sometimes ambiguous
lines of accountability in the post-reform NHS; in particular, where operational oversight, fiscal responsibility,
and public engagement intersect. It considers the reconfigured roles of Integrated Care Boards (ICBs), the
increasing prominence of DHSC, and the capacity of local authorities and regulatory bodies to ensure checks

20



Exploring Democratic Accountability Structures and Pathways in the NHS

and balances within the system. To provide a comprehensive understanding of the functions and authority
of each entity within this framework, the descriptions further below detail their roles and interrelationships,
beginning with Parliament as the apex of authority.

The infographic and subsequent text below summarise the formal governance and accountability structures
currently in place within the NHS. These actors and mechanisms form the foundation of the system’s
democratic oversight, although their effectiveness is examined critically throughout this report.

Key aspects of how the NHS maintains democratic accountability include, but are not limited to, the following
key governance and oversight structures of the NHS (Shepard, 2024):

— Government Oversight:

+*The MHS operates under the authority of the Department of Health and Social Care (DHSC), and the Secretary of State for Health and Social Care is
responsible for the overall functioning of the NHS and is accountable to Parliament. Additionally, the government sets the strategic direction for the
NHS, establishes policies, and allocates funding. This ensures that elected representatives have a direct role in shaping the healthcare system.

+The MHS Constitution outlines the principles and values that guide the NHS, It includes the rights and responsibilities of patients, sets out the
commitments of NHS staff, and emphasises the importance of transparency and accountability. Regular updates to the NHS Constitution may
reflect changes in gowernment policy and public expectations, reinforcing its democratic nature.

——— Local Authority Serutiny:

+Local authorities and health and wellbeing boards have a role in overseeing and scrutinising the performance of local NHS services. Elected council
members contribute to local decision-making processes related to health and social care. Public Health England, though not directly elected, also
plays o role in local haalth issues and contributes to a broader publie haalth perspactiva,

e Integrated Care Systems:

*OnJuly 1, 2022, the Health and Care Act 2022 facilitated the legal establishment of Integrated Care Systems (ICSs), coinciding with the dissolution
of Clinical Commissioning Groups (CCGs). ICSs reprasent collaborative afforts among various organisations, uniting to strategise and finance
health and care services with the aim of enhancing the wellbaing of residents and workers within their locality, Central to each ICS are two
foundational components: an Integrated Care Partnership (ICP) and an Integrated Care Board (ICB), both of which play crucial roles in the system's
function and governance,

— Patient and Public Invelvement (PPI):

*The NHS actively seeks the involvement of patients and the public in decision-making processes, Patient feedback, public consultations, and
patient participation groups contribute to shaping healthcare services and policies. Healthwatch England, an independent consumer champion for
health and social care, plays a role in representing the views of the public at the national level.

res— Regulatory Bodies:

+*Regulatory bodies such as the Care Quality Commission (CQC) monitor and inspect healthcare providers to ensure they meet quality and safety
standards. The CQC reports its findings to the public, providing a transparent mechanism for holding healthcare organisations accountable.

B— Parliamentary Scrutiny:

+*Parliament plays a crucial role in scrutinising the actions and policies of the government, including its management of the NHS. Parliamentary
committees, such as the Health and Social Care Committee, conduct inquiries, scrutinise policies, and hold hearings to examine various aspects
of healthcare delivery.

Key Governance and Oversight Structures of the NHS, 2024

Parliament: The supreme legislative body, which also has oversight functions, can enact laws affecting
health and social care and scrutinise the performance and accountability of the various entities within this
sector through committees and regular question periods, which occur weekly when Parliament is in session.
Central Government Departments: Administrative units of the executive branch of government, responsible
forimplementing government policies, delivering public services, and administering various sectors of national
importance.

Department of Health and Social Care (DHSC): DHSC is the key government department charged with
setting overall health and social care policy, providing funding, and issuing guidance to the NHS and other
bodies. The DHSC is accountable to Parliament for the health system’s performance and budgetary spending.
Department for Levelling Up, Housing and Communities: Less involved than DHSC, although their remit
has increased since the Health and Care Act 2022, this department’s inclusion suggests its role in policies
and initiatives that intersect with social care and community health, emphasising an integrated approach to
improving welfare at the community level.

Arm’s-Length Bodies: These organisations, while funded by the Department of Health and Social Care
(DHSC), operate with varying degrees of independence to perform specialised functions. Each is primarily
accountable to the DHSC, often via its specific mandate or legislative framework.

NHS England: Prior to its abolition in 2025, NHS England was the primary body tasked with overseeing
healthcare provision across England. It commissioned services and ensured the delivery of care from primary
to specialised services. Under the Health and Care Act 2022, it was formally accountable to the Secretary of
State for Health and Social Care, although it operated at arm’s length from the central government. Following
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recent structural reforms, many of NHS England’s functions have now been absorbed directly into the
Department of Health and Social Care or delegated to Integrated Care Boards, marking a significant shift in
accountability and governance.

Care Quality Commission (CQC): As the independent regulator, the CQC inspects and rates health and
social care services, holding providers accountable for meeting legal requirements and standards. It is
accountable to Parliament and the Secretary of State for Health and Social Care.

Healthwatch England: Gathers and represents the views of the public on health and social care, aiming to
ensure that the voices of service users inform policy and service delivery decisions. It is accountable to the
CQC but operates with a degree of independence in its functions.

Health Services Safety Investigation Branch (HSSIB): Specialises in conducting investigations into patient
safety concerns in healthcare systems, with a focus on learning from incidents to improve safety. It is primarily
accountable to the DHSC via its reporting structure.

National Institute for Health and Care Excellence (NICE): Develops evidence-based guidelines on
best practices in health and social care, aiming to improve outcomes by providing authoritative advice on
treatments and care pathways. It is accountable to the DHSC for its performance and output.

NHS Resolution: Although not included in the infographic, NHS Resolution plays a critical role in managing
costly litigation and claims against the NHS. It is primarily accountable to DHSC, focusing on handling claims
efficiently and fairly, providing compensation where due, and working to resolve and learn from disputes.
While accountable to DHSC, as the UK addresses clinical negligence through a Tort Law framework, key
decisions around compensation and learning sit broadly outside public or parliamentary scrutiny.

While many of these organisations are directly accountable to the Department of Health and Social Care,
or Parliament, their accountability to the public is often indirect, such as through published reports, public
engagement activities, or adherence to transparency standards. For instance, regulators like the CQC promote
public accountability by publishing inspection results, while organisations such as Healthware England
actively involve the public in decision-making. However, not all arm’s-length bodies have mechanisms for
direct public accountability, and their transparency may vary depending on their function and mandate.

Overview of Service Delivery Structures in the NHS in England

The NHS in England comprises a vast network of organisations and units responsible for delivering healthcare
services to the population. While the governance and accountability structures provide an overarching
framework, the physical geography of the NHS reflects its operational complexity. A detailed examination of
each component is beyond the scope of this report; however, a general overview of key structures is provided
below to give readers a sense of the system’s scale and diversity.

* NHS Trusts: These organisations manage hospitals, community health services, and mental health
services. Trusts are often responsible for multiple facilities, including large teaching hospitals, regional
specialist centres, and local district general hospitals. They provide secondary and tertiary care and
are accountable for delivering high-profile services within their catchment areas.

* General Practitioners (GPs): GPs serve as the first point of contact for most patients, providing
primary care services. Traditionally, GPs operated through independent practices contracted by NHS
England. Since the abolition of NHS England in 2025, these commissioning functions have been
assumed by the Department of Health and Social Care (DHSC) or delegated to Integrated Care
Boards (ICBs), although GPs continue to play a critical role in coordinating patient care and referring
patients to specialist services.

* Hospitals: NHS hospitals, both general and specialist, deliver a wide range of services, from
emergency care and surgeries to specialised treatments. Hospitals are managed by NHS Trusts and
serve as vital hubs within the broader system.

* Integrated Care Boards (ICBs): Originally introduced in 2022 as part of the move towards localised
service delivery, ICBs now play an even greater role. Following the abolition of NHS England,
ICBs have assumed primary responsibility for integrating care across health and social services,
coordinating with local authorities, Trusts, and community organisations to improve outcomes and
address local health inequalities.
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* Community Health Services: These include services such as district nursing, health visiting, and
rehabilitation support, often delivered closer to patients’ homes to reduce hospital admissions and
ensure continuity of care.

* Independent Providers: Increasingly, independent providers are contracted to deliver services within
the NHS framework; in particular, for diagnostics, elective surgeries, and outpatient treatments. Their
role adds another layer to the system’s complexity, as they remain subject to national standards and
regulatory oversight, albeit operating outside direct control of the central commissioning structures.

Health and Care Systems and Local Authorities: At a local level, these bodies provide tailored oversight
and management of services to meet community needs.

* Local Authorities: These are responsible for local public health and social care services, ensuring
that the needs of their populations are met, often in collaboration with NHS services.

* Integrated Care Boards (as noted above): Part of the reformed NHS structure, these boards work to
bring together various providers, including hospitals, community services, and local councils, to plan
and deliver care that is integrated around the needs of local populations, with a focus on improving
health outcomes.

