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Summary
••

Sustainability and transformation plans (STPs) are plans for the future of
health and care services in England. NHS organisations in different parts of the
country have been asked to collaborate to respond to the challenges facing local
services. This marks a decisive shift from the focus on competition as a means of
improving health service performance in the Health and Social Care Act 2012.

••

Our research focused on how STPs are being developed in different parts of the
country, based on interviews with senior NHS and local government leaders
in four STP areas. While leaders supported the idea of working together to
improve services and manage limited resources, the process of developing STPs
has been challenging.

••

It is important to recognise the context in which the plans are being developed.
The pressures facing local services are significant and growing, and the
timescales available to develop the plans have been extremely tight. The plans
are also being developed within the fragmented and complex organisational
arrangements created by the Health and Social Care Act. In this context,
credit needs to be given to local areas for the progress made on STPs so far,
notwithstanding the major challenges identified in this report.

••

The start of the STP process was characterised by a high level of intervention
from NHS England and NHS Improvement in defining geographical boundaries
for the plans and identifying STP leaders. The national requirements and
deadlines have been ambiguous and have changed over time. Guidance for
STP areas on the detail of the plans has often arrived later than promised or, in
some cases, did not arrive at all. The approaches of national NHS bodies and
their regional teams have not always been consistent.

••

The original purpose of STPs was to support local areas to improve care
quality and efficiency of services, develop new models of care, and prioritise
prevention and public health. The emphasis from national NHS bodies has
shifted over time to focus more heavily on how STPs can bring the NHS
into financial balance (quickly). National NHS leaders are themselves under
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pressure from central government to close gaps in NHS finances, at a time
when the NHS faces an unprecedented slowdown in funding and dramatic
cuts have been made to public health and social care budgets. It is therefore
important to recognise the constraints facing national as well as local leaders
in the NHS.

••

STP leaders and teams have worked hard to develop their plans on top of
their existing day jobs and various other initiatives. This has not been easy.
The additional workload for most areas has been significant and is unlikely to
be sustainable in the long term. Management consultants are also routinely
being used to support the local STP process.

••

The limited time available to develop STPs has made it difficult for local leaders
to meaningfully involve all parts of the health and care system – particularly
clinicians and frontline staff – in developing the plans. The involvement of
local authorities has varied widely between STP areas, ranging from strong
partnership between the NHS and local government to almost no local
government involvement at all. Patients and the public have been largely absent
from the STP process so far.

••

Progress made on the plans in different areas is highly dependent on local
context and the history of collaboration across the STP area. Where good
relationships already existed, these provided a positive foundation for joint
working on the STP. Some areas were able to draw on pre-existing plans
for service changes to take forward in their STP, and have made progress in
developing a sense of ‘common purpose’ between leaders. Where relationships
were poor, securing engagement in the process was a challenge in itself.
The geographical context and the complexity of the system have also been
important factors.

••

As well as practical challenges to developing STPs, leaders faced fundamental
policy barriers to working together and making collective decisions. STPs
are being developed in an environment that was not designed to support
collaboration between organisations. In particular, our research highlighted the
significant policy gap between existing accountability arrangements in the NHS
– focused on individual organisations – and the kind of collective governance
arrangements needed for STPs to function. The national approach to regulation
and performance management in the NHS reinforces this tension.
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••

The focus of the STP process so far has been on planning. But leaders in all
areas were concerned about their ability to implement their plans in practice.
Doing this will require a different set of skills, resources and approaches by
local leaders. It will also require a greater focus on the relational and cultural
processes of managing change.

••

We make a number of recommendations for the future of the STP process
based on our findings. At a local level, involvement in the process needs to
be strengthened and more robust governance and leadership arrangements
developed to allow for collective decision-making between organisations. This
in turn will require action from national bodies in the NHS to remove the
policy barriers that get in the way of joint working and provide guidance on
how organisations can pool sovereignty in practice.

••

There is a need for more co-ordinated leadership at national level to avoid the
fragmentation experienced throughout the process so far. Given the speed at
which STPs have been developed, the plans and the analysis underpinning
them will require ‘stress-testing’ to ensure that the financial assumptions they
make are sound and the service changes they propose can be delivered.

••

If this can be done, collective action through STPs offers an important
opportunity for improving health and care services in England. In many ways,
STPs are a complex ‘workaround’ to the existing NHS structures and legislation
that pull the system away from collaboration. Making STPs work in practice
will therefore require time and effort from NHS staff and leaders at all levels,
who will inevitably face challenges as the process continues. There have been
significant issues with the STP process so far. But place-based working is by far
a preferable alternative to the ‘fortress mentality’ whereby NHS organisations
act to secure their own future regardless of the impact on others.
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Introduction

Sustainability and transformation plans (STPs) were introduced in NHS planning
guidance published in December 2015 (NHS England et al 2015). NHS organisations
in different parts of England were asked to come together to develop plans for the
future of health services in their area, including by working with local authorities
and other partners. These plans are being called STPs. Forty-four areas were
identified as the geographical ‘footprints’ on which the plans would be based,
and final plans were due to be completed in October 2016.
STPs represent a significant and wide-reaching exercise in health care planning in
England, covering all areas of NHS spending on services from 2016/17 to 2020/21.
They also represent an important shift in NHS policy on improvement and reform.
While the Health and Social Care Act 2012 sought to strengthen the role of
competition within the health care system, NHS organisations are now being told
to collaborate rather than compete to plan and provide local services (Alderwick
and Ham 2016). This is being called ‘place-based planning’.
Given the history of short-term policy initiatives in the NHS and the speed at which
new initiatives are often introduced (Ham 2014), the future of STPs is by no means
certain. But they look like they are here to stay for now, at least. Recent operational
planning and contracting guidance for the NHS sought to further embed STPs
into NHS planning processes over the next two years (NHS England and NHS
Improvement 2016a).
STPs have attracted growing media attention since they were first announced
(see box, pp 14–5), particularly after some draft plans were published following an
early planning deadline in June 2016. Major service changes are being considered in
many of the plans (Edwards 2016), often involving changes to acute hospital services,
and cautions have been raised about the kind of benefits that these changes can
deliver (Murray et al 2016a).
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The plans have also attracted growing political attention. A large number of
parliamentary questions have been asked about STPs since June 2016 (see Appendix).
The plans were the subject of an opposition day debate in the House of Commons in
September 2016, when many Members of Parliament (MPs) voiced concerns about
potential cuts to services and the ‘secrecy’ of the STP process (Hansard (House of
Commons Debates) 2016–17). Questions about STPs have also been raised at the Public
Accounts Committee (House of Commons Public Accounts Committee 2016) and the
Health Select Committee (House of Commons Health Committee 2016).
Despite the importance of STPs for the NHS and the public, little is known about
the process of developing the plans and how the initiative has worked in practice.
The purpose of this qualitative study was to understand how STPs are being
developed in different parts of the country and to identify lessons that can be learnt
for local areas and national policy-makers.
Specifically, we wanted to understand:

••

how the work to develop STPs was being led, governed and managed at a
local level

••

the extent of collaboration in developing STPs and the involvement of different
partners

••

the role of external advice and support in developing STPs – for example, by
management consultants

••

how the process has been managed at a national level and the relationship
between national bodies in the NHS and local areas

••

how the process was perceived by local leaders and the challenges experienced
in developing STPs.

To do this, we carried out a series of interviews with senior NHS and local
government leaders involved in developing STPs in four parts of the country. This
report is based on analysis of data from these interviews. It therefore focuses on the
local experience and perceptions of the STP process by those directly involved in
developing the plans. Taken together, the four STP areas involved in the study cover
a combined population of around 5 million people – just under 10 per cent of the
total population of England.
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Methods
We selected the four areas using criteria to ensure that we chose a relatively
representative sample of STP areas. The criteria included considerations about
geographical location and characteristics, STP leadership, and the history of
collaboration between organisations in the area. We selected one STP area from each
of NHS England’s four regions. We then identified between seven and ten senior
leaders involved in developing the STP in each of these four areas to take part in
interviews. Again, we used criteria to ensure that these leaders represented different
parts of the health and care system. In each STP area, this included leaders from
NHS providers and commissioners, local government, NHS England’s regional team,
and representatives from the team managing day-to-day work on the STP.
We interviewed the same group of leaders (unless staff had moved on or changed
roles, in which case we interviewed a replacement) at two points in the STP process:
first, in April 2016, and then again, in June and July 2016. We carried out a total
of 56 semi-structured interviews with 32 people. Interviews were recorded and
transcribed. We conducted a thematic analysis of the interviews and summary notes
using NVivo (computer software to support qualitative analysis). The four STP
areas and the leaders involved in our research are anonymised in this report. We
sometimes use the blanket term ‘leaders’ to describe our interviewees throughout
the paper.
Structure of the report
The report comprises three parts. The first (Section 2) sets out the background
and context of STPs, including a timeline of the STP process and the scope of
the plans. The second (Sections 3 to 8) describes the findings from our research,
covering the key themes and details from our interviews with local leaders. The
final part (Sections 9 and 10) explores the implications of our findings and makes
recommendations for the future of the STP process.
This report is the first of two papers that The King’s Fund will publish describing the
findings of our research into the development of STPs. The second paper will focus
on the content and implementation of the plans and will be based on interviews
with the same group of leaders, carried out from September to November 2016,
and analysis of other data.
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Background and context

In October 2014, NHS England and other national bodies published the NHS five
year forward view (Forward View). The Forward View set out a vision of how NHS
services need to change in future to meet the needs of the population. It argued that
the NHS needed to place far greater emphasis on prevention, integration of services,
and putting people in control of their own health. It described the ‘new care models’
needed to make these changes happen, based on collaboration between different
parts of the health and care system. Putting in place these new care models was seen
as one way to address the growing gaps in NHS finances.
The aim of STPs is to support the NHS to deliver the changes set out in the Forward
View. At their most simple, STPs are plans for the future of health and care services
across defined geographical areas in England (such as Somerset or Derbyshire).
They were introduced in NHS planning guidance published in December 2015,
which asked local NHS organisations to come together to develop ‘place-based’
plans for how services will be delivered in their area – centred on local populations
rather than individual organisations. The plans needed to cover all areas of NHS
spending, including specialised services and primary care, as well as focusing on
better integration with social care and other local authority services. They also
needed to be long term, covering the period from October 2016 to March 2021.
The initial guidance outlined around 60 questions for local areas to consider in their
plans, covering three headline areas: improving quality and developing new models
of care; improving health and wellbeing; and improving efficiency of services. Local
leaders were also asked to show how their plans would deliver financial balance for
the NHS in their area – a theme that has become more prominent as the planning
process has gone on.
While the plans themselves are clearly important, the guidance emphasised that STPs
are about more than just ‘writing a document’. Instead, they needed to be based on:

••

local leaders coming together as a team

••

developing a shared vision with the local community (including local government)
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••

planning a coherent set of activities to make the vision happen

••

delivering the plan

••

learning and adapting as the process goes on.

Early in 2016, 44 parts of the country were identified as the geographical areas
on which the plans would be based – referred to as STP ‘footprints’. The average
footprint covers 1.2 million people, but their size varies significantly: the smallest
covers 300,000 people and the largest covers 2.8 million (NHS England 2016h). Each
STP footprint spans an average of five clinical commissioning group (CCG) areas
but, again, the number of organisations involved varies widely: some footprints
cover only one CCG area and others cover as many as 12 CCGs. Many more NHS
providers and other organisations exist within each footprint. A named individual
was chosen to lead the development of each STP. The process for identifying
STP footprints and leaders is explored in Section 3.
The timelines for developing STPs and the process for approving them have been
somewhat fluid. The original deadline for submitting plans to NHS England and
other national bodies was the end of June 2016. But this deadline was pushed
back to the end of October 2016 – with the June plans reframed as initial drafts.
Additional planning requirements have also been added as the process has gone on.
Table 1 provides a timeline of the STP process from December 2015 to October
2016 – including key announcements, guidance, deadlines and events related to
the plans. A more detailed timeline is included in the Appendix.
Once the final STPs were submitted in October 2016, it was intended that they
would be assessed by national NHS bodies. The plans were to be agreed and used
to form the basis of new operational plans for NHS organisations and contracts
between commissioners and providers (NHS England and NHS Improvement 2016a).
It is currently unclear what will happen in areas where STPs are not agreed by
national bodies, and – at the time of writing – it is likely that a number of STP
areas will not be able to submit plans that have been fully ‘signed-off ’ by local
leaders. Access to additional funding for the NHS announced in the 2015 Spending
Review will be linked to the quality of the plans that are submitted; from April
2017, STPs will become the single application and approval process for accessing
NHS transformation funding, with the best plans set to receive funds soonest.
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Table 1 STP process timeline summary
Guidance, announcement or
planning deadline

Date

Key points

National NHS bodies publish shared
planning guidance for the NHS
(NHS England et al 2015)

22 December
2015

Asks NHS leaders to come together in geographical
footprints (to be signed off by national bodies) to
produce STPs by the end of June 2016

Monitor publishes research
(Monitor 2015a)

24 December
2015

To help organisations think about their STP footprints

Deadline for localities to submit
proposals for STP footprints

29 January
2016

Letter from national NHS bodies on

16 February
2016

Invites footprints to nominate a leader to oversee
their STP

Letter from Chair of Local
Government Association (LGA)
to Secretary of State for Health
(Seccombe 2016)

10 March
2016

Expresses ‘concern’ about pace of implementation and
lack of involvement of local councils

44 geographical footprints
announced (NHS England 2016h)

15 March
2016

STP leaders announced
(in all but three areas)
(NHS England 2016g)

30 March
2016

Leaders are mainly from CCGs and NHS trusts or
foundation trusts, but three are from local government
(a fourth leader from local government is announced
subsequently)

April STP checkpoint
(NHS England 2016a)

15 April 2016

Initial STP submission to set out early thinking on
the plan

One-to-one meetings with
senior representatives from
national NHS bodies to
discuss April submissions

April/May
2016

Guidance on June submission
(NHS England 2016f)

18 May 2016

STP guidance (NHS England 2016b)

June deadline for full STPs is now a ‘checkpoint’ for
draft plans, which should include details of ‘3-5 critical
decisions’ needed by 2020/21

Indicative funds to 2020 published
(NHS England 2016c)

19 May 2016

Setting out indicative funding for STP footprints
to 2020/21

‘Quick guides’ for STPs published
(NHS England 2016d)

19 May 2016

Covering 14 topics, to help STPs tackle local system
challenges

Finance template sent to STP leads
(NHS Improvement 2016d)

1 June 2016

Each footprint to ‘show how it will close its financial
gap’ by 2020/21
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement or
planning deadline

Date

Key points

NHS Confederation annual
conference

17 June 2016

The topic of STPs is covered by many speakers:
• Simon Stevens, Chief Executive of NHS England,
suggests that in some places local authorities may
take on more of a leadership role for NHS functions
• Jeremy Hunt, Secretary of State for Health, says that
‘The STPs are very simply about reducing hospital
bed days… and reducing emergency admissions’

Letter from Jim Mackey and
Ed Smith about 2016/17 financial
position (NHS England and NHS
Improvement 2016b, Annex C)

28 June 2016

Announces further action to reduce deficits, with
STP leads asked to identify ‘unsustainable’ services
by 31 July 2016

June ‘checkpoint’

30 June 2016

STP leaders submit draft plans, to be discussed with
leaders of national NHS bodies in July 2016

Senior leaders within national
NHS bodies visit all 44 STP areas

July 2016

Conversations held between each of the 44 footprints

Financial reset (NHS England and
NHS Improvement 2016b)

21 July 2016

Access to 2016/17 Sustainability and Transformation
Fund ‘assumes full and effective participation’ by
providers in STPs. CCG funding allocation growth in
2017/18 conditional on national approval of STP

Update from NHS England and
NHS Improvement on June
submissions (West 2016)

19 August
2016

Letters to each STP warn of an ‘extremely constrained
capital environment’, suggest system control totals to
be made available to advanced STPs, and set deadline
of 21 October 2016 for submission of full STPs

NHS Improvement publishes single
oversight framework for NHS

13 September
2016

Providers to be assessed on range of areas, including
‘strategic change’, with a particular focus on
contribution to STPs

An opposition day debate on STPs
is held in the House of Commons

14 September
2016

Shadow Health Secretary Diane Abbott MP proposes a
motion stating ‘concern’ about STPs, which may ‘lead
to significant cuts’ and lack transparency. The House
votes against the motion

NHS England publishes guidance for
involving patients and communities
(NHS England 2016k)

15 September
2016

Suggests most areas will publish their plans between
October 2016 and the end of the year

and national NHS teams to review draft STP submissions

providers (NHS Improvement 2016c)

continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement or
planning deadline

Date

Key points

NHS England and NHS Improvement
publish shared planning guidance
for 2017-19 (NHS England and
NHS Improvement 2016a)

22 September
2016

Guidance covers two financial years. From April 2017,
each STP area is to be given a shared financial control
total. Announces that baseline metrics for STPs will be
published in November 2016

Deadline for final STP submissions

21 October
2016

Media coverage of sustainability and transformation plans
We tracked* print and online media coverage of STPs from December 2015 to September
2016. We focused on news stories about the plans and were interested in changes in focus
and volume of stories over time.
In the early stages of the process, coverage about STPs was limited to news items in trade
publications (such as the Health Service Journal). But once STP footprints were announced in
March, STPs started to gain wider media attention – particularly from regional news outlets,
which reported on local appointments to STP leadership roles.
The volume of regional media activity increased in April. References to STPs appeared
in news items about the ‘financial crisis’ facing NHS services, alongside terms such as
‘privatisation’, ‘radical restructuring’ and ‘fear’.
The concept of winners and losers in STPs entered regional media reports in May. Some
stories reported concerns that rural areas could ‘lose out’ as a result of the plans. Articles
also reported that a range of stakeholders (including GPs and local authorities) felt ‘shut out’
of the STP process.
National media interest in STPs began in June, in response to comments about the financial
challenges facing the NHS made by speakers at the NHS Confederation’s annual conference.
continued on next page
*We searched national newspaper websites and Google news to identify relevant stories.
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Media coverage of sustainability and transformation plans continued
The role of local authorities in the plans dominated media activity in July. The chief executive
of Warrington Borough Council, for example, was reported describing STPs as ‘arrogant’ and
a ‘recipe for disaster’ (Everett 2016). At the same time, several stories appeared in regional
media reporting on the potential benefits of STPs, including ‘improved health’ and ‘reduced
waiting times’.
In late July and early August, the tone of media coverage became more negative. The volume
of coverage also increased. On 26 August, the campaigning group 38 Degrees published
an investigation into STPs that was covered by all major newspaper and broadcast outlets.
News items focused on the ‘secrecy’ and lack of public consultation on the plans, as well as
making frequent links to potential ‘cuts’, ward closures and the downgrading of A&E services.
September was the busiest month for regional media on STPs. Articles focused on what
STPs might mean for particular services in different parts of the country, after some draft
plans were ‘leaked’ into the public domain. These articles were typically concerned with
NHS services and beds being ‘axed’, ‘centralised’ and ‘closed’. Coverage also continued in
national broadsheets – although their focus was less on service changes and more on the
secrecy of the process. Some pieces linked STPs to the possible privatisation of the NHS.
Media coverage of STPs seems set to continue, and is likely to grow once the final plans
are published.

Why do STPs matter?
The NHS in England faces significant financial and service pressures. NHS provider
deficits reached an all-time high of £2.45 billion in 2015/16. Additional funding
has been used to try to fill these deficits, but it has not removed them entirely –
and the gap between demand for services and available funding continues to grow.
Key performance targets are being missed all year round, general practice is in crisis,
and community and mental health services are under huge pressure (Murray et al
2016b). The crisis in social care services is perhaps even more severe (Humphries et al
2016). As well as meeting these day-to-day pressures, NHS staff are in the process of
redesigning services to better meet the needs of the population.
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The NHS is trying to meet these challenges in the context of the Health and Social
Care Act and its legacy of fragmented and complex organisational arrangements
(Ham et al 2015). The Act strengthened the role of competition within the NHS
and created uncertainties about when services should be put out to tender.
Commissioning responsibilities were fragmented between a number of organisations,
both within the NHS and between the NHS and local government. And the abolition
of strategic health authorities (SHAs) created a vacuum in system leadership in the
NHS at a local level, making it difficult to co-ordinate improvements in care between
large numbers of commissioners and providers of services.
The introduction of STPs reflects a growing consensus that more co-ordinated
action is needed to meet the challenges facing the NHS and social care services.
Growing numbers of people living with complex health needs, for example, require
care that is co-ordinated both within the NHS and between the NHS and social care
(Naylor et al 2016; Oliver et al 2014). Collaboration is also needed to address the wider
social, economic and environmental determinants of health across society. This
means NHS organisations working closely with other services and sectors to focus
on the broader aim of improving population health – not just delivering better and
more sustainable health care (Alderwick et al 2015a).
Dealing with growing financial deficits in the NHS also requires a systemic response,
avoiding the ‘tragedy of the commons’ that is all too apparent in the NHS today
(Dunn et al 2016; Ham and Alderwick 2015). The same is true between the NHS and
local government, as the pressures facing NHS and social care services (and their
impact on the population) are closely linked (Humphries et al 2016).
STPs therefore offer an important opportunity for NHS and local government
leaders to work together to address the collective challenges facing their local
populations. Whether or not these ambitions can be achieved, however, is yet to
be seen. STPs stand in a long line of planning initiatives in the NHS that have tried
to bring together different organisations to improve services. In 2013, for instance,
CCGs and their partners (including NHS providers and local government) were
asked to develop five-year plans to transform services and prioritise prevention
(NHS England and Public Health England 2013). These plans have since been largely
forgotten. The same experience is true right across the public sector. Over the past
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two decades, a raft of public policy initiatives has been introduced in England with
the aim of ‘joining up’ services at a local level – but success stories, while they exist,
are hard to find (Wilson et al 2015). Will things be any different this time around?
The process of how STPs are being developed – explored in this report – is likely
to play a major part in answering this question.
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How was the
STP process set up?
3