The sheer scale and diversity of these units make it challenging to provide a comprehensive guide to the
physical geography of the NHS. Each region, Trust, and care provider operates within its specific context,
facing varying challenges and exhibiting different levels of integration. This complexity underscores the need
for robust governance and accountability mechanisms to ensure that the system operates cohesively and
remains aligned with the needs of the population.

A Note on System Structure and Centralisation:

Historically, NHS England served as the central body coordinating commissioning, funding, and standard-
setting. However, with its abolition in 2025, these functions have shifted directly to the DHSC or have been
delegated to ICBs. This change has further centralised the system in the sense that policy-making and
funding are now more directly controlled by the central government, even as local delivery is increasingly
managed by ICBs and local authorities. Despite this localised delivery, though, the overarching framework
remains as highly centralised in practice as it was with NHS England. This significantly influences both the
flexibility of service delivery and the broader landscape of democratic accountability.

Hypothetical Examples of NHS Accountability in Practice

The NHS is governed by a complex web of organisations and relationships, spanning national government,
regulatory bodies, regional systems, and local providers. This section uses four hypothetical scenarios to
illustrate how accountability mechanisms might operate in practice, and where the system’s strengths and
weaknesses may lie.

Each case below considers three critical questions:
*  Who is responsible? |dentifying the body or individuals making decisions or overseeing delivery.
* To whom are they accountable? Mapping the oversight relationships and regulatory chains.
* How can the public engage? Exploring the routes available to patients, campaigners, and citizens

to challenge decisions or raise concerns.

These scenarios are not drawn from specific incidents but reflect plausible and representative challenges
within the current NHS governance framework.
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Example 1: A Hospital Overspends Its Budget

Context: A medium-sized NHS trust serving a mixed urban-rural population of around 600,000 significantly exceeds
its annual budget due to rising agency staff costs, increased demand, and delayed national capital investment. As
waiting lists grow and staffing morale declines, the trust faces scrutiny from local media and risks entering financial
special measures.

Who is responsible: The trust's Board of Directors is accountable for strategic oversight, while the CEO and CFO
manage day-to-day finances.

To whom are they accountable:

* Integrated Care Board (ICB): Oversees financial flows and service planning across the system.

e Department of Health and Social Care (DHSC): May intervene at a national level if emergency support is
required, especially in the absence of NHS England’s former oversight role.

e Care Quality Commission (CQC): Can step in if financial distress begins to affect patient care.

How can the public engage:

e Accessing published board papers and financial reports from the trust and ICB.
e Submitting concerns to Healthwatch or attending public board meetings.
¢ Raising the issue via local councillors, MPs, or the media to prompt political oversight or regulatory review.

Real-life example of this: Hinchingbrooke Hospital, managed briefly by Circle Health, entered a financial crisis
amid safety concerns and unclear oversight. Despite early warning signs, there was a delayed response, highlighting
weaknesses in accountability when both commissioners and national regulators were involved.

Example 2: A GP Surgery Introduces Excessive Parking Charges

Context: Patients at a GP practice on the outskirts of a large city report £5 parking charges introduced by a private
contractor. The charges disproportionately affect patients with long-term conditions, parents with children, and those
attending multiple appointments each month. Local disability advocates claim the new fees violate the Equality Act
2010.

Who is responsible: As independent contractors, GP partners typically control practice-level decisions, including
facilities management. The ICB may have oversight if such fees create barriers to care.

To whom are they accountable:

* ICB: Now holds delegated responsibility for primary care commissioning.
* Local authority: May have influence if the premises are council-owned or subject to planning constraints.
* CQC: Can investigate if patient access is materially affected.

How can the public engage:

*  Writing directly to the practice to request a review.

*  Seeking support from Healthwatch to navigate the complaints process or submitting formal concerns through
the ICB.

e Campaigning via local councillors or MPs, particularly if public land is involved.

Real-life example of this: Across several parts of the country, including London and Birmingham, patients have faced
fines at GP surgeries managed by private parking firms. In many cases, practices had limited contractual responsibility,
and it was unclear whether ICBs or councils had any ability to intervene.
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Example 3: An ICB Fails to Improve Services in a Poorly Served Area

Context: In a post-industrial region with high deprivation and low life expectancy, an ICB tasked with improving
outcomes has failed to deliver noticeable change despite three years of transformation funding. Community health
workers report persistent fragmentation between acute, primary, and mental health services, while local councillors
cite a lack of transparency.

Who is responsible: The ICB’s Chief Executive and Board are responsible for overall system performance. Poor
outcomes over time suggest systemic failure and should trigger external scrutiny.

To whom are they accountable:

* DHSC: Now the direct overseer of ICB performance following the abolition of NHS England.

e CQC: May intervene if services fall below regulatory standards.

e Local authorities and Health and Wellbeing Boards (HWBs): Have a statutory role in oversight and can
publicly challenge ICB performance.

How can the public engage:

e Participating in ICB consultations and attending public board meetings.
e Submitting evidence or concerns to Healthwatch or CQC.
* Engaging with local media and MPs to spotlight persistent inequality or underperformance.

Real-life example of this: In areas like Blackpool, preventable mortality remains among the highest in the country,
despite repeated investment and health improvement plans. Accountability has been weakened by complex
interdependencies between NHS bodies and local government, making sustained improvement elusive.

Example 4: A Specialist Cancer Unit Is Closed or Relocated

Context: A specialist cancer centre in a coastal area is centralised to a major city 90 minutes away. The decision,
framed as part of a regional “centres of excellence” strategy, draws public outcry from patients and families concerned
about travel barriers, particularly for chemotherapy and end-of-life care.

Who is responsible: The NHS trust managing the service, in collaboration with the ICB, makes the decision. Strategic
alignment with national health policy may also shape the outcome.

To whom are they accountable:

e NHS Trust and ICB: Accountable for planning and implementing the change.

* DHSC: Responsible for ensuring alignment with national standards and equitable access.

* Local authorities and Health Overview and Scrutiny Committees (HOSCs): Statutorily empowered to review
and challenge service reconfiguration proposals.

How can the public engage:

e Participating in formal public consultation processes.
e Campaigning through Healthwatch, patient advocacy groups, or legal challenge.
* Lobbying MPs and local councillors to raise the issue in Parliament or through council scrutiny.

Real-life example of this: During the reorganisation of stroke services in Greater Manchester, some hospitals lost
emergency services despite public opposition. Although outcomes improved overall, critics argued that the consultation
process lacked transparency and excluded meaningful community input.
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These illustrative scenarios help to crystallise several recurring issues in NHS governance and accountability:

* Fragmentation of Accountability: Multiple bodies are often involved in decision-making, which can
obscure where responsibility lies and delay resolution. The system’s complexity can make it difficult
for the public to identify who is ultimately answerable.

e Variable Effectiveness of Oversight: While national bodies such as the Department of Health and
Social Care (DHSC), the Care Quality Commission (CQC), and local authorities have formal oversight
roles, these mechanisms are often reactive rather than preventative, and frequently depend on public
or political pressure to be activated.

* Barriers to Public Engagement: Formal mechanisms do exist, including Healthwatch, scrutiny
committees, and statutory consultations. However, these are often poorly publicised, procedurally
complex, or perceived as tokenistic, limiting their ability to facilitate meaningful public influence.

Together, these examples highlight the need for more transparent, responsive, and accessible lines of
accountability. They also underscore the importance of strengthening public engagement routes that are
visible, credible, and usable by the communities they are meant to serve.

The following section will explore how the NHS is formally structured and governed, offering further insight
into how these challenges are embedded in the system’s institutional design.

How well are Accountability Requirements met?

Now that the above sections have outlined the mechanisms of accountability operating within the NHS and
the recent reforms shaping its structure, we must examine the extent to which these mechanisms meet the
requirements of democratic accountability in practice.

Assessing the health of democratic accountability in the NHS involves a complex analysis of multiple
dimensions including governance, oversight, and public engagement, as well as the integration of health
services with local community needs. As covered earlier, there are evident structures and intentions in
place to meet democratic accountability requirements within the NHS; however, the effectiveness of these
mechanisms and measures can vary widely.

While this question is answered more comprehensively below, there are current examples we can draw upon
from the NHS to highlight where democratic accountability may be lacking. This includes, for instance, the
increasing reliance on the independent — or private — sector within the NHS, which needs to increase capacity
at pace with an ageing population with more complex and chronic health conditions (The Health Foundation,
2021).