Before areas could begin work on their STPs, decisions needed to be taken about
the geographical boundaries of each plan and who would be responsible for leading
them. The process for making these decisions varied between areas, affecting both
how the plans progressed and leaders’ perceptions of the STP process. In this section
we describe how these decisions were taken and outline the types of governance
arrangements that were put in place to oversee the development of the plans.
Defining STP boundaries
One of the first tasks of the STP process was to define the geographical areas to be
covered by each plan – referred to as STP ‘footprints’. Planning guidance asked local
leaders to make proposals for their STP footprints by the end of January 2016. All
areas in England needed to be covered by a footprint, which the guidance suggested
should be ‘larger rather than smaller’ to meet the challenges facing local services.
The footprints were to be ‘locally defined’ as a result of engagement between NHS
and local government leaders.
Taken together, STP footprints in our four areas emerged through a combination of
top-down direction from national NHS bodies and bottom-up agreement by local
leaders. For two of our areas, the footprints were primarily defined by local leaders,
based on the geographical boundaries of existing NHS initiatives or well-established
organisational boundaries. While local authority leaders did not always feel included
in decisions to establish these boundaries, the STP footprints in these two areas
seemed to broadly ‘make sense’ to most NHS leaders.
In our other two areas, national NHS bodies played a much greater role in defining
the STP footprints. Local leaders made initial proposals for multiple STPs to be
developed in their area – again, based on existing initiatives and what they perceived
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to be natural population groupings and patient flows. But these proposals were not
accepted by the national bodies, who wanted organisations in both places to work
together across larger geographical areas. This meant national NHS bodies directly
intervening to overrule the plans of local leaders and bring together two or three
areas into a larger STP footprint:
Then the regulators got involved and we were effectively told that… I’m being
really frank and open… We were told that the number was wrong, so there were
too many STP footprints in our region, and the number had to be reduced, and
therefore [place X] rather than having two should have one.
I think we were told what our footprint needed to be if I was perfectly honest.
Basically they were told: no, you need to have one footprint across [place X].
The nature of this intervention caused some tensions between local leaders, who
often felt that they had been forced to work together across a footprint that made
little sense to their local population or their own organisation. Concerns were raised
that work on the STP would hold back existing plans for collaboration at a more
local level. Leaders also described the challenge of understanding how their local
priorities would fit within a broader STP, and which issues should be addressed at
what geographical level.
For leaders in local government, the STP footprints did not always fit with their
own plans and priorities. For example, the STP footprints sometimes conflicted
with boundaries already agreed within local government for devolution plans. In
one area, a devolution plan being developed by local government spanned two STP
footprints. In another area, two devolution plans sit within a single STP footprint.
Some local government leaders also told us they had no meaningful involvement in
helping define the STP footprint in the first place. One, for instance, told us that the
footprint was ‘fundamentally defined by the NHS. And we were advised and told
about it and that was about it.’
Similar boundary challenges also existed for some NHS providers. Across the
four areas involved in our research, there were examples of acute, community,
mental health and ambulance services provided by one organisation but split
between more than one STP. This caused difficulties for planning purposes, with
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providers struggling to engage in the development of more than one plan. As one
NHS provider chief executive told us: ‘I don’t think the centre thought through
the implications of how organisations were supposed to try to keep engaged in all
of those.’ In one case, these problems are likely to lead to the redrawing of the STP
boundary to more adequately account for patient flows and provider relationships.
Whichever way the footprints were defined, leaders from all areas talked about
the various sub-systems that existed within their footprint – typically with two or
three smaller and well-established geographical groupings making up their wider
STP footprint. For many leaders, these smaller sub-systems held more meaning for
planning purposes than the larger STP footprint they were now working in.
Identifying STP leaders
Each STP area was asked by national NHS bodies to select a named individual to
lead the development of their plan. They were told that the individual should be
‘a senior and credible leader who can command the trust and confidence of the
system, such as a CCG Chief Officer, a provider Chief Executive or a Local Authority
Chief Executive’ (NHS England 2016b, Annex A). The process for doing this in our
four areas varied, but was rarely seen as being open or fair.
We found that NHS England and NHS Improvement played a significant role in
selecting STP leaders. In one area, the STP leader was nominated by NHS England’s
regional team rather than selected through a process of local discussion. In another
area, local leaders had agreed their own candidate to lead the STP but were
overruled by national bodies. An alternative candidate – another chief executive
from the footprint – was appointed directly by a national leader in the NHS. In a
third area, local leaders had decided to advertise for an independent STP leader
from outside their area, but again found their decision overruled by national leaders.
An alternative leader was imposed without local discussion.
The reasons offered by local leaders for this intervention varied. Some felt that
national bodies in the NHS wanted to achieve a fixed distribution of STP leaders
from different kinds of organisations, so intervened in some areas to even the
balance (say, towards NHS provider chief executives). Some felt that it was because
national leaders preferred particular leadership styles over others – for instance,
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wanting ‘somebody who could knock some heads together and get some things
done’. For others, it was a combination of factors.
While local leaders were often (but not always) content with the STP leader who had
been imposed on them from above, the nature of this intervention caused significant
tensions at a local level, as well as feelings of unfairness and mistrust in the STP
process more broadly. This in turn had an impact on local leaders’ perceptions of
their own ability to make change happen. One leader, for example, told us how the
intervention made them feel ‘impotent’ – like ‘we have no control over our own
destiny’. Another said:
It’s not about [leader X], it’s about the process. There’s a massive cultural shift
that is going to have to happen, and that won’t happen if then ultimately
[organisation X] turns around and says ‘actually, this is what’s happening’. For
this change/transformation to really manifest and be able to be embedded, there’s
a huge amount of trust that has to be there, and has to be there across the leaders
in order for them to model it. If we don’t trust what’s going on we’re not going to
be able to model that with our own workforces and engage them in the change.
The strong role played by national bodies also seemed at odds with the original
emphasis on the STP process being locally led:
So on the one hand, we had a policy emerging where local communities were
meant to develop their own approach and leadership, and then from the top down
came ‘no, you’re having X’.
The experience was different in only one of our four areas, where the STP leader
emerged through a process of local discussion, negotiation and agreement. This
included discussion at a system leadership group meeting involving representatives
from both the NHS and local government, as well as a number of individual
conversations between leaders. In our other three areas, leaders from local
government were largely absent from conversations about STP leadership –
although the same was true for a range of leaders from within the NHS too.
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Establishing governance and management arrangements
Once STP boundaries and leaders had been established, organisations in each area
worked to put in place new governance arrangements to support the development of
their STP. This primarily involved creating ways to:

••

discuss issues and make decisions between senior leaders

••

organise and co-ordinate work on the STP

••

involve relevant partners at different stages in the process

••

gain agreement on plans between different organisations.

In three of our four areas, leaders put in place a broadly similar set of arrangements
to try to do this – albeit at different speeds. Pre-existing system leadership groups
were adapted to become the senior leadership team for the STP. These groups
typically involved chief executives from commissioners and large providers in the
NHS, as well as representatives from local government. Programme management
offices were established to undertake and co-ordinate work on the STP, along with
working groups covering different themes (such as workforce or finance). These
groups drew on existing work and staff where possible, as well as relying on support
from management consultants (see Section 6).
In the fourth of our areas, leaders struggled to put in place governance arrangements
to support the development of their STP. While work to develop the plan was being
done by a small set of individuals from different parts of the system, it was not
taking place within an agreed governance structure or programme of work. Leaders
had considered merging work on the STP with an existing programme of work
focused on the reconfiguration of acute hospital services in their area (based on
the same geographical footprint as the STP), but this idea was rejected because of
concerns that it would limit the focus of their STP to acute services. Proposals had
been developed to establish a separate system leadership group to oversee work on
the STP, but these plans had not been agreed and the group had not yet met at the
time of our research.
Across all four areas, leaders talked about the need for work on the STP to feed into
existing governance and decision-making processes in different parts of the local
system, such as the meetings of NHS trust boards and health and wellbeing boards.
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This was particularly important given that STP leaders and the various governance
processes they created lacked any formal authority or decision-making powers (this
point is explored further in Section 4).
The groups most obviously absent from STP governance processes were patients
and the public. By the time of our second round of interviews (June and July 2016),
none of the four areas had developed concrete plans to engage the public directly in
the development of their STP. This was partly because of the limited time available
to develop the plans, and partly because national NHS bodies had asked leaders to
keep their draft STPs out of the public domain. This is explored in more detail in
Section 5.
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How have STPs been
led and governed?
4

Putting in place leadership and governance arrangements is one thing, but making
them work in practice is altogether more difficult. Leaders described a range of
practical and policy challenges to working together on STPs and making decisions
across organisations. The question of how STPs will be governed in future is being
asked across all STP areas – but answers are proving difficult to find within existing
policy and accountability arrangements in the NHS. This section of the paper
explores these challenges. It also focuses on the overall leadership of STPs and what
the role of STP leaders means in practice.
Practical challenges
In all STP areas it has been difficult to involve all relevant parts of the health
and care system in the STP process – particularly key groups such as GPs, other
clinicians and local authorities. The large number of organisations involved in
commissioning and providing care in each STP area presented obvious challenges
for securing widespread engagement in the process within the time available.
Levels of involvement of different groups are described in Section 5. Where there
was little history of collaboration across the STP footprint, this made the task
of securing involvement in the STP more difficult. And in areas where the STP
footprint had been imposed from above rather than defined locally, getting leaders
and organisations to think as ‘one footprint’ rather than multiple planning areas
was an added challenge.
When leaders from different organisations were able to come together to discuss
work on the STP, the sheer number of organisations represented at STP meetings in
most areas was often seen as a barrier to getting things done:
The amount of faces around a table… is what is hindering this whole process.
It’s like the Eurovision Song Contest at the moment: when you want to make a
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decision it goes around the table and by the time everybody says whether they’ve
agreed it – yes or no – you’ve lost an hour. It’s madness.
Whenever I go to a health meeting I’m sat at a table with 30 or more people,
and a group of that size cannot make decisions in my opinion. I really do not
envy them this task, because I don’t think I would know how to do it….
Partly because of this, leaders typically felt that difficult decisions between
organisations had not yet been taken as part of the STP process. The lack of detail
in most draft plans – some described simply as ‘a plan for a plan’ – meant that
‘big issues’ had often been easy to avoid:
Well, the dynamic at the moment is it’s all quite general. It’s quite high level
and it lacks specifically [and] we haven’t really got into any issues which require
decision essentially.
It’s all… everybody’s working together, it’s all nice and friendly and we haven’t
got to anything which is contentious.
This meant that the joint governance arrangements developed for STPs, such
as system leadership groups, had remained largely untested as vehicles for joint
decision-making during the course of our research. It also created what one leader
described as ‘a veneer of collaboration’ – with organisations appearing to work well
together while tensions remained hidden beneath the surface. Leaders were clear
that difficult decisions would need to be taken in future, but were rarely clear on
how this would be done in practice. Some leaders were sceptical that these decisions
would be made without more directive action from STP leaders. As one STP leader
told us: ‘you can’t do this by committee’. Another told us that ‘you’re going to have
to put somebody in overall charge to start driving it’. Future leadership of STPs is
discussed in more detail below.
In one area with a limited history of collaboration between organisations, an
independent facilitator had been put in place to help leaders discuss some of
these ‘sticky issues’ at their system leadership group meetings. This was seen as a
useful way to help overcome tensions and begin to make progress on issues where
agreement (or even discussion) had been difficult in the past. An independent
facilitator had also been used to run workshops in another of our STP areas and,
again, was seen to have made a positive impact in progressing discussions.