However, there have been concerns about the transparency and accountability of outsourcing NHS services
to independent providers. Critics argue that this can lead to a lack of clarity about who is responsible for
patient care, potentially undermining public accountability (The Health Foundation, 2021). Recent issues
include problems with procurement processes and the performance of private contractors regarding patient
transport services. This includes, notably, the recent case of lan Paterson.

lan Paterson, a breast surgeon who practised in both the NHS and the private sector in the UK, was convicted
in 2017 of wounding with intent ([2022] EWCA Crim 456). Over more than a decade, Paterson conducted
unnecessary surgical procedures, including mastectomies, on numerous patients. By exaggerating or
fabricating the risk of cancer, he persuaded patients to submit to operations that were medically unwarranted.
The gravity of his malpractice emerged over time, revealing systemic failures at multiple levels, including
failures in clinical oversight and governance, issues with reporting and whistleblowing, as well as the regulatory
and accountability failures across the NHS and private sector (The Department of Health and Social Care,
2020).
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While an extreme example, Paterson’s case serves as a sobering reminder of the dire consequences of
failures in accountability within healthcare. The public and institutional reaction to the scandal, however,
largely became focused on Paterson himself, framing the issue as one of individual misconduct rather than
addressing the systemic failings that allowed his malpractice to persist for over a decade. This personalised
response obscured the need for meaningful reform in accountability measures, including more robust
oversight mechanisms, clearer reporting structures, and improved whistleblowing protections.

This lack of focus on systemic accountability reform ties back to broader issues of unclear accountability
within the NHS. As mentioned earlier, concerns about the transparency of outsourcing and the blurred lines
of responsibility between providers highlight how ambiguous accountability structures can hinder public
trust and the effectiveness of oversight. Without addressing these systemic gaps, there remains a risk of
future failures being similarly framed as isolated incidents, thereby neglecting the underlying accountability
deficiencies that enable such problems to arise.

Where are the Gaps?

Despite established mechanisms for redress, significant questions remain about their accessibility and the
gaps that continue to hinder accountability. These limitations often result in complex, lengthy efforts for
justice, and sustained change is rarely achieved to proactively prevent future harm. While a centralised
system like the NHS can help ensure fairness in access and funding, it also creates structural challenges for
democratic accountability; in particular, at the local level. How effectively can citizens navigate this system
to voice concerns or seek solutions? This question underscores the need to review the accessibility and
responsiveness of existing accountability mechanisms.

Addressing these gaps requires a clear understanding of where and why they persist. The organisational
structure of the NHS in England is highly centralised and often opaque, composed of multiple layers,
including NHS trusts, Integrated Care Boards (ICBs), and, until 2025, NHS England. With the abolition of
NHS England, many of its functions have been absorbed into the Department of Health and Social Care
(DHSC) or delegated to regional actors like ICBs. This has implications for transparency and raises new
questions about where decision-making power now resides. For members of the public, this complexity can
obscure lines of accountability and make it difficult to determine who is responsible for outcomes.

Although mechanisms for public involvement and consultation exist, their effectiveness varies widely.
Opportunities to influence healthcare decision-making are not always clearly communicated and may at
times feel tokenistic, potentially representing a tick-box exercise rather than a genuine invitation to shape
policy. For instance, while the creation of ICSs represents a step toward collaborative planning and delivery
with local government, the level of integration and public engagement varies considerably across the country.
These inconsistencies can open up further gaps in how responsive and accountable local services are to the
populations they serve.

Improving communication and transparency is essential. Establishing clearer, more accessible pathways for
public engagement — underpinned by consistent communication strategies — would help citizens understand
how and where they can influence decisions. Just as importantly, feedback loops must be made visible and
robust: the public should be able to see how their input has informed service design or policy direction. These
improvements would reduce local variation and support more consistent accountability across England,
helping to build trust and enable more meaningful participation in health governance.
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Centralised Governance and Local Accountability

Until its abolition in 2025, NHS England (NHSE) operated as an arm’s-length body, attempting to maintain a
degree of operational independence from central government. Yet in practice, it faced persistent challenges
in asserting autonomy against the directives of a democratically elected government. Simon Stevens, during
his tenure as CEO, embodied this tension: his assertive advocacy for funding won support in some quarters
but also generated mistrust among ministers, who saw him as politically overreaching. This dynamic mirrored
the broader difficulty trust leaders historically faced in challenging directives from national NHS leadership,
often associated with Skipton House?, the symbolic heart of centralised decision-making in the English health
service.

With NHSE now formally dissolved, many of its former functions have been absorbed by the Department of
Health and Social Care (DHSC), placing ministers in a more direct position of control. While this shift may
simplify lines of political accountability, it also removes an institutional buffer between operational delivery
and political imperatives. This raises new questions about how democratic accountability will function within
a centralised system that lacks arm’s-length oversight.

Atthe local level, newly established Integrated Care Partnerships (ICPs) and the broader ICS infrastructure offer
a platform for more collaborative, place-based governance. These models seek to bring NHS providers, local
authorities, and community organisations into shared planning arrangements. In theory, they offer a pathway
to greater trust, mutual accountability, and responsiveness to local health needs. However, implementation
remains uneven across England, and many ICPs are still developing the capacity and legitimacy required
to act as genuine vehicles for democratic engagement. The cultural gap between nationally appointed
system leaders and locally elected officials also remains difficult to bridge, complicating efforts to embed truly
accountable local governance.

This unevenness, combined with the removal of NHS England’s intermediary role, risks leaving a governance
vacuum. Alternatively, it could reinforce a top-down culture without adequate local checks and balances.
Resistance to deeper local accountability, whether from central government or regional leadership, can
exacerbate confusion and public frustration. Embracing these models, on the other hand, could support a
more transparent, dynamic, and community-centred approach to NHS governance.

The Secretary of State for Health and Social Care continues to hold ultimate responsibility for the system.
Yet the opacity of existing accountability structures remains a major concern. When things go wrong, the
boundaries between ministerial direction, organisational autonomy, and operational delivery often blur. This
is further complicated by persistent variation in service quality across regions. That variation suggests that
neither central enforcement nor local responsiveness is currently functioning as it should.

While mechanisms like the Patient Advice and Liaison Service (PALS) exist, they are widely seen as
underpowered and unresponsive. Many members of the public remain unaware of these routes, and those
who do engage frequently report little evidence of meaningful change. Improving public confidence will require
more than better signposting. It will demand stronger, simpler, and more visible processes for collective
feedback and redress.

Integrated Care Partnerships (ICPs), if empowered, could play a critical role in this transformation. Their
capacity to align NHS structures with local government, civil society, and patient voices gives them the
potential to bridge gaps in democratic accountability. However, to do so, they must embed meaningful public
engagement at their core, not as an add-on but as a principle of governance.

2 Skipton House, located in London, serves as one of England’s main administrative offices and is often seen as
a symbolic centre of NHS management and decision-making. It is here that many high-level strategic decisions
are coordinated, often reflecting the priorities and pressures of the DHSC.
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At a time of political change and renewed scrutiny of NHS performance, health policy reform has once
again become a focal point. Reports such as Close Enough to Care (Reform Research Trust, 2024) argue
for a decisive shift away from central control, and towards a system of devolved, locally accountable,
and community-responsive health governance. Despite structural reforms, the gravitational pull of central
targets and political oversight remains strong. If ICPs are to realise their potential, this report joins others
in recommending a fundamental rebalancing. That rebalancing would support national consistency while
enabling genuine local leadership and democratic legitimacy.

What does it look like Abroad?

England’s healthcare system, based on the Beveridge model, is characterised by its reliance on public funding
and provision. Healthcare services are financed through taxation and national insurance and delivered by the
government. This centralised framework places a significant burden on structures of democratic accountability,
as the government holds ultimate responsibility for configuring and funding the system. This structure provides
a unique basis for comparing England’s approach to accountability with international counterparts, offering
opportunities to identify and adopt best practices.

A comparative analysis of international healthcare systems highlights diverse approaches to democratic
oversight and public accountability. By examining how other nations manage these responsibilities, we
can uncover valuable insights and strategies that could enhance England’s accountability framework. This
exploration not only reveals effective governance and oversight methodologies but also identifies actionable
ways to refine the NHS’s responsiveness, transparency, and engagement with the public.

Focusing on countries that share the Beveridge model allows for a more accurate evaluation of mechanisms
for accountability, oversight, and public engagement within a similar funding and provision context. However,
while this model was emphasised, interesting frameworks were assessed in countries with different healthcare
models as well, such as the United States of America. These comparisons provide lessons on effectively
implementing and adapting policies to enhance transparency and efficiency, and are outlined throughout
the recommendations made by this report in section 5. By learning from the successes and challenges of
comparable systems, the NHS in England can strengthen democratic accountability and ensure the healthcare
system continues to meet the needs and expectations of the public.

However, while these models offer valuable insights, they are embedded within distinct legal, political, and
institutional contexts. Adapting them to the NHS may require significant reform, and not all mechanisms —
such as directly elected health authorities or decentralised financing — may be feasible within the current UK
constitutional and policy framework. These international examples should therefore be treated as sources of
inspiration, rather than directly replicable blueprints.

29



Exploring Democratic Accountability Structures and Pathways in the NHS

Methodology and Methods

Research Design

This report employed a mixed-methods approach to examine democratic accountability in the NHS, integrating
qualitative and quantitative techniques across two stages. Together, these stages provided a comprehensive
foundation for mapping accountability structures, identifying challenges and proposing actionable reforms.