How have STPs been led and governed?

25

Sustainability and transformation plans in the NHS

1

2

3

4

5

6

7

8

9

10

Policy and structural challenges
Existing NHS policy and legislation on accountability and performance management
provided more fundamental challenges to leaders’ ability to work together on
STPs. Leaders talked about the tension between being asked to collaborate on STPs
while still being held to account as individual organisations. This was described
as the ‘fourth gap’ to be addressed by STPs by leaders in one area (the other three
being gaps in care quality, health and wellbeing, and NHS finances, as described
in the original planning guidance). By this they meant the gap between existing
accountability arrangements in the NHS – where legitimacy and accountability
sits with individual organisations – and the new kind of collective governance
arrangements needed to implement service changes between organisations.
This tension was most clearly expressed in relation to the accountability of
NHS providers, who face strong incentives to improve their organisation’s own
performance and only weak incentives to collaborate. As one leader commented:
How do you make [place X] as a whole become financially sustainable? Within
that you probably don’t care whether one provider is or isn’t because you can do
the deals within that to make sure it all works for the NHS. The accountability,
though, I would say is still 95 to 99 per cent holding those individual
organisations to make sure they hit their bottom line.
Organisations had no clarity about how they would be collectively held to account
for their performance through STPs:
The CQC’s [Care Quality Commission] process is not based on system work,
it’s based on individual organisational working – as is NHS Improvement’s
performance frameworks. So when you try to encourage people to forget their
organisational boundary and work across sectors in a more fluid way, the
first question you get asked quite often is: but if something goes wrong, who’s
accountable? And at the moment we haven’t got an answer for that question,
because the governance framework for the NHS is not set up in that way.
This challenge was also recognised by our interviewees from NHS England’s
regional teams, who described the barriers to joint working created by their own
performance management frameworks:
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On the one hand we are asking these systems to work… across systems. Then I, as
NHS England, and my colleagues in NHSI [NHS Improvement], are holding the
organisations to account to deliver today and not taking a system view of it.
The role of national NHS bodies in the STP process is explored in more detail in
Section 7.
From all parts of the system, the authority of individual organisations was seen to
take precedence over any system-wide governance arrangements developed for the
STP. In practice, there seemed to be no real delegation of authority from individual
organisations to system leadership groups. As one NHS provider leader told us: ‘all
of the acute provider boards aren’t delegating responsibility to anybody’. This lack of
authority hampered the ability of STP leaders to make progress on key decisions:
You know, being honest, it would be much easier if I could say to all the trusts and
CCGs, ‘I want you to do this and I want that piece of work done by X and I want
you to go to that meeting and I want you to come to this meeting and by the way
this is going to be the approach to this back-office service – we agree a plan, we
implement it’. I’ve got no direct authority over anybody.
Without any formal authority to make decisions on behalf of the system, leaders
recognised the importance of softer leadership styles, such as negotiation and
persuasion, to try to gain agreement and consensus between organisations. This is
explored in more detail below.
Future governance of STPs
These governance challenges are expected to become more severe as the STP process
moves from planning, to agreement of service changes, and on to implementation.
Leaders recognised that the governance processes they had developed to support
their STPs so far had primarily been designed around the need to write and agree
a high-level plan, rather than to put that plan into practice. In our second round of
interviews, leaders in most areas were reviewing how their governance processes
could be strengthened to allow more formal decision-making to happen at an STP
level. Interviewees told us that this would require organisations to pool some of
their sovereignty, but were generally unclear on how this could be done within
existing accountability frameworks.
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A number of leaders called for action from national bodies to provide clarity on
how these issues could be addressed in future. Questions were raised about whether
organisational collaboration through STPs could be effective without more formal
legislation underpinning it. For example, as one leader said:
If STPs are going to exist, are they going to continue as a collaboration, which
are, by nature, actually optional, on one level (although all the money is going to
be tied to the STP, so if you want any transformation money in the future you’re
going to have to be part of the STP, so it isn’t optional either)? Or are you going to
do something at a statute level, and create an entity called an STP?
Some leaders felt that the creation of STP footprints already amounted to NHS
restructuring – or, as one leader described it, ‘legislation by the back door’ – forcing
organisations to collaborate across larger geographical areas. A number of leaders
noted similarities between STPs and previous NHS structures such as regional
health authorities and strategic health authorities (SHAs). Others recognised the
‘mess’ of current organisational arrangements in the NHS, but felt there was little
appetite for more formal restructuring. STPs were therefore seen by some as a way
to simplify these arrangements.
That said, some more formal organisational changes were already being discussed by
NHS leaders as part of the STP process. In two areas, CCGs were actively exploring
how they could work together to more formally commission services across their
STP footprint. The form that these arrangements might take had not yet been
agreed. Plans were also being developed by NHS providers to establish more formal
governance arrangements between organisations, although these plans largely
pre‑dated the STP process. In one area, for example, NHS provider chief executives
were exploring how they could establish a formal partnership between organisations
delivering acute, community and mental health services.
The role of STP leaders
Leading the STP process has been challenging and time-consuming. Most STP
leaders had found it difficult to manage their existing responsibilities alongside their
STP leadership role – the exception being one leader who was already responsible
for leading a major service transformation programme across the footprint before
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STPs were announced. The time commitment for working on the STP has been
significant. As one STP leader told us: ‘I was supposed to be doing this one day a
week. Actually I’ve been doing two full-time jobs in seven days.’ Others said they
were dedicating around three or four days a week to the role.
Achieving this balancing act between their day job and STP leadership has
depended largely on the goodwill of leaders and additional support received from
their colleagues. There was agreement, however, that this was unsustainable in the
long term. As one leader told us, the job so far was ‘not what I signed up for and it’s
not sustainable’. Practical support for leaders to carry out their role also seemed to
be lacking: ‘at the moment, they’ve set the STP up, said you’re the lead, and that’s
it’. Some leaders and their boards were also concerned about the risks to their own
organisation’s performance as a result of time being spent on the STP:
If they want to make a success of the STPs they’ve got to support the leaders and
do it properly, and they can’t expect us to do it on top of the day job because there
will be no forgiveness if my trust goes down the pan because I’m concentrating
on this. And, in fact, that’s a discussion I’ve had with my board and executive
directors have made the same point.
For their role to be manageable in future, STP leaders said they needed dedicated
time and support – for example, by creating a full-time role for the STP leader, with
an agreed set of responsibilities and teams to support them. They also talked about
the need to be given more formal authority over local decision-making and powers
to make changes to services in practice. The lack of authority of STP leaders was
recognised as an issue by a range of interviewees from different organisations – not
just the STP leaders themselves. For example, one interviewee said that:
They haven’t been appointed formally to that role, none of them, nor are they
elected formally to that role, so there is a real governance issue beginning to
bubble up.
STP leaders wanted clarity on these issues about their future role from national
NHS bodies – but had not received it during the course of our research. This lack of
clarity, combined with the pressures of doing the job, meant that some STP leaders
were considering whether they would continue in the role in the future. As one said:
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At some stage, certain people like me probably get to a position and say, ‘actually,
I am just going to go back to my day job’, because it is quite a challenge doing all
of this in a sea of fog.
For those working with them, the style and approach of STP leaders was important.
Interviewees talked about the need for STP leaders to be collaborative, empathetic
and able to engage a wide range of stakeholders in decisions, as well as being good
communicators and influencers. At the same time, they also needed to be able to
address difficult issues directly with their colleagues. Experience was important
too – particularly in leading large-scale change and having an understanding of the
whole health and care system. As one interviewee told us, this often requires a new
set of skills from traditional NHS leaders:
So whereas, you know, the chief exec of one of the providers can just go and make
it happen, actually, that’s fine if it’s in their organisation. But if it’s not, then you
have to do it through the negotiated approach. There really is different leaderships.
We talk about different leadership needed [for] an integrated system – well, this is
exactly the same sort of leadership that’s needed.
Interviewees made the point that these behaviours needed to be developed by all
leaders across the health and care system – not just the named STP leader. But while
some chief executives were seen to be naturally collaborative in their approach,
others needed to adapt their leadership style to be able to work more effectively
across organisational boundaries.
Where leaders had a history of working together across the STP footprint, this
provided a far stronger foundation for joint working on the STP and more
collaborative and inclusive leadership styles. In one area in particular, leaders had
worked together on a number of strategic initiatives in the past. The area had also
experienced relative stability of senior leaders over a number of years. This meant
that the task of building relationships and understanding the priorities of different
leaders and organisations was far simpler compared with other STP areas. It also
meant that leaders felt more able to cope with the inevitable tensions experienced
throughout the STP process (see Section 5).
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Who has been involved
in developing STPs?
5

STP footprints cover many different organisations responsible for commissioning
and providing services. Levels of involvement in the STP process between these
organisations have varied – both between different parts of the health and care
system and between STP areas. This section explores levels of involvement in the
STP process at a local level from within the NHS, by local authorities, by patients
and the public, and by other organisations. It also describes how leaders from these
organisations worked together on STPs and some of the cultural and relational
issues they faced in doing so, as well as the positive progress being made in building
a sense of common purpose between leaders.
Involvement within the NHS
Despite STPs being an NHS planning initiative, levels of involvement and
engagement in STPs by organisations from within the NHS have varied widely.
Across all four STP areas involved in our research, the NHS organisations most
actively involved in the STP process have been CCGs and major NHS providers
(particularly acute providers). Leaders from these organisations have typically
been involved in STP decision-making and governance processes, as well as being
responsible for leading or contributing to work to develop the plans. The depth
of involvement within these organisations, however, has typically been shallow,
with clinical teams in particular often only weakly engaged in the process. This is
explored in more detail below.
Within this picture, the involvement of NHS community and mental health service
providers has been the most variable. In one of our STP areas, for example, a
dedicated working group had been established to develop a mental health strategy
for the STP area, involving a range of representatives from relevant services. In
another area, however, mental health services had played a minimal role in the STP
process so far – both in terms of the organisations involved and the focus of the
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plans being developed. The involvement of these services depended heavily on local
context and the history of collaboration within the footprint.
Across all four areas, those least involved in the process from within the NHS
were GPs and primary care services. Leaders described how difficult it was to
meaningfully engage general practice ‘as a provider’ in the process, given the large
number of GPs in each area and the differences in views between them. The ‘voice
of primary care’ was seen as a major gap in STP governance processes and work
to develop the plans. For example, one interviewee described how primary care
representatives were missing from key STP events:
If I were to look round and think about the people who were in the room at the
stakeholder… the two stakeholder days, I couldn’t say that there was anybody
who I thought was representing primary care. So, I think they probably remain a
hidden voice in all of this.
Unsurprisingly, this meant that other issues tended to receive more attention:
I don’t think we’re talking enough about primary care. We’re talking a lot about
acute service configuration.
Interviewees described the various routes they were using to try to engage GPs in
the process. For some, CCG involvement was seen as a proxy for GP involvement.
But most CCG leaders we interviewed were clear that they were involved in the STP
process as commissioners rather than providers or primary care representatives. In
areas where GP federations or large GP providers existed, they were seen as another
route to access the views of primary care. But these groups were often ‘emergent’
forms of collaboration rather than well-established provider groups, and even where
they did exist they were unable to speak on behalf of primary care across the whole
STP footprint. At least two areas were also starting to try to engage GPs through
local medical committees (LMCs).
Despite these efforts, none of our interviewees believed that their STP footprint
had been successful in engaging primary care services in the plans so far. As one
leader told us: ‘It’s so hard and so complex and we don’t have the time.’ Instead, some
interviewees told us that GPs and primary care services needed to be engaged at a
local level (for instance, in CCG areas) rather than through the STP programme.
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Clinical engagement
As well as GPs and primary care teams, clinical engagement in STPs has also
been weak. Clinical reference groups had usually formed part of STP governance
structures, and various workshops had been held to try to involve clinicians at
different points in the process. But most leaders told us that the tight timescales
given to develop the plans had largely ruled out meaningful engagement
with clinicians:
There is a number of meetings, but again… there is a real expectation that people
just drop stuff for the STP meetings, when probably you won’t get any clinical
involvement. Because certainly consultants need six weeks’ notice to be able to
cancel a clinic, so the whole STP process is defaulted on that.
Leaders also recognised the time it often takes for clinicians from different parts of
the system to come together and build trust and relationships – particularly in areas
with little history of collaboration between providers:
If you want to change community services, and pathways, and how hospitals
work, you find the time for hospital consultants and GPs to go out for a meal, or
do something informal and talk it through. Then, have some follow-up, formal,
sort of, meetings… It will happen. But the whole… because, it’s gone at such
pace… I mean, everybody’s assumed everybody knows each other, everybody
assumes everybody knows how everybody else works.
Leaders from all areas were concerned about the lack of clinical engagement in
STPs so far. Securing deeper levels of engagement was a common priority, and
interviewees recognised that ‘nothing is going to happen’ in practice if clinical
teams are not actively involved in the process. At the same time, leaders also made
the point that clinicians and frontline staff were already involved in various service
improvement programmes within their footprint (for instance, at a CCG or trust
level). Clinicians in two STP footprints, for example, had recently contributed to
major clinical service reviews that were being used to inform the content of the
STP. A lack of clinical involvement in the STP process directly, therefore, was not
necessarily equated with a lack of clinical involvement in the content of the plans.
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Involvement of local authorities
The strength and depth of local authority involvement in the plans has varied
between STP footprints, ranging from strong involvement in decision-making and
planning to very weak involvement in all aspects of the process.
In two of the four footprints involved in our research, local authorities have played
a limited role in the process. While a small number of local authority leaders had
attended STP meetings and been asked to provide comments on draft documents,
they had typically played a minimal – and, in some cases, non-existent – role in
developing the detail of the plans. Local authority leaders in these areas stressed
that there is a difference between being informed about a plan (for instance, at a
meeting) and being actively involved in developing it. They also described a range
of issues with the way that NHS leaders had involved them in STP governance
processes – for instance, by only involving one local authority leader in STP
meetings and expecting them to speak on behalf of their colleagues from other
areas. As one local authority chief executive told us: ‘there’s no way that talking to
me gives you any mandate to decide how [another area] might be impacted by STP’.
When local government leaders in these areas were consulted on the STP, it was
usually for particular elements of the plan rather than as equal partners in its
overall development:
What seems to happen is that health recognises certain areas that are definitely
local authority areas and they almost say: ‘well, they are the areas that we’re going
to talk to you about’. Whereas actually, local authorities more and more have
responsibility for the whole system, and so you need to be treated as an equal
partner rather than a consultee on a section within the STP.
As a result, local authority leaders in these two areas felt little ownership of the
plan that was being developed. On the day of the draft STP submission in June, for
example, one local authority chief executive told us: ‘I mean, I don’t even know what
the STP looks like.’
This lack of involvement was a concern for local authority leaders. They recognised
the impact that the plans could have on their local populations. They also highlighted
the contribution that they could have made to the plans if they had been more
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involved in developing them. Some of their other colleagues, however, were far more
dismissive of the STP process altogether. For example, one local government leader
told us that:
The other [local authority] chief execs, they really just don’t buy into this. The
majority of chief execs in [place X] just think it’s a joke.
In our other two footprints, the involvement of local authorities in the STP process
was far stronger. Unsurprisingly, the strongest level of local authority involvement
was found in the STP footprint being led by a local authority leader. Interviewees
from this area described high levels of collaboration between the NHS and local
government, with one NHS leader describing the STP process as ‘a refreshing,
positive symmetry between local government and health’. While this was partly
attributed to the good history of collaboration between the NHS and local
government within the STP footprint, local authority leadership of the STP process
was seen to be important too. Compared with other STP areas, the scope of the
plan being developed in this area seemed to extend furthest outside the realms of
the NHS – for example, with a dedicated working group focusing on housing and
environmental issues.
Despite the wide variation in local authority involvement in STPs in practice, all
NHS leaders talked about the importance of involving local authorities as much as
possible in the process – even if this had not happened so far. The reasons offered
were sometimes overtly political, with NHS leaders recognising the need to engage
local politicians early when difficult decisions were likely to be made about acute
hospital reconfigurations. The political dimension of the plans is explored in more
detail in the box, p 41. The important role of local government in improving broader
population health and wellbeing was also recognised by interviewees. NHS leaders
also valued the experience of local government in managing significant budget cuts
while maintaining services, as well as their skills in public engagement.
Where collaboration between the NHS and local government so far had been weak,
a number of explanations were offered. For some interviewees, it was because
relationships between the NHS and local government primarily existed at a local
level (for example, between a single local authority and a CCG) rather than across
the STP footprint. Replicating these local relationships across a wider geographical
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area was not always easy. For others, it was simply because the timescales to develop
the plan were just too short to allow meaningful engagement – particularly given the
pressures already facing local government. For example, local authority leaders told
us that:
In delivering this to this timescale, I honestly don’t see how they could have
effectively engaged with the local politics of every local authority in the footprint
area that they’re servicing.
They know that they need to involve local government, but they’re so focused on
the task of getting themselves sorted out so they can put in a submission, it’s very
difficult for them to do that.
This means that the blame for a lack of engagement with local authorities often lay
with national NHS bodies, rather than local leaders:
I don’t blame the people on the ground up here for the fact that we don’t feel
engaged, I blame the pace that’s being dictated by central government – the
Department of Health somewhere I suspect.
These criticisms did not stop at the STP timeline. Interviewees also told us that
the national process had been ‘exclusive of local authorities’ – focusing primarily
on NHS services and not considering the role that local authorities would play in
developing the plans. The original STP planning guidance, for instance, contained
only minimal references to local government and how they should be involved in
the process. This meant that local government leaders were often unclear about the
part they were expected to play in developing the plans.
Involvement of patients and the public
Patients and the public have been largely absent from the STP process so far. In
all STP areas, leaders told us it was almost impossible to involve patients and the
public effectively in the plans within the timescales available (or, as one leader told
us, ‘it’s a complete no-hoper’). Patient and public involvement was therefore seen as
something that local areas would need to do once their STPs had been submitted,
rather than before.
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We did find a small number of examples of patient representatives being involved
in limited discussions about their local STP. This included members of Healthwatch
attending meetings or STP steering groups, as well as patient and public
representatives attending STP workshops. Some areas were also using local processes
(such as patient and public involvement panels) to keep members of the public
informed about the development of the plans. But despite these examples, leaders
in all areas were clear that patient and public involvement in practice has been
minimal. This was seen as a clear risk to the success of STPs. It also meant that the
voice of ‘real people’ was missing from the process:
I’ve been in meetings where I’ve felt a little bit like, you know, where are the real
people in this?
As well as the timeline creating a barrier to meaningful public engagement, national
NHS bodies had also asked STP leaders to keep details of draft STPs out of the
public domain. This included instructions to actively reject Freedom of Information
Act requests (FOIs) to see draft plans. Two main reasons were given for this. The
first was that national NHS leaders wanted to be able to ‘manage’ the STP narrative
at a national level – particularly where plans might involve politically sensitive
changes to hospital services. The second was that national leaders did not want draft
proposals to be made public until they had agreed on their content. Local leaders
were typically unsupportive of this approach:
All the national guidance says don’t share it, don’t put in the public [domain]
because people like [X national leader] and [X national leader] want to manage
the national political messages to make sure that things like hospital closures and
things like that don’t get leaked… I think that’s a bit of a wrong judgement call
because I think at the end of the day, things will get leaked so it’s better to actively
involve people.
One of the big risks is the ludicrous suggestion from the top that actually the
documentation shouldn’t be shared at this stage, it should be kept private
and confidential.
So there is potential, because of this hold on engagement, that they’ll get it [their
STP] all signed off, just about, and then they’ll just have a massive fight.

Who has been involved in developing STPs?