1. Stage 1 — Secondary Research and International Comparators: A qualitative comparative
analysis was conducted to examine governance, transparency, and accountability mechanisms in
healthcare systems across Sweden, Canada, the Netherlands, Denmark, and the United States.
Using case studies, this stage explored key themes such as citizen participation, patient involvement,
transparency, and integrated care. These findings were supplemented by an extensive review of
the existing literature and research landscape, providing a comprehensive understanding of these
mechanisms. This analysis informed the evaluation of similar areas within the NHS and guided the
design of Stage 2.

2. Stage 2 — Primary Research: A sampled national survey of 782 UK residents, recruited via the
Prolific platform, investigated public perceptions of democratic accountability within the NHS. The
survey combined structured multiple-choice questions with open-ended prompts to identify broad
patterns and gather in-depth insights. Quantitative data were analysed using descriptive statistics to
highlight patterns and trends in public perceptions, while qualitative responses were coded inductively
using MAXQDA software to reveal nuanced perspectives on accountability. Extensive interviews with
key stakeholders and experts supplemented the survey findings, enabling a more comprehensive
understanding of the challenges and opportunities for enhancing NHS accountability.

By combining these stages, the research maps existing accountability structures, identifies challenges and
proposes opportunities for enhancing democratic accountability within the NHS. The mixed-methods research
design outlined above guided the data collection and analysis processes in both stages.

Conclusion

By employing a mixed-methods approach, this study integrates diverse perspectives and evidence to provide
a robust foundation for the findings and recommendations presented in the subsequent sections. Combining
insights from international comparators with public perceptions, the research offers a comprehensive
analysis of governance, transparency, and accountability mechanisms within the NHS. The findings inform a
framework for enhancing democratic accountability through actionable and evidence-based reforms.

The next section begins with Stage 1, detailing the analysis of international comparators to identify transferable
practices and lessons applicable to NHS governance.
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Findings

The findings of this report are presented in two stages, corresponding to the research design. Stage 1
explores insights from international comparators, examining governance structures, transparency
mechanisms and accountability practices in other healthcare systems. Stage 2 presents the results of the
public survey, highlighting perceptions of democratic accountability within the NHS. Together, these findings
provide a comprehensive understanding of the challenges and opportunities for strengthening democratic
accountability.

Stage 1: Secondary Research and International Comparators

This section explores international models of democratic accountability in healthcare, aiming to identify
strategies and practices that could be effectively adapted within the NHS. Cross-country comparisons provide
valuable insights by highlighting successful reforms, common challenges, and lessons learned from other
healthcare systems.

As Marmor, Freeman and Okma (2005) argue, examining governance, funding and organisational structures
in other countries helps policymakers understand their own system’s strengths and weaknesses. Learning
from international experiences allows for the adoption of proven solutions while avoiding pitfalls. Comparative
analysis is, therefore, a vital tool forinforming domestic policy debates and fostering more efficient, transparent,
and responsive healthcare systems.

This analysis focuses on case studies from Sweden, Canada, the Netherlands, Denmark and the United
States, examining governance structures, transparency measures, patient involvement mechanisms and
oversight bodies. Each subsection addresses a specific theme of democratic accountability, exploring its
relevance and applicability to the NHS context. The themes are as follows:

1. Citizen Participation and Governance Structures: Sweden’s directly elected system serves as a
model for citizen-driven governance. This section evaluates the potential benefits and challenges of
implementing similar structures within the NHS.

2. Transparent Reporting and Open Data: Canada’s practices of public reporting and open data
demonstrate how transparency can improve accountability. This section analyses the potential impact
of similar measures in the NHS.

3. Patient Involvement in Decision-Making: The Netherlands’ patient councils offer a model for
structured patient involvement. This section discusses how such mechanisms could enhance patient-
centred care in the NHS.

4. Integrated Health and Social Care: Denmark’s integrated approach to healthcare and social care
highlights the benefits of coordinated service delivery. This section examines how these practices
could be adapted to improve NHS responsiveness and efficiency.

5. Independent Oversight Bodies: The United States’ Office of the Inspector General (OIG) serves as
an example of robust independent oversight. This section considers the potential for similar bodies to
strengthen NHS accountability.

6. Community Health Needs Assessments: The US model of Community Health Needs Assessments
(CHNAs) offers a pathway to align healthcare services with local needs. This section explores how
CHNAs could foster engagement and accountability in the NHS.

Each case study will assess the benefits, challenges and feasibility of implementation within the NHS,

providing an indicative overview of how international best practices can strengthen democratic accountability
in the NHS.
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1. Citizen Participation and Governance Structures

In Sweden, healthcare is overseen by directly elected regional governments (commonly referred
to as “regions”), which function similarly to Regional Health Authorities (RHAs) in other countries.
These regions allow citizens to shape local health service priorities through the ballot box. In Sweden,
elected officials chair health boards that control large regional budgets and are directly answerable
to voters. These authorities ensure healthcare decisions align with local needs by allowing citizens
to elect representatives responsible for administering healthcare services. This structure fosters
transparency and accountability by requiring regular reporting on decisions and outcomes, while also
empowering citizens to influence healthcare governance through the ballot box.

Arelated example can be seenin the elected members serving on prison boards in certain jurisdictions.
These boards oversee the management of prisons, ensuring accountability and responsiveness to
the concerns of communities they serve. This governance model demonstrates how citizen-elected
representatives can drive improvements in service delivery and align institutional priorities with public
expectations. By engaging the public in oversight and decision-making, such structures create a
sense of shared responsibility and trust.

Application within the NHS

The NHS could implement a similar model by establishing Local Health Boards (LHBs) with elected
representatives overseeing healthcare services in their areas. This would bring decision-making closer
to communities, as recommended by Ham and Dixon (2012) at the King’s Fund. Introducing elected
representatives to LHBs could enhance public engagement, improve accountability and ensure that
healthcare services better reflect the needs and preferences of local populations, drawing parallels to
the benefits observed in Sweden’s system and prison board governance.

Potential Benefits

* Increased Public Involvement: Empowering citizens through direct elections ensures
governance reflects community priorities.

* Enhanced Accountability: Elected representatives are incentivised to act in the public’s best
interest to secure re-election.

* Improved Transparency: Public reporting of decisions and outcomes fosters trustin governance.

* Alignment with Local Needs: Local boards can better address specific health challenges in
their regions.

Potential Challenges and Considerations
Equitable representation across regions must be ensured, and safeguards are needed to prevent the

politicisation of health services. Low voter turnout, as seen in New Zealand’s District Health Boards,
could also undermine the effectiveness of this model.
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2. Transparent Reporting and Open Data

Canada’s healthcare system demonstrates the power of transparency through its robust public
reporting practices. The Canadian Institute for Health Information (CIHI) systematically publishes
performance data, such as patient outcomes, wait times and satisfaction metrics, which are accessible
through various platforms. Provinces also release annual reports detailing healthcare performance,
allowing citizens to scrutinise providers and hold them accountable.

Application within the NHS

The NHS already engages in transparent reporting to some extent by publishing waiting times and
patient satisfaction data through public platforms such as the Care Quality Commission (CQC) and
previously NHS England. For instance, data on A&E wait times, cancer treatment targets, and patient
satisfaction surveys are regularly shared with the public. However, these practices could be expanded
and systematised further. By adopting a more comprehensive and unified reporting framework, similar
to Canada’s Canadian Institute for Health Information (CIHI), the NHS could improve accessibility,
consistency, and public engagement. A central platform aggregating this data in a user-friendly format,
managed either by the Department of Health and Social Care or an independent body, could enable
citizens to monitor healthcare quality more effectively and hold organisations to account.

Potential Benefits

* Increased Accountability: Transparency allows the public to scrutinise and question
inefficiencies.

* Enhanced Trust: Access to accurate performance data fosters public confidence in the system.

* Data-Driven Decisions: Policymakers, providers and analysts can use data to improve resource
allocation and identify best practices.

* Continuous Improvement: Transparent reporting encourages providers to enhance
performance to meet public expectations.

Potential Challenges and Considerations

Ensuring data accuracy and protecting patient confidentiality are critical. Additionally, presenting data
in an accessible format requires investment in digital infrastructure and analytics.
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3. Patient Involvement in Decision-Making

The Netherlands’ healthcare system institutionalised patient involvement through patient councils
within healthcare institutions. These councils ensure that patients and families have a structured
platform to contribute to service design, policy development and quality improvement, fostering
patient-centred care.

Application within the NHS

The NHS could establish patient councils within its trusts and hospitals, comprising a diverse group
of patients and families. These councils would meet regularly to discuss policies, service delivery and
improvement initiatives, ensuring the patient perspective informs governance.

Potential Benefits

* Improved Patient Satisfaction: Engaging patients in decision-making enhances care quality
and satisfaction.
* Increased Trust: Patient involvement fosters a transparent, inclusive culture.

Potential Challenges and Considerations

Ensuring diverse representation and consistent implementation across the NHS would require
standardised governance structures. Resource constraints and operational pressures may also limit
the feasibility of this approach in the short term.
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4. Integrated Health and Social Care

Demark’s integrated health and social care system is renowned for its seamless coordination of
services, particularly in managing chronic conditions and elderly care. Local municipalities play a
vital role in delivering integrated care plans, supported by electronic health records that facilitate
information sharing across providers.

Application within the NHS
Building on Integrated Care Systems (ICSs) established under the Health and Care Act 2022, the NHS
could enhance collaboration between healthcare and social care providers. Including representatives
from health, social care and patient communities on Integrated Care Boards (ICBs) could ensure
services are better coordinated.
Potential Benefits

* Improved Outcomes: Coordinated care improves patient health and resource efficiency.

* Enhanced Patient Experience: Holistic care delivery fosters better patient satisfaction and

trust.

Potential Challenges and Considerations

Overcoming organisational silos, ensuring equitable access and investing in compatible infrastructure
remain significant barriers to achieving fully integrated care.

5. Independent Oversight Bodies

The United States’ Office of the Inspector General (OIG) exemplifies how quality independent
oversight can promote accountability. By conducting audits, investigations and evaluations, the OIG
helps identify inefficiencies and prevent fraud while fostering transparency.

Application within the NHS
Establishing a similarly independent oversight body within the NHS, or expanding the scope of the
Care Quality Commission (CQC), could enhance accountability. A data-driven approach focusing on
audits and subsequent targeted support rather than punitive inspections could ensure efficiency.
Potential Benefits

* Enhanced Accountability: Impartial audits provide an unbiased assessment of healthcare

performance.
* Improved Efficiency: Identifying inefficiencies ensures resources are used effectively.

Potential Challenges and Considerations

Ensuring independence, adequate funding and cooperation from NHS organisations would be critical
to the success of such a body.
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6. Community Health Needs Assessments

In the United States, Community Health Needs Assessments (CHNAs) are used to identify and
address local health priorities through data analysis and public engagement. Hospitals develop and
publicly report implementation plans to address community needs.

Application within the NHS

The NHS could mandate CHNAs for local trusts and health authorities, incorporating community
feedback and health data to guide resource allocation and service planning.

Potential Benefits
e Targeted Interventions: Addressing specific community needs improves outcomes and
resource efficiency.
* Increased Engagement: Community involvement fosters trust and accountability.

Potential Challenges and Considerations

Effective data collection and community engagement require significant investment, and findings
must translate into actionable plans to avoid tokenistic assessments.

Summary, Conclusion and Next Steps

International models of democratic accountability provide numerous potential strategies that could arguably
enhance the NHS’s transparency, responsiveness and governance. Accessible case studies from Sweden,
Canada, the Netherlands, Denmark and the United States highlight several promising approaches, including
citizen-driven governance, transparent reporting, patient engagement, integrated care, independent oversight
and community-focused strategies.

These models demonstrate how aligning healthcare services with local needs, fostering transparency and
incorporating patient voices can enhance trust and accountability. However, their adoption within the NHS
must account for the UK’s unique context, balancing the potential benefits with practical challenges, such as
resource constraints, governance complexities and cultural differences.

Further research should evaluate the feasibility of these evaluations through a multi-faceted approach,
including:

* Theoretical and Practical Analysis: In-depth studies to tailor international models to NHS challenges.

» Stakeholder Engagement: Consulting patients, healthcare professionals and policymakers to address
barriers.

* Pilot Studies and Evaluation: Testing models in real-world NHS settings to assess scalability and
impact.

* Collaboration with International Experts: Leveraging global insights to refine practices.

* Financial and Resource Planning: Ensuring reforms align with NHS structures while minimising
disruption.

By taking these steps, the NHS can adapt international best practices to enhance democratic accountability,
improve healthcare outcomes and strengthen public trust.
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Stage 2: Primary Research

Introduction

Democratic accountability is a cornerstone of public sector governance, ensuring that organisations like the
NHS remain transparent, responsive and aligned with the needs and expectations of the population they serve.
In the context of the NHS, democratic accountability extends beyond clinical outcomes and encompasses
broader organisational practices, leadership and decision-making processes. Despite its fundamental
importance, public understanding of and engagement with democratic accountability mechanisms within the
NHS remain of significant concern.

This report presents the findings of comprehensive primary evidence gathering, including an extensive public
survey aimed at exploring perceptions of democratic accountability within the NHS. The survey sought to
assess public awareness of the concept of democratic accountability, identify perceived barriers, evaluate
the effectiveness of existing mechanisms and gather actionable suggestions for improvement. By integrating
both quantitative and qualitative insights, this report offers an understanding of how the NHS can better fulfil
its accountability obligations.

Survey Objectives

Conducting this survey was motivated by several pressing factors, including:

e Research Gap: While significant literature exists on NHS performance and clinical outcomes, relatively
less attention has been paid to the democratic accountability of the institution as perceived by the
public at large. This survey addresses this gap, contributing to the broader discussion on governance
in public health.

e Growing Public Scrutiny: In recent years, the NHS has faced increased public scrutiny over issues such
as transparency, resource allocation and leadership accountability. Understanding public perceptions
of these issues is essential for addressing concerns and rebuilding trust.

* Importance of Public Engagement: Effective accountability requires active public participation in
governance processes. However, low levels of engagement and awareness can hinder this, reducing
the efficacy of accountability systems.

* Policy Relevance: Insights from the public are invaluable for informing policy development, ensuring
that accountability mechanisms reflect the priorities and concerns of the population.

* Support for Reform: The findings aim to guide future reforms by identifying barriers and opportunities,
ultimately helping to align NHS governance with democratic principles and public expectations.

Through capturing the views of a diverse sample of UK residents, this survey provides a robust foundation
for understanding the public’'s perspective on NHS accountability. The findings not only highlight areas
requiring immediate attention, but also offer a pathway for improving governance practices, fostering greater
transparency and enhancing public trust.

Methodology

This study employed a public survey to explore the perceptions of democratic accountability in the NHS,
focusing on public awareness, experiences and suggestions for improvement. Participants were presented
with a series of questions designed to capture both demographic diversity and nuanced opinions on
accountability structures within the NHS.
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Survey Design

The survey, administered via the Prolific platform, included structured multiple-choice questions and open-
ended prompts. It covered the following three core areas:

e Demographic Information: Capturing age, gender and education level to ensure representativeness.

* Public Awareness and Understanding: Assessing familiarity with NHS structures and processes.

* Perceptions and Experiences: Exploring views on transparency, opportunities for feedback and
barriers to accountability.

Participants were also invited to provide actionable suggestions for improving NHS accountability through
open-ended responses.

Recruitment and Sampling

Atotal of 782 individuals, reflecting the demographic diversity of the UK, participated in the survey. Recruitment
via Prolific ensured a census-matched representative sample, with rigorous screening processes to ensure
reliability. Participants were required to be aged 18 or older, reside in the UK and maintain a high approval
rating on the Prolific platform to ensure reliability and quality in their responses.

Demographic Group Number of Participants

Category

Age 18 to 29 129
30to 39 154
40 to 49 103
50 to 59 180
60 to 69 154
70to0 79 51
80 to 89 10

Sex Female 417
Male 365

Table 1 — Demographic Characteristics

Survey Scope and Rationale

The survey was designed to take approximately five to ten minutes, balancing depth with accessibility to
maximise response rates. This approach allowed the study to gather both quantitative data and qualitative
insights, offering a comprehensive view of public perceptions and potential areas for reform.
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Findings

The findings from this survey provide valuable insights into public perceptions of democratic accountability
within the NHS, shedding light on where the public places responsibility for its performance and whom they
hold accountable when issues arise. Almost all respondents identified NHS managers as primarily accountable
for failures within the broader system. Others pointed to senior government figures, including the Secretary
of State for Health and Social Care and the Prime Minister, as bearing ultimate responsibility for the NHS.
Additionally, a significant portion attributed blame to NHS leaders, such as trust executives and regional
health system leaders, particularly in cases of operational failures or disparities in service quality.

The findings also highlight both strengths in public understanding of accountability and notable gaps that
require attention. Perceptions of transparency, opportunities for engagement, and barriers to accountability
were explored, offering actionable insights to inform improvements in NHS governance and from which to
build public trust.

Each theme is examined in detail below, beginning with public understanding of democratic accountability.

Engagement with NHS Accountability Processes

The survey findings demonstrated that 91.9% of respondents had never engaged with NHS accountability
processes, underscoring significant challenges in fostering public participation. It suggests that many people
are either unaware of these mechanisms or find them inaccessible, potentially due to complexity, lack of
information or scepticism about their impact. This points to a need for improved communication and outreach
to increase awareness and encourage meaningful involvement. Low engagement also risks a disconnect
between NHS governance and the public it serves, potentially undermining trust and the effectiveness of
accountability systems.

Satisfaction and Confidence with NHS Accountability Systems

The findings reveal significant challenges in public engagement with NHS accountability systems. A substantial
78.9% of respondents marked their experience as not applicable, reflecting low engagement. Among those
who had engaged, satisfaction was mixed: 6.4% were dissatisfied, 7.1% satisfied, and 7.6% neutral. These
results suggest that the systems are not widely accessible or effective in addressing public concerns, which
may undermine trust and discourage participation.