37

Sustainability and transformation plans in the NHS

1

2

3

4

5

6

7

8

9

10

That said, in areas where major hospital reconfigurations were being planned, some
NHS leaders did agree that details of specific changes should be kept private until
formal public consultations could be launched. This was primarily for legal reasons.
Leaders from some areas also thought that public involvement in STPs would create
‘engagement fatigue’, given the range of other initiatives planned or under way within
local areas. As one leader told us: ‘I struggle to get my head around this plethora
of initiatives – and explaining that to the public – it’s just… their eyes roll.’ Others
made the related point that various parts of their STP were based on pre-existing
local plans, which had already been developed in collaboration with patients and the
public. Notwithstanding these caveats, leaders in all areas were worried that the lack
of meaningful public engagement in the plans would be damaging for the process.
Involvement of the voluntary sector and private providers
Engagement with the voluntary sector throughout the STP process has also been
limited. Like with patients and the public, representatives from voluntary sector
organisations had sometimes been involved in STP workshops and meetings. But
they had rarely played a significant role in developing the detail of the plans.
The challenge of engagement between the NHS and the voluntary sector seemed
to be two-way. Interviewees talked about the difficulties of knowing how to access
and engage with a large number of disparate voluntary sector organisations across
their area. Voluntary sector organisations also seemed to find it difficult to engage
with the NHS. As one leader told us: ‘they would want to be engaged, but they find
it hard to find the right place and the right mechanisms for their voices to be heard’.
For these reasons, voluntary sector engagement typically seemed to have been put
on the ‘too hard to do’ pile, as one leader described it.
The exception to this rule was found in one STP footprint, where the leader of a
social enterprise providing community services was responsible for leading the
development of part of the draft STP. But even in this area, broader voluntary sector
engagement (beyond organisations providing core NHS services) in the process
had been weak.
The same was true for representatives from private sector providers. While some
private providers were involved in STP workshops in areas where they already
delivered services – for instance, out-of-hours providers – the involvement of
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private providers in the STP process was limited across our four areas. In most cases,
this was simply because of the peripheral role that these providers played in their
local system. The involvement of private sector management consultants, however,
was much more widespread and is explored in Section 6.
Relationships and behaviours
Regardless of which organisations had been more or less involved in the process,
all STP areas had experienced tensions between organisations and leaders
when developing the plans. These tensions were typically seen as an inevitable
consequence of organisations being asked to collaborate in a policy environment
that was not designed to support joint working. The ability of leaders to overcome
these tensions was highly dependent on the strength of the relationships between
them and their history of collaboration prior to the STP.
Tensions between acute providers in the NHS were common – especially when
options for reconfiguring acute services were being considered as part of the STP,
creating perceived ‘winners’ and ‘losers’ between different providers within the
footprint. The annual contracting round in the NHS also created considerable
tensions between commissioners and providers – being variously described as
‘bruising’, ‘dreadfully dysfunctional’ and ‘an enormous waste of time’ by CCG and
provider leaders. These transactional discussions created a weak foundation for
joint working on STPs. As one CCG leader explained:
We’ve just had a very bruising contract negotiation round with the acute hospital,
so they are very, very bruised, and they are now saying ‘what is the point of us
doing transformation?’ The relationships are incredibly low.
Each STP footprint also experienced their own set of locally specific conflicts and
tensions – for example, resulting from longstanding competitive behaviours between
particular leaders and organisations. These tensions were rarely amenable to quick
fixes, requiring time and effort on behalf of leaders to manage as the process went
on. Tensions were also created by the manner in which STP leaders and footprints
were defined, as described in Section 3.
Overcoming these kinds of relational and behavioural issues was generally seen as
the most challenging part of the STP process, as well as the most important. But the
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tight timescales available to develop the plans meant that the technical components
of the process – such as developing governance arrangements or calculating the
size of financial deficits – had often received more attention than the need to build
trust and relationships across the system. Leaders recognised that far more attention
needs to be paid to these relational and behavioural components of change in future
– particularly in areas with little history of collaboration between organisations
and leaders.
Positive progress and a sense of ‘common purpose’
Interviewees also talked about the positive progress they were making – albeit
slow, in some cases, or from ‘a long way back’ – in building relationships and
strengthening partnerships across their local system. Leaders in most areas felt they
had made progress in building a sense of ‘common purpose’ as the STP process has
gone on, as well as a general commitment to collaborate to improve services:
On the whole, people are trying to work together, and whilst there are some
natural tensions, people are collectively trying to do the right thing.
I think there is a sense of common purpose there and people are getting on
and working together and to some extent overcoming some of those sort of
historical things.
Some leaders said that the STP process had been a useful catalyst for establishing a
‘common purpose’ and engaging different parts of their health and care system in
local planning processes. In one of the four areas, where organisations were already
used to working together across the STP footprint, the process had been seen as
an important and welcome opportunity to accelerate existing plans for service
changes and develop momentum behind these plans. The STP had also been used
by NHS leaders in this area as a way to draw colleagues from local government into
discussions about planning for the future.
Across all four STP areas, we found a general agreement among leaders that
collaborating to improve services and manage limited resources was the right thing
to do. This meant that, despite the range of issues with the STP process and the
tensions experienced along the way, leaders were typically committed to working
together to address common challenges.
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The political dimension of sustainability and transformation plans
Leaders from all STP areas recognised the potential political problems that their plans
might face once they became public, at both a local and a national level.
At a local level, a number of NHS leaders were concerned about the potential reaction
from the public and local politicians to the service changes being proposed in their STP.
This was particularly true when STP footprints were considering reconfiguring acute
hospital services – such as consolidating services currently provided on multiple sites, or
downgrading accident and emergency (A&E) services. As one leader said, ‘there is going
to be noise’ from local people and politicians when the plans are finalised and announced.
The lack of extensive public engagement in the plans so far was seen to have added
to this risk.
A small number of leaders also highlighted the potential political issues that would be
created by STPs at a national level – again, particularly given the number of areas across
the country making plans for reconfiguring acute hospital services. One leader said:
So when we get to a point where we can clearly articulate the change, that’s going to
be a lot of quite difficult changes that are articulated all at the same time. Now, that’s
always been an issue, but that’s now even more difficult given the fragility of the
political system. So will there be appetite for political support, for example, to reduce
the number of type one A&Es?
Interviewees hoped that national NHS leaders would provide political support for the
changes being proposed in their area – or ‘air cover’, as some leaders described it –
including by communicating the benefits of the potential changes to national politicians.
The uncertainty created by the referendum result to leave the European Union, as well as
the arrival of a new Prime Minister, led some leaders to question whether there would be
political appetite for these changes. As one leader told us:
And I still wondered, you know, before all of this, how much bottle they had and how
much political knowledge they would withstand at any one time. Because, you know,
it’s going to be difficult in particular constituencies where change is required. But
now, I think there’s no possibility of doing any of that until the political leadership
at a national level is settled.
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How has the STP
process been managed
by local areas?
6

Significant amounts of time and energy have gone into managing the STP process at
a local level. STPs are being developed alongside various other planning processes
and strategic initiatives, as well as the day-to-day work of commissioning and
providing health services. Making all of these things happen at the same time has
been challenging – and sometimes impossible – relying in large part on the goodwill
of staff and their intrinsic motivation to improve services. In this section we
describe how the STP process was resourced and managed at a local level, as well
as how teams worked together to set priorities for their plan.
People and resources
The STP areas involved in our research had not received any additional money from
national NHS bodies to fund the development of their plans. This meant that local
leaders needed to rely on existing staff and resources to manage the STP process.
They typically did this by:

••

creating new teams made up of staff from existing planning roles

••

funding new roles for the STP process – for example, STP programme directors

••

asking staff to do work on the STP on top of their existing responsibilities

••

hiring management consultants and other external advisers.

The resources being invested to do this were often substantial. In one area, a team
of 12 NHS staff had been put in place to lead the STP programme management
office, supplemented by a number of working groups involving staff from different
parts of the system. In another area, at least £500,000 had been invested to manage
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the STP process up to July 2016; leaders estimated that this would need to grow
to around £3 million to manage it over the following year. In most cases, these
arrangements had taken time to put in place – sometimes needing funding to be
agreed between different organisations – and meant resources being diverted away
from other initiatives or local priorities. Even in one area where formal programme
management arrangements had not been put in place, leaders and their teams were
still investing a significant proportion of their time to work on the STP.
Despite this, most leaders still felt that they did not have the resources they needed
to develop a sufficiently detailed plan. Teams were having to juggle work on the
STP with other full-time responsibilities, relying heavily on the goodwill of staff
to manage the additional workload. One leader told us that: ‘given the scale of this
programme, it’s nowhere near sufficiently resourced’. The scale of investment required
was also expected to grow as the process moved from planning to implementation.
Management consultants
Management consultants were being used to support the development of STPs in
three out of our four areas. The reasons for this varied. Sometimes they were used
to fill gaps in NHS capacity – for example, where there were not enough NHS staff
available at short notice to work on the STP. In other cases, they were used to fill
perceived gaps in NHS capability – for example, providing specialist expertise in
financial modelling. Some areas were using more than one management consulting
firm for different parts of the STP, as well as receiving support from commissioning
support units (CSUs) and academic health science networks (AHSNs). Even in the
one STP area that had not directly commissioned external support to develop its
plan, NHS England’s regional team had commissioned a management consulting
firm to carry out analytical work on behalf of its STP areas. The use of external
advisers to support the planning process was routine.
Some leaders felt that STPs had ‘created an industry’ for management consultants –
and questions were raised about why money is being invested in advice from private
companies instead of in frontline services. In one area, STP leaders even felt under
pressure from NHS England’s regional team to increase the amount of money they
were spending on management consultancy support. One leader told us they were
‘picked out’ for not spending enough on their STP programme, compared with
other STP areas in the region.
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Leaders questioned whether this kind of reliance on management consultants was
sustainable in future. As well as expressing concerns about the financial implications
of continuing to use management consultants, leaders recognised the need for STP
areas to build their own capacity and capability to support the implementation of
their plans.
Responding to the national process
The day-to-day management of the STP process by local teams largely centred on
the need to meet various national planning deadlines. Draft documents needed to
be produced, discussed at meetings or workshops, and circulated to key individuals
before they could be submitted to regional or national NHS bodies. The timelines
for doing this were tight – and, for most leaders, unrealistic. Multiple draft plans
were being produced in quick succession to respond to local and national feedback;
leaders from one area talked about producing around five draft plans a week ahead
of the June planning deadline – sometimes being circulated in the early hours of
the morning. In this context, getting meaningful engagement on the content of
plans from a variety of people was difficult – often being done by email and at the
last minute:
It’s not enough to say ‘that’s what’s going in tomorrow’. That’s not involvement,
that’s not engagement with the process. That’s just us doing something and then
just sharing it at the last minute. But that’s the timeframe.
I’d probably say, by definition, you should never manage by email, and I’d say the
whole STP has been managed by email… And it’s cheap management – ‘if you
don’t come back to us by this time or date then it’s taken as it’s agreed’. I mean,
every timeline is just silly, it’s normally one and a half/two days’ turnaround.
As well as the tight timelines creating difficulties for local teams, interviewees
also described the challenges created by the way that the process was managed
by national NHS bodies. Planning guidance and templates often arrived late.
Expectations for the plans seemed to change and grow over time. And the process
for submitting and redrafting plans was often unclear and subject to change. These
issues made local management of the process more difficult, and are described in
more detail in Section 7. Some areas were better able to cope with these challenges
than others. In one STP footprint, well-established programme management
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arrangements already existed to lead system-wide changes to services. This eased the
process of managing the day-to-day work on the STP.
A number of interviewees commented on the large proportion of their time that
seemed to be spent responding to requests from national NHS bodies rather than
focusing on the detail of developing their plans. STP areas were asked to complete
and submit various draft plans and templates throughout the STP process. This
consumed staff time and effort. As one leader said: ‘the risk is that you start to
manage a process rather than develop a meaningful plan’. Another leader – echoing
the comments of others from different footprints – thought that time and energy
was being wasted ‘feeding the beast’:
But it’s so much of our time and energy with these f***ing documents… feeding
the beast when it’s the beast that feeds you through NHS Improvement, NHS
England. I mean, the time my staff spend on creating documentation is just grim.
Managing existing work alongside the STP
Leaders and staff in all areas struggled to manage their existing workloads and
priorities alongside work on the STP. For some organisations – particularly NHS
providers – managing current financial and service pressures while also being
involved in the STP has been a big challenge in itself. This was particularly true
in areas where NHS providers were under pressure from regulators to improve
performance and meet organisational targets. Interviewees from local government
also told us about the difficulties of finding time to work on STPs when they face
significant pressures of their own.
For many organisations, STPs were also being developed alongside a number
of other transformation initiatives, such as vanguard sites, devolution plans,
organisational mergers, and other local integration programmes. This was true
in all four of our STP areas. It meant that leaders and staff had to balance their
time between multiple initiatives and plans, often on top of their day-to-day work.
Making this balancing act work in practice was not always possible, and often meant
prioritising the STP over other initiatives. For example, one CCG leader described
how work on their local integration programme – which had been in development
for nearly two years – had been put on hold so that staff could work on the STP:
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It’s stopped, yes, it’s literally stopped. And both in terms of people’s time, energy,
it’s just stopped.
A lack of clarity about the relationship between various programmes and initiatives
made this balancing act more difficult to achieve. This lack of clarity was partly
caused by differences in boundaries and timelines between initiatives – for example,
devolution plans were often being developed across different areas to STPs, as
well as to different deadlines. But it was also caused by local leaders not knowing
which initiatives took precedence in the eyes of national NHS leaders. For example,
should leaders prioritise work on existing vanguard programmes, or should they
instead be working on the STP? And what about plans for devolution? While leaders
recognised the links between these programmes, they often talked about the choices
that needed to be taken about where to focus their limited time and energy.
Leaders in some areas were also concerned that future funding for their local
transformation work would now be reliant on STPs. In one area, for example,
leaders from local government were told by NHS England that funding for their
devolution plan was now conditional on developing an acceptable STP across a
wider geographical footprint. This caused some frustration within local government
– particularly given that these devolution plans pre-dated work on STPs. Similar
tensions existed for some vanguard programmes.
Setting priorities and developing the plan
The process of setting priorities for STPs varied across our four footprints. Some
areas started by understanding the ‘gaps’ in health care quality, health outcomes
and finances in their area, and used these to identify priority areas for their STP.
A number of leaders commented that closing gaps in NHS finances seemed to be
the key priority for national NHS bodies, particularly as the process went on (see
Section 7). Other footprints primarily used existing plans or initiatives – both
across the footprint and in local areas – as the foundation for their STP, rather than
identifying ‘new’ priorities per se. This was particularly the case where plans for
service changes already existed across the STP footprint – as in one of our areas in
particular – making the local planning and decision-making process far simpler
than in other areas. In reality, each footprint used a combination of approaches to
set their STP priorities, but the balance between ‘old’ and ‘new’ priorities varied
between areas.
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For most leaders, the process of planning across multiple organisations and areas
has not been simple. Two footprints in particular have struggled to make their
STP more than just a sum of pre-existing local plans. Some leaders saw planning
at an STP level as ‘a game’ to be played to secure transformation funding to be able
to carry on with their own local initiatives. Others were more positive about the
opportunity to join together different local plans and identify common elements for
improvement between them.
Whichever way priorities were established, reconfigurations of acute hospital
services (of different varieties) were often high up the agenda. This was not always
welcome. Many leaders were concerned that not enough attention was being paid
to primary and community services and the wider determinants of health. Leaders
from various parts of the health and care system talked about the imbalance in their
plans towards acute hospital services. There was a sense among some leaders that
broader priorities were often getting lost in a drive to achieve financial balance and
in the context of growing pressures on acute services:
Actually it feels to me as though we’ve got to turn the whole thing on its head
and to think much more around actually what are we going to do to actually
invest in community and build resilience, really up the prevention agenda, think
about how we redesign health and social care together, building up primary
care, community care. That feels to me as though it’s getting lost in this drive for:
‘you’ve got to make it balance and the only way you can do that is through the
acute reconfiguration’.
We are a system, like a lot of them, where it feels as though the pressure will keep
reverting, will keep reverting to urgent care, and that I’m going to have to keep
pushing and saying, ‘let’s keep it much broader’.
When draft STPs were produced, leaders in all areas commented that their plans
were ‘high level’ and lacking in detail on how broad principles (such as strengthening
primary and community services) would be put into practice. This was seen as an
inevitable consequence of the timescales that had been given to develop the plan – as
well as the need to keep key details of service changes (where they existed) out of the
public domain. But it meant that leaders often only felt ownership of the broad vision
or ‘case for change’ set out in the STP, rather than any specific service changes to be
implemented. For example, one leader said:
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What there isn’t is any granular plan. What there isn’t is any substance that will
show how it’s to be done. Who can argue with maximising prevention, sort of,
getting into health promotion and treating people closer to home and all the rest
of it? Everybody agrees with that but it’s what you mean by it and how you make
it happen, and that’s what’s missing.
More detail, however, was required of local leaders when submitting financial
templates to national NHS bodies. Each STP footprint had been asked to complete
a spreadsheet setting out how they would achieve financial balance in future. These
spreadsheets focused on NHS finances rather than combined gaps in NHS and local
government finances, which was an issue for some local leaders who had wanted to
take a broader approach to local finances. These templates were not submitted by
all four of our STP areas in time for the initial deadline (June 2016). But for those
areas that did, many local leaders did not feel confident about the assumptions and
analysis underpinning their projections. Again, leaders told us that developing
credible projections for system-wide finances in the time available was difficult.
As one NHS provider sector leader said:
So, if you think about all that productivity and such like, over a longer time
period, you could probably have facilitated it, and done a really good OD
[organisational development]/development piece with the respective finance
directors in [footprint X]. They never get the chance to meet together. If they
got to a stage of, ‘let’s actually do open book with each other, and then talk it
through properly’, you could make real credible progress about how the financial
sustainability comes together. But within that timeframe, you’ve either got, at best,
deputy finance directors in the room, or associate finance directors, who probably
had five minutes in a corridor with their finance director… and that’s the same for
every piece, whether it be workforce, or any of these things, or estates… If you’re
going to do it you might as well do it well, and if you’re going [to] do it well, you
can never do it in two months, or whatever we’ve tried to do it in.
The challenge recognised by leaders in all areas was how to turn their high-level STP
drafts into more detailed plans that could be implemented in 2017. Local leaders
were hoping that this detail could be developed in time for their final plan to be
submitted in October 2016, but recognised that even the final plan was likely to
need further work and consultation.
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How has the process
been managed by
national NHS bodies?
7

National NHS bodies have been responsible for the overall direction and
management of STPs across England. While local leaders were generally supportive
of the broad idea behind the STP process, they experienced a number of issues with
the way it has been led and managed at a national level. In this section we describe
local leaders’ perceptions of the overall management of the STP process, the
fragmentation often experienced in the approaches taken by national NHS bodies,
and the role played by national bodies in establishing priorities for the plans.
Process and guidelines
Interviewees were generally critical of the way the STP process had been managed
by NHS England and other national bodies. Guidance promised to support areas to
develop their plans typically arrived late and, in some cases, never materialised at
all. When guidance or templates were produced, local leaders told us that they often
created ambiguity over what the plans should include. For example, STP guidance
simultaneously asked leaders to address a long list of national requirements while
also focusing on a small number of priority areas. The guidance also often arrived
too late for leaders and their teams to adequately respond within the allotted
timescale. Detailed financial templates, for instance, arrived at the beginning of
June – less than a month before they were due to be submitted.
The timelines and expectations for the plans also changed over time. Planning
deadlines were revised as the process went on, and leaders typically had very little
knowledge of how future stages of the process – for example, assessment of their plans –
would work in practice. The list of requirements for what should be covered in STPs
has also grown. At the end of June 2016, for instance – just days before draft plans were
due to be submitted to national bodies – letters were issued by NHS Improvement
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calling on STP leaders to include plans for consolidating back‑office and pathology
services in their STPs. This created a sense for some leaders that the scope of STPs was
continually growing; as one leader described it: ‘every issue, every problem, everything
that is raised will be sorted out through the STP’. It also meant that the focus of local
leaders was constantly being pulled in different directions:
Monday we’re told we’re straight, on Wednesday it’s turn right, Friday it’s
do a U-turn.
Even when deadlines were changed to give leaders more time to produce a final
plan, most felt that the timelines given to complete their STPs have been unrealistic.
Leaders were concerned about their ability to develop a meaningful plan within
the timescales available. They were also concerned about the amount of time spent
‘managing the process’ rather than the detail of the plan (see Section 6). While leaders
recognised the need for pace in meeting the challenges facing local services – and, in
some cases, said that speed of the process had galvanised local partnerships – we were
told that there needs to be a balance between ‘pace and reality’. The tight timescales
in which to develop the plans caused a variety of problems for local leaders – for
example, in securing widespread involvement in the process (see Section 5).
This combination of issues gave many local leaders the impression that NHS England
and other national bodies lacked a clear plan for STPs. One leader said that national
bodies seemed to be ‘making it up as they go’. Another said: ‘sometimes it just
doesn’t feel like they know what they are doing’. One leader described the process as
‘a shambles’. More importantly, interviewees felt that the way the process was being
managed at a national level was making the task of developing STPs more difficult.
One leader told us that ‘effectively we’re trying to do a good job in spite of the centre’s
approach rather than because of it’.
These negative attitudes towards the management of the process contrasted with the
more positive attitudes of local leaders towards the principle of STPs. Interviewees
were typically supportive of the concept of working together to develop plans for
the future, and recognised the need to collaborate to meet the challenges facing
local services:
So I think inherently the concept is a good one – (a) of the STP and (b) of…
balancing service considerations with citizen outcomes and money, broadly. That’s
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the fairly decent thing to do, as well as taking a run at these things and trying to
have a longer-term plan and view of it. So I think that’s good.
They simply felt the process had been poorly managed – or, as one leader said, ‘the
right thing being done badly’. At the same time, local leaders also recognised the
difficult context in which national NHS leaders were operating – both in terms of the
slowdown in growth of NHS funding and growing pressure from the Department of
Health and the Treasury to bring the NHS back into financial balance.
Regional support and co-ordination with national teams
Issues with the national management of the process were compounded by a lack of
alignment between NHS England’s national and regional teams in supporting STP
areas. In one area, for example, NHS England’s regional team had produced their
own guidance for STP leaders, setting out expectations for what should be included
in the plans. Subsequent national guidance contradicted these instructions, creating
conflicting requirements and additional work for STP leaders.
Examples like these were also highlighted by interviewees from NHS England,
who in some regions felt actively excluded from the STP process and ‘bypassed’ by
national teams. This in turn made their job of supporting STP leaders more difficult,
as they often lacked the right information about what was being asked of local
leaders and how the plans would be assessed. This fragmentation seems to have been
most acute at the start of the process, with some leaders reporting an improvement
in co-ordination during our second round of interviews.
The approach taken by NHS England’s regional teams in supporting the STP process
varied across the country. Some regional teams sought to exert far more control over
the process and the content of the plans than others. In one STP area in particular,
leaders told us that the regional team’s approach felt interventionist and ‘top-down’.
The regional team had asked STP leaders to complete various documents and
templates in addition to the national process, often within unrealistic timescales:
‘there is a tendency to fall into the whole, you know, “we need a 10-page slide pack
by tomorrow”’. This left some leaders feeling disempowered by the process.
In other areas, interviewees were more positive about the supportive role that NHS
England regional teams have played at different points throughout the process. This
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included being involved in STP leadership meetings, reviewing draft plans, and
helping local leaders prepare for their STP review meetings with national leaders.
Regional teams had also organised various events to try to share learning between
different STP footprints and secure deeper engagement in the process. While NHS
Improvement’s regional teams had begun to play a greater role in the process as
it went on (for example, attending STP meetings), and were working with NHS
England’s regional teams to do this, NHS England seemed to be playing the leading
role in providing regional support for the STP process. It is worth recognising that
NHS Improvement as an organisation was in a process of transition throughout
our research.
Tensions between NHS Improvement and NHS England
Interviewees described tensions in the approaches taken between NHS England and
NHS Improvement throughout the STP process, and the impact this was having on
their ability to work together. As described in Section 4, local leaders talked about
the governance challenges of being asked to work collectively on STPs while still
being held to account as individual organisations. Unsurprisingly, this tension was
being played out in practice in our STP areas – with NHS Improvement often being
seen to prioritise improvements in NHS provider performance over system‑wide
performance through STPs. CCG leaders in particular felt that ‘unhelpful’
conversations were taking place between NHS Improvement and NHS providers –
particularly in relation to the need to reduce financial deficits.
For STPs to work in practice, interviewees talked about the changes needed in how
national NHS bodies work together to support collaboration between organisations,
rather than reinforcing the barriers between them. For example, one interviewee
from NHS England said:
This is another part of the governance picture – not just how they [local NHS
organisations] arrange themselves to be able to do this in collaboration, but
actually how we, as regulators, arrange ourselves around them, so that we don’t
undermine it.
Some interviewees felt that alignment was stronger at the top of NHS England and
NHS Improvement – for example, between Jim Mackey, Chief Executive of NHS
Improvement, and Simon Stevens, Chief Executive of NHS England. Both of these
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leaders had attended meetings with STP leaders at different points in the process to
discuss draft plans and key issues to be addressed (see Appendix). But this alignment
was not always mirrored within their organisations and in the approaches taken in
practice to regulation and performance management of different parts of the NHS.
The priorities of national bodies
While guidance produced by national NHS bodies had provided long lists of
priorities for local areas to address in their STPs, many interviewees felt that the
top priority for national leaders was increasingly ‘the money’ – and, in some cases,
‘acute trust reconfiguration and the money’. Midway through the STP process,
leaders had been asked to complete detailed financial templates setting out how
their plans would close gaps in local NHS finances. Feedback on draft plans from
national bodies also often focused on how the changes being proposed would
deliver financial savings – in some cases encouraging NHS leaders to be more
ambitious in thinking about what could be achieved.
Leaders in one area, for instance, were asked to revisit their initial plans because
they had not been able to show how they would close the significant gap in local
NHS finances:
But the reason really to go back and revisit a lot of this was, to be frank, on the
basis of the feedback from the [X national leader] discussion which was, you
know, ‘your staff have to deliver the £[X] million gap and anything that doesn’t
answer that question really isn’t going to cut it’.
The scale of the financial savings required often meant that local leaders were
exploring changes to acute services as a major part of their STP, alongside
other organisationally based programmes (such as provider cost-improvement
programmes) to improve efficiency. One interviewee described how there seemed
to be two narratives about the STP process from national NHS bodies: the formal
narrative set out in the planning guidance, focused on a wide range of services and
priorities; and the informal ‘messages’ to local areas, focused on saving money and
making changes to acute hospital services. These informal messages had a clear
impact on the content of the plans being produced by local leaders.
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How will local areas
make change happen?
8

Across all STP areas, leaders were concerned about their ability to turn the vision
being articulated in their STP into reality. Interviewees described how the process
so far had been fundamentally geared towards producing a plan, with little time to
think in detail about how the objectives in the plan would be met. For some leaders,
this worryingly echoed the experience of previous planning initiatives in the NHS,
where bold visions had been created but implementation had been weak. As one
leader said:
We’ve got a really, really good history of producing the most fantastic glossy
award-winning plans… The weak bit is the implementation bit. And that’s the bit
I’m worried about. The big focus is on ‘getting the plan, getting the plan, getting
the plan’, and I’m thinking, ‘I’m not bothered about the plan; I’m bothered about
the moving to implementation’, and that’s the scary bit.
Leaders questioned whether they had the right skills and resources available at a
local level to implement their plans. Interviewees described the upfront investment
required to implement key parts of their plan, both in terms of capital investment
and money to fund the double-running of services while new models of care are
developed. They also talked about the need to release staff from their day-to-day
work to design and implement improvements to services – particularly clinicians and
other frontline staff. Dedicated programme management resources would also be
needed to oversee the delivery of the plans. As one leader said: ‘The main challenge
is going to be how to do this alongside doing the day job. It’s just terrifying.’ Some
leaders were also concerned about whether they had people with the right skills
within their system to manage and co-ordinate complex service changes.
These concerns about weak implementation of the plans were also linked to the lack
of engagement in STPs so far (see Section 5), the need to build relationships between
leaders, and the potential political problems caused by STPs (see box, p 41). There
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was a sense among many leaders that, despite the challenges they had experienced
in managing the STP process so far, the real challenges were yet to come. As one
leader said:
It’s really easy agreeing in principle. It’s really easy in terms of direction of travel.
I mean, there is nothing new in what’s been said in [place X] in terms of the STP
[…] that isn’t in the five year Forward View or any number of other publications,
but it’s when you actually bring it down to, well, this means choices. This means
decisions. This means choice of where you actually spend or don’t spend. It means
curtailing of some services in order to actually develop others. That’s where it…
or decisions between organisational interests, that’s where the difficulty is. We
haven’t got to those points.
These questions will be explored in more detail in the second phase of our research.
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Discussion

STPs are based on the idea that collective action is needed to address the significant
pressures facing health and care services in England. As we have argued elsewhere:
this logic is good (Alderwick and Ham 2016; Ham and Alderwick 2015). New models
of care are needed that span organisational boundaries within the NHS and between
the NHS and local government. Improving population health and wellbeing requires
co-ordinated action across the public sector and beyond. And doing both of these
requires organisations to collaborate to make the best use of the limited resources
available for improving health and care services.
The findings of this report highlight some of the difficulties experienced in making
these ideas work in practice in the NHS today. While local NHS leaders are
supportive of the idea of working together to improve care and manage limited
resources, they have been highly critical of the way the STP process has been
managed at a national level. Expectations and timelines for the plans have changed
over time, guidance has often arrived late, and there have been inconsistencies in
the approaches taken by different national NHS bodies.
These issues have made the already difficult task of developing STPs even more
challenging. STP leaders and local teams have invested significant amounts of time
and energy into developing their plans, often on top of their day jobs and other local
initiatives. Making the STP process work has relied in large part on the goodwill
and intrinsic motivation of staff – although some leaders wonder how long this
will last without additional resources to ease the pressure on their local teams.
Most areas have made progress in developing relationships and a sense of ‘common
purpose’ among leaders within the footprint, with the STP being seen as a useful
catalyst for achieving this. The importance of this should not be understated. But
deeper engagement in the process is needed and the detail behind draft plans is
often lacking.
While many of our findings are critical of the STP process and its evolution, they
need to be set in context. Given the significant financial and service pressures facing
NHS and social care services, the fact that leaders have made any progress on their
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plans is an achievement in itself – particularly given the tight timescales involved.
STPs are also being developed in an NHS environment that was not designed to
support collaboration between organisations. In many ways, STPs represent a
complex ‘workaround’ to the fragmentation and complexity introduced by the
Health and Social Care Act. In this context, significant credit needs to be given to
NHS and local government leaders involved in STPs for what has been achieved so
far; it is no exaggeration to say that STPs could have failed to get out of the starting
blocks without the hard work and commitment of local leaders.
It is also important to recognise the challenges faced by national NHS leaders
throughout the STP process. As well as working within the constraints of the Health
and Social Care Act, they are under pressure from central government to close gaps
in NHS finances – at a time when the NHS faces an unprecedented slowdown in
funding and dramatic cuts have been made to public health and social care budgets.
Unsurprisingly, local context and the history of collaboration within STP footprints
have also played a major role in determining the progress of the plans. Where good
relationships already existed between organisations – for instance, between the NHS
and local government – these provided a foundation for positive collaboration on
the STP. Some areas were also able to take forward and build on pre-existing plans
for service changes in their STP. Where relationships across the STP footprint were
poor, securing engagement in the process has been a major challenge in itself. This
means that draft STPs are at widely different stages of development. Looking ahead,
it also means that national NHS bodies will need to consider the different types of
support needed for STP footprints after their final plans are submitted. Leaders from
all four areas are concerned about their ability to implement the plans.
This report has painted a detailed picture of how the STP process has been managed
and led up to July 2016 in four parts of the country. As well as helping us understand
how local plans have been developed, our findings also provide important lessons
for the future of STPs and raise questions about the broader policy environment
in which they are being developed. These are explored below, along with
recommendations about what needs to be done to improve the STP process.

Discussion57

Sustainability and transformation plans in the NHS

1

2

3

4

5

6

7

8

9

10

Strengthen involvement in the process
A clear conclusion from our research is that much broader and deeper engagement
in STPs is needed in future. Within the NHS, clinicians and other frontline staff in
particular need to be actively involved in developing plans for improving services.
Previous experience in the NHS (Wilkinson et al 2011) suggests this will not be a
simple task. But ambitious goals for improving quality of care described in STPs
are unlikely to be met without deeper involvement of the people responsible for
delivering those services.
The involvement of local authorities in developing STPs has varied significantly
between areas. This should be a concern for national and local leaders. If STPs are
to improve the health and wellbeing of their local populations, local authorities
will need to be seen as core partners in developing and implementing the plans.
At a local level, this will require NHS and local government leaders to decide how
joint governance arrangements can be developed that properly take into account
the voice of local government and the differences in accountability between the two
systems. In areas with little history of joint working, it will also require time to build
relationships and a shared understanding of how the NHS and local government can
work together to achieve common goals. National NHS bodies will also need to pay
far more attention to the role of local government in their overall management of
the STP process – for instance, in STP guidance and timelines.
One of our interviewees recalled being in STP meetings and asking themselves:
‘where are the real people in this?’ The same question could be asked for the STP
process as a whole. The answer, unfortunately, based on our research, is that patients
and the public have been largely absent from the planning process so far. There
appear to be two main reasons for this: a lack of time for adequate engagement,
and instructions from national NHS bodies to keep details of draft plans out of
the public domain. Whatever the reasons, a key priority now needs to be for local
leaders to involve ‘real people’ in the development of their STP. Without this, the
‘avoidable ignorance’ about people’s preferences so often experienced at the front
lines of care (Mulley et al 2012) will be replicated across 44 STPs. Albeit late in the
process, NHS England has now called on STP areas to involve the public in their
plans (NHS England et al 2016). A range of approaches exists to support local leaders
to do this (Coulter 2010; Foot et al 2014).
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Strengthen STP governance and leadership
For STPs to work in practice, NHS organisations and their partners will need to
find ways to make collective decisions about the use of resources and how services
should be delivered. But doing this is not simple. As we described above, the major
challenge in doing this is that STPs are being developed in an environment that was
not designed to support collaboration between organisations. NHS organisations
are held to account for individual rather than collective performance. Formal
decision-making powers sit with these individual organisations rather than new
STP footprints. And local authorities have altogether separate accountability
arrangements to the NHS, including through the democratic accountability of
elected councillors. There is therefore a major gap between existing accountability
arrangements in the NHS and the kind of collective governance arrangements
needed for STPs to function.
Our research has shown that this gap is not just theoretical. STP areas are finding it
difficult to make decisions between multiple organisations, and no real delegation
of responsibility from individual organisations to system leadership groups seems
to be taking place in practice. While STP leaders have been appointed to oversee
the development of their local plan, they have no real authority to make decisions
on behalf of their system. In this context, interviewees told us that more formal
governance arrangements were needed to support their STP in future – both to
agree major service changes between organisations