Confidence in navigating these systems is similarly low, with 41.9% of respondents expressing a lack of
confidence and only 15.5% feeling confident. This highlights barriers such as limited awareness, perceived
complexity, and scepticism about the impact of engagement. Together, these findings underscore the need
for improved visibility, education, and support to empower the public, alongside greater transparency and
responsiveness to demonstrate the value of participation. Strengthening satisfaction and confidence to target
such apathy is essential for making these systems more inclusive, effective, and trusted.

Public Understanding of Democratic Accountability

The survey revealed substantial levels of public understanding of the term ‘democratic accountability’ in the
context of the NHS. A significant proportion of respondents (43%) reported having some understanding of
the concept and expressed a desire for more information, 15.7% demonstrated a clear comprehension of
what democratic accountability entails within the NHS. Meanwhile, 24.6% of participants indicated that they
had heard the term but were uncertain of its meaning, and 16.6% admitted to having no familiarity with it
at all. These figures illustrate a generally impressive level of understanding of the concept of democratic
accountability, indicating that to some extent, the public at large appreciate its utility in relation to the NHS.
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These findings illustrate a significant appetite among the public to learn more about democratic accountability
within the NHS, suggesting the need for targeted educational initiatives. Improving public knowledge of
democratic accountability structures within the NHS could empower individuals to engage more effectively
with its systems and processes.

Components of Democratic Accountability in the NHS

The survey findings shed light on public perceptions of the key components of democratic accountability
within the NHS. Respondents overwhelmingly prioritised leadership and transparency. When presented with
a list of components and invited to select up to three, 86.6% identified the accountability of NHS management
to the public as a critical aspect. Similarly, 85.3% emphasised the importance of transparency in decision-
making, reflecting a strong public demand for openness in how decisions are made and communicated.

Ethical standards and conduct were also highlighted by 72% of respondents, underscoring the importance
of integrity in NHS operations. Financial accountability ranked closely, with 71.2% recognising its importance
in ensuring that taxpayer funds are managed responsibly. Additionally, 56.5% of participants selected
public involvement in policy development as a key element, indicating a desire for greater engagement and
representation in shaping NHS policies.

These findings illustrate a broad public understanding of accountability, encompassing transparency,
ethical governance, leadership responsibility, and opportunities for public participation. This alignment
with democratic principles highlights the need for the NHS to strengthen mechanisms that support these
components, fostering greater trust and confidence among the public.

Perceived Effectiveness of NHS Accountability

The survey revealed mixed public perceptions of the NHS'’s effectiveness in ensuring organisational
accountability. A significant proportion of respondents (33.9%) viewed the NHS as somewhat effective in
holding itself accountable, suggesting a moderate level of confidence in its systems. However, this optimism
was tempered by 25.2% of participants who deemed the NHS somewhat ineffective, while only a small
fraction (2.6%) considered it very effective in this regard.

Additionally, a notable 31.1% of respondents expressed neutrality, indicating a substantial level of ambivalence
or uncertainty about the NHS’s ability to regulate its organisational actions and maintain transparency.

These mixed responses reflect varying degrees of public confidence in the NHS’s accountability mechanisms.
The findings highlight the importance of addressing public concerns and enhancing transparency and
responsiveness within the NHS to build trust and strengthen perceptions of effectiveness in governance.

Public Feedback and Engagement Opportunities

The survey findings indicate widespread dissatisfaction with the opportunities available for public feedback
and engagement within the NHS. A significant portion of respondents (46.2%) disagreed, and an additional
11.3% strongly disagreed, that there are sufficient mechanisms for the public to provide input or influence
NHS policies. In contrast, only 18.4% of respondents agreed or strongly agreed that these mechanisms were
adequate, while 20.7% expressed neutrality.

This data underscores a clear gap in the NHS’s approach to engaging the public in decision-making processes.
The lack of accessible and effective feedback systems appears to hinder meaningful public participation,
which is a vital component of democratic accountability. These findings suggest an urgent need to develop
more robust, inclusive and user-friendly engagement mechanisms to ensure that the voices of patients and
the broader public are heard and acted upon in NHS governance.
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Transparency in Decision-Making

The survey results highlight significant public concerns about the transparency of decision-making within
the NHS. A substantial proportion of respondents (38.8%) described NHS decision-making processes
as somewhat opaque, with an additional 13.6% perceiving them as very opaque. These figures reflect a
pervasive sense of limited visibility concerning how decisions are made and communicated.

In contrast, only 10.7% of participants considered NHS decision-making to be very transparent, while
25% rated it as somewhat transparent. This divide underscores a considerable gap between the public’s
expectations for openness and their perceptions of the NHS’s current practices.

The findings suggest that improving transparency in decision-making is critical for fostering greater public
trust and confidence in the NHS. By ensuring that decisions are communicated clearly and inclusively, the
NHS can enhance its accountability and strengthen its relationship with the public.

Barriers to Accountability

The survey identified key barriers that hinder effective accountability within the NHS. When asked to select
up to three from a list, 68.5% of respondents cited bureaucratic processes as a major obstacle. This reflects
widespread frustration with the complexity and inefficiency of existing systems. Resource constraints were
also a prominent concern, highlighted by 42.8% of participants, indicating that limited funding and staffing
may undermine accountability efforts.

Additionally, 40.6% of respondents pointed to a lack of transparency as a critical barrier, reinforcing the
need for greater openness in NHS operations. Inadequate communication was identified by 37.3% of
participants, suggesting that unclear or insufficient messaging exacerbates accountability challenges. Finally,
34.4% of respondents highlighted insufficient public engagement, underscoring the need for more inclusive
mechanisms to involve the public in decision-making and oversight.

These findings indicate that addressing these barriers will require systemic reforms aimed at streamlining
bureaucratic processes, improving resource allocation, enhancing transparency, and fostering better
communication and engagement with the public. Such changes are essential to strengthen accountability
structures and ensure the NHS operates in alignment with democratic principles.

Perceived Accountability Stakeholders

The survey explored public perceptions of who bears accountability for the performance and failings within
the NHS. When presented with a list of potential actors and invited to select up to three, 84.9% of respondents
included NHS management — including figures such as executive boards, senior managers, and service
leads — among those they held accountable. Politicians were the second most selected group, chosen by
69.1% of respondents, indicating that both managerial and political leadership are widely seen as bearing
responsibility for the state of the NHS.

Regulatory bodies were also frequently cited, selected by 49% of participants, followed by NHS organisations
such as trusts, hospitals, and care providers (42.1%). In contrast, only 10.1% of respondents selected frontline
staff, suggesting that the public largely attributes accountability to those in leadership and governance roles
rather than those directly delivering care.

These findings highlight the public’s expectation for accountability to be centred on senior management and
policymakers. Strengthening accountability mechanisms at these levels - including more robust oversight
and clearer performance evaluations - will be critical to meeting these expectations and enhancing trust in
the NHS.
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Qualitative Insights

The survey included open-ended questions inviting participants to share suggestions for improving
accountability within the NHS. Thematic analysis of these responses revealed several recurring themes,
offering valuable qualitative insights into public perceptions and areas where the NHS could enhance its
accountability mechanisms.

Challenges with Accountability Processes

Directly relating to the barriers to accountability, respondents frequently emphasised the need to simplify
NHS processes and reduce bureaucracy, describing the current system as overly complex and a barrier to
effective accountability. Calls for ‘fewer layers of management and a clearer structure’ highlighted frustration
with inefficient practices focused more on procedure than outcomes. As one respondent put it:

‘There is too much bureaucracy; the whole process needs to be streamlined.’

The complaint process attracted significant criticism, with participants describing it as slow, bureaucratic, and
discouraging:

“To complain about the NHS takes a very long time, and there are a lot of loopholes and forms to fill
in, to the point the ill people who are complaining cannot be bothered anymore and just think, “what
is the point.”

These challenges were seen as particularly burdensome for individuals already dealing with health issues.
There were widespread calls for more responsive and user-friendly accountability systems.

Transparency, Communication and Public Involvement

Transparency and clearer communication were recurring concerns. Many respondents felt the NHS lacked
robust mechanisms to hold individuals and organisations accountable, enabling unprofessional behaviour
and eroding public trust. As one participant noted:

‘Public confidence in the institution is based not only on clinical results but on the organisation working
for the interests of patients and society.’

Participants advocated for ‘complete transparency and full accountability’, particularly in decision-making
and resource allocation. They stressed the importance of jargon-free, accessible explanations of decisions to
build trust and understanding. Additionally, respondents called for greater public involvement through regular
consultations and feedback mechanisms, ensuring public concerns and priorities are reflected in governance.

Management Accountability

Concerns about NHS management featured prominently, with many citing excessive layers of bureaucracy as
a hindrance to efficiency and accountability. Participants emphasised the need for stronger oversight, stricter
performance management, and even punitive measures for failures in leadership. Suggestions included
fines, licence revocations, and independent oversight to ensure accountability.

One participant called for ‘proper investment in a complete management overhaul’, highlighting frustration
with the current system’s inefficiency and resource misallocation:

‘Too many resources are tied up in management rather than frontline services.’
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Perceptions of Decline and Need for Reform

A recurring theme was the perception of decline in NHS management and service quality, with some
respondents advocating for a complete overhaul of the system. Many attributed this decline to underfunding,
mismanagement, and inadequate accountability. As one respondent stated:

‘The NHS seems to be a huge bureaucracy that is difficult to manage effectively.’
Another expressed frustration at perceived waste:

‘NHS is broken and fundamentally wastes most of the money provided to it in administration, payments
on negligence, and very poor public service outcomes ensue.’

Independent Oversight and External Review

Many respondents supported independent oversight to strengthen accountability. Suggestions included
external review panels and independent boards with public representation to scrutinise NHS practices. One
participant proposed:

‘External review panels with experts asking the questions, not politicians.’

This external oversight was seen as critical for ensuring fair and impartial assessment of NHS performance.

Resource Allocation
Concerns about funding and resource distribution were widespread. Respondents called for greater
transparency in financial decisions, particularly regarding how taxpayer funds are allocated:

’

‘Funds provided should be clearly identified as to where they were spent and available for all to see.

Many urged more targeted investment in staffing, equipment, and direct patient care rather than administrative
overheads.

Whistleblower Protection

Protecting whistleblowers emerged as a critical priority. Participants stressed the need for robust safeguards
to allow staff to report misconduct or inefficiencies without fear of retaliation. This was viewed as essential for
fostering a culture of openness and proactive problem-solving.

Technological Improvements

Asmaller group of respondents highlighted the potential of technology to improve accountability and efficiency.
Suggestions included leveraging artificial intelligence (Al) and enhanced digital platforms to streamline
processes and improve public communication. As one participant noted:

‘Greater use of data and Al to streamline processes and increase productivity.’
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Discussion

The survey findings provide a comprehensive view of public perceptions regarding democratic accountability
within the NHS, revealing critical challenges and opportunities for reform. While respondents demonstrated
a solid understanding of core accountability principles — such as transparency, leadership responsibility,
and ethical governance — significant gaps were identified in engagement, confidence, and satisfaction with
existing mechanisms.

A recurring issue was the complexity and bureaucratic nature of NHS processes, particularly the complaints
procedures. Many respondents perceived these systems as overly time-consuming and inaccessible,
discouraging participation and eroding trust. Similarly, a lack of transparency in decision-making and resource
allocation amplified scepticism about whether the NHS operates in the public’s best interest.

Concerns about inefficiency and opacity within NHS management structures also emerged prominently.
Respondents frequently called for stronger oversight, stricter accountability for leadership, and the
introduction of independent review mechanisms. Greater public involvement in governance was a consistent
theme, reflecting a desire for a more participatory approach to decision-making. These insights resonate with
broader research on public sector governance, which underscores that trust and accountability rely on clear,
accessible processes and meaningful public engagement.

The findings also highlight a growing demand for systemic reforms. Key areas of focus include improving
transparency in financial decisions, safeguarding whistleblowers, and leveraging technology to enhance
efficiency and communication. Addressing these issues is essential for ensuring the NHS remains responsive
to public needs and expectations in a rapidly evolving healthcare landscape.

An additional and often under examined dimension of NHS accountability is the role of litigation. Although
not the primary focus of this research, several participants alluded to the financial andimpact of negligence
claims. The current tort-based model is not only a source of escalating costs but also contributes to a culture
of blame and defensiveness that is antithetical to learning and improvement. As Macleod and Hodges (2022)
argue, adversarial systems built around blame inhibit openness and transparency. They advocate for a no-
fault, open culture model as a better fit for healthcare systems, one that prioritises care, learning, and system
responsiveness over punishment and legal positioning. Reframing redress mechanisms in this way would
better support democratic accountability, helping to foster an NHS culture that is more open to feedback,
responsive to failure, and committed to institutional reform.

In summary, while the NHS’s commitment to accountability is recognised among the public, our research
reveals substantial barriers that limit its effectiveness. These findings highlight the urgent need to align NHS
governance practices with democratic principles, fostering greater trust, public participation, and operational
efficiency. The following recommendations outline actionable strategies to address these challenges and
strengthen the NHS’s accountability systems.
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Conclusion

This important research sheds light on public perceptions of democratic accountability within the NHS,
revealing both notable strengths and critical areas for improvement. While respondents acknowledged core
accountability principles — such as transparency, leadership responsibility, and ethical governance — significant
gaps in engagement, confidence, and satisfaction with current systems were evident. Key barriers, including
bureaucratic inefficiencies, limited public involvement, and a lack of transparency in decision-making and
resource allocation, hinder the effectiveness of existing accountability mechanisms.

Addressing these challenges requires prioritising several key reforms. Improving transparency in decision-
making by publishing accessible and clear explanations of decisions and resource allocation is crucial for
rebuilding trust. Streamlining and simplifying feedback and complaints processes can empower citizens to
engage with the system more effectively and reduce frustration. Strengthening leadership accountability,
supported by independent oversight and robust performance management, is essential for driving meaningful
change. Additionally, fostering a culture of openness, including protections for whistleblowers, can encourage
proactive reporting and greater organisational accountability.

By investing in these reforms, the NHS can better align its governance structures with democratic principles
and public expectations. Efforts to educate the public about accountability mechanisms and enhance their
engagement in decision-making will further strengthen the relationship between the NHS and the communities
it serves. These actions are not only vital for restoring public trust but also for ensuring the NHS continues to
deliver equitable, high-quality care that reflects the needs and priorities of the population.
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Recommendations

Building on the findings of this report and valuable insight from the public, it is clear there is strong demand
for an NHS that is not only transparent but also meaningfully accountable and responsive to public needs.
Academic analyses and case studies alongside survey results, underscore the urgency of addressing critical
gaps in NHS accountability mechanisms. These include improving transparency, creating clearer avenues for
public engagement, and reforming governance structures to better address community needs. In response
to these findings, we propose actionable recommendations aimed at strengthening NHS accountability and
governance, ensuring they meet the public’s expectations and expert calls for reform. This report marks
the first step in a broader, ongoing commitment to fostering evidence-based changes that enhance NHS
responsiveness and transparency.

To support this mission, we recommend that ministers consider funding to sustain and expand research
across several areas. These recommendations are crafted with a keen awareness of the unprecedented
operational and financial pressures currently facing the NHS. With these constraints in mind, we have
prioritised initiatives that reinforce existing accountability principles within current structures, minimising the
need for new expenditures or major structural changes.

Grounded in the evidence gathered to date, the following areas of focus provide a practical, cost-effective
pathway for strengthening democratic accountability within the NHS. By addressing both fiscal realities and
operational needs, these recommendations aim to enhance the NHS’s transparency, responsiveness, and
alignment with public expectations.

Ongoing Evaluation of Reforms (Priority)

Recent structural reforms, including the 2022 Health and Care Act and the abolition of NHS England
in 2025, significantly reshaped the governance landscape. The creation of Integrated Care Systems
(ICSs) and expanded ministerial powers were intended to localise decision-making, but concerns
have emerged over whether these changes have instead contributed to increased centralisation and
weakened operational autonomy.

These developments reflect a central tension in recent NHS reforms: although intended to devolve
power to Integrated Care Systems, they have simultaneously increased centralised ministerial control,
highlighting the complex and sometimes contradictory nature of accountability in the restructured NHS.

There is an urgent need for systematic, longitudinal research to evaluate how these reforms are
operating in practice. Studies should assess the extent to which ICSs have improved local accountability,
coordination, and equity, and whether stronger ministerial powers have increased responsiveness or
led to politicisation and reduced transparency. These evaluations should be led by academic—policy
partnerships with a mandate for independence, and their findings should be made public to inform
further governance reform.

Summary of Actions

* Conduct longitudinal studies on ICS performance and accountability.
* Monitor the effects of increased ministerial powers on decision-making and transparency.
e Mandate regular, independent evaluations of NHS governance reforms, published in full.
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Addressing Regional Disparities and Enhancing Local Accountability

Substantial disparities persist in the quality, accessibility, and accountability of NHS services across
England. These are shaped by local demographic, socio-economic, and geographic factors, and
compounded by uneven capacities among local governance bodies. Although Integrated Care Boards
(ICBs) are intended to reflect local priorities, public confidence in their ability to do so remains mixed.

To tackle this, decentralised governance approaches tailored to specific regional contexts should
be trialled. Drawing on models from Sweden and Denmark, these pilots could empower local health
authorities with statutory roles and formal scrutiny mechanisms. Improved, equity-focused funding
allocations are also essential to ensure accountability is not contingent on geography. Strengthening
the capacity and legal foundation of Integrated Care Partnerships (ICPs), Health and Wellbeing Boards,
and local scrutiny committees would further support local legitimacy.

Summary of Actions

Launch regional pilots of decentralised accountability models.

Reform funding allocations to reduce persistent regional inequalities.

Strengthen statutory roles of Health and Wellbeing Boards and local scrutiny committees.
Review the distribution of power between DHSC and ICBs to support local responsiveness.
Invest in the institutional capacity and mandate of ICPs to support community voice.

Enhancing Public Engagement Mechanisms (Priority)

Many people remain unclear about how to raise concerns or influence decision-making in the NHS.
Public engagement routes are fragmented and underused, particularly among marginalised groups.
Without consistent and well-supported mechanisms at the local level, engagement risks being seen as
tokenistic, undermining trust in both local and national leadership.

The NHS should adopt a clearer, system-wide approach to public engagement, led by ICBs and local
authorities. Standardised digital platforms can simplify access to consultations, complaints processes,
and service updates. These should be complemented by in-person forums, particularly in areas with
low digital access or lower health literacy. Lessons should be drawn from successful international
civic tech and participatory health initiatives, ensuring that all tools prioritise clarity, accessibility, and
inclusivity.

Summary of Actions

Develop standardised digital platforms for public consultation and complaints.

Expand in-person engagement opportunities in underserved communities.

Support ICBs and local authorities to lead consistent, resourced engagement strategies.
Run public education campaigns to improve awareness of NHS accountability routes.
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Comparative Learning with International Models

Other countries have developed effective models for embedding democratic accountability in health
systems. Sweden’s devolved model of governance, elected by local populations, and the Netherlands’
patient councils, which have a statutory advisory role within provider organisations, demonstrate how
citizen voice can be formalised without compromising system efficiency or equity.

The UK should trial similar approaches through elected Local Health Boards and patient councils —
proposed innovations not currently part of NHS structures — within ICSs or NHS trusts. These structures
would help enhance democratic legitimacy, provide structured routes for public input, and improve
scrutiny of local service delivery. Pilot schemes should be independently evaluated to understand their
effectiveness, acceptability, and scalability in the English context.

Summary of Actions

* Pilot elected Local Health Boards in selected ICS regions.
e Establish statutory patient councils within ICSs or NHS trusts.
e Commission independent evaluations of international models adapted for NHS use.

Building a Stronger Evidence Base for Policy Reform

The abolition of NHS England has shifted responsibility for oversight directly to DHSC. In this context, a
robust and independent evidence base is critical to maintain public trust, assess system performance,
and inform future governance changes.

Long-term funding should support academic—policy partnerships that generate rigorous research on
leadership effectiveness, engagement mechanisms, and local accountability structures. A national
programme, independent of DHSC, should coordinate this work and ensure its findings are publicly
accessible. Shared evaluation frameworks should also be developed to avoid duplication and improve
cross-regional comparisons.

Summary of Actions

Fund long-term research partnerships focused on NHS governance and accountability.
Establish a national accountability research programme independent of DHSC.
Develop shared frameworks for evaluating ICS and ICB reforms.

Publish regular findings on leadership, public trust, and regional performance.
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Supporting Post-Pandemic NHS Recovery

The pandemic highlighted systemic weaknesses in NHS emergency planning and communication.
Inconsistent leadership roles, lack of real-time public feedback mechanisms, and fragmented data
systems hindered coordination and reduced public trust. These gaps remain insufficiently addressed.

Future emergency preparedness must embed accountability from the outset. This includes clearly
defined roles across DHSC, ICBs, and local authorities; transparent data sharing; and responsive
public communication strategies. Countries such as South Korea and New Zealand have demonstrated
the value of post-crisis reviews, structured simulation exercises, and codified accountability measures
as part of emergency infrastructure.

Summary of Actions

Integrate accountability roles into national emergency planning protocols.

Develop mechanisms for real-time public feedback during health emergencies.
Clarify responsibilities across national, regional, and local actors in crisis response.
Incorporate international lessons into future public health emergency planning.

Developing a Responsive and Accessible Model for Litigation Reform

The current model for resolving NHS clinical negligence claims is adversarial, expensive, and often slow,
which can undermine patient satisfaction, public trust as well as the health system’s capacity to learn from
harm. In 2023/24, the NHS spent £2.8 billion on claims and related costs, with this figure projected to rise
sharply in the absence of structural reform.

The government should commission research into alternative models that prioritise resolution, transparency
and organisational learning. This includes no-fault compensation schemes, early resolution pathways, and
restorative justice approaches. Given the scale and trajectory of the cost of claims, NHS Resolution’s future
role and governance should be reviewed in light of system-wide reforms. Closer strategic alignment with
DHSC could improve accountability and support system-wide reform.

Summary of Actions

* Commission independent evaluations of alternative redress models.

* Ensure redress processes are timely, accessible, and focused on system learning.

* Develop metrics to track patient satisfaction, public trust, and organisational improvement.
* Quantify potential cost savings and system efficiencies from litigation reform.

* Review NHS Resolution’s governance and alignment with wider accountability reforms.
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Implementing Recommendations: Quick Wins and Long-Term Goals

To ensure these recommendations are actionable and proportionate, a phased implementation approach is
needed. This should prioritise high-impact, low-cost measures in the short term while setting the groundwork
for more ambitious structural reforms over time.

Quick Wins (0 to 2 Years)

Enhance Public Awareness and Engagement

a) Launch a national campaign to improve public understanding of accountability structures and redress
mechanisms.

b) Expand public participation opportunities by improving digital platforms and investing in in-person
consultation channels, particularly in underserved areas.

Improve Transparency and Data Access

a) Centralise ICS performance data and complaints reporting into a unified, user-friendly digital
dashboard.

b) Mandate quarterly public updates on ICS progress, challenges, and actions taken in response to
public concerns.

Trial Democratic Governance Innovations

a) Pilot elected patient councils or local health assemblies within ICSs or trusts to test the viability of
more locally accountable structures.

b) Trial region-specific governance models based on successful international approaches, including
those used in Sweden, Canada, and the Netherlands.

Advance Litigation Reform

a) Commission feasibility studies on alternative redress models such as no-fault compensation, early
resolution, and restorative justice.

b) Quantify projected cost savings and patient outcomes compared to existing tort-based systems.

¢) Undertake a formal review of NHS Resolution’s governance and its relationship with DHSC, exploring
whether closer alignment could support more integrated system-wide accountability.

Long-Term Goals (3 to 10 Years)

Legislate for Structural Accountability Reform

a) Introduce statutory roles for patient councils and elected Local Health Boards (LHBs) within NHS
governance frameworks.

b) Expand the remit of the Care Quality Commission (CQC) or establish a new independent oversight
body to fill the accountability gap left by NHS England’s abolition.

Address Regional Disparities in Accountability and Access

a) Develop a national strategy to promote equitable governance, with targeted support for areas facing
persistent service quality or access issues.

b) Foster greaterintegration between health and social care services through shared governance models
and accountability standards.

Sustain a Culture of Continuous Improvement and Learning

a) Institutionalise long-term research and evaluation partnerships to monitor the impact of reforms,
public confidence, and patient experience.

b) Establish a dedicated national framework for accountability innovation and oversight, supported by
academic, patient, and practitioner input.

These recommendations provide a practical and scalable roadmap for reform. They aim to enhance
transparency, increase local voice, and support a more accountable health system capable of adapting to
future challenges.
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Conclusion

Democratic accountability is fundamental to the NHS’s mission as a transparent, responsive, and equitable
public service. This report highlights the urgent need for systemic, long-term reform to ensure NHS governance
remains fit for purpose in a rapidly evolving health and care landscape.

In the wake of NHS England’s abolition and the transfer of oversight powers to the Department of Health
and Social Care, there is an immediate need to assess how new governance arrangements can support
transparency, responsiveness, and public trust.

Addressing excessive centralisation, disparities in local accountability, weak public engagement, as well as the
inefficiencies of the current litigation model is essential to restoring legitimacy. Reforms at national, regional,
and local levels offer an opportunity not only to resolve long-standing challenges, but to build resilience into
the system for the future.

Key recommendations, such as empowering Integrated Care Partnerships (ICPs), piloting elected local
governance models, integrating international best practices, and developing a more cost-effective and
patient-centred approach to clinical negligence redress, offer actionable and timely pathways forward. These
measures would help the NHS balance central oversight with meaningful local autonomy, creating a more
inclusive and transparent governance framework.

Improving grievance mechanisms and establishing robust, accessible routes for public input will be crucial.
Simplifying feedback processes, ensuring transparent communication, and embedding alternatives to
the adversarial Tort Law model can bring the NHS closer to the public it serves. Demonstrating genuine
accountability will be vital to rebuilding trust and reaffirming the NHS’s role as a cherished national institution.

Crucially, policymakers must also recognise that improving democratic accountability is not a one-off
intervention, but a sustained commitment. It will require continuous research, evaluation, and adaptation of
governance practices to meet the needs of a dynamic healthcare environment. Drawing on The Constitution
Society’s evidence-based approach, ministers and NHS leaders have the opportunity to champion reforms
that address immediate concerns while building a more democratic and resilient NHS over time.

By embracing these reforms, the NHS can reaffirm its status as a world-class health system, one that is

accountable, equitable, and responsive to the people it serves, and capable of meeting the demands of future
generations.
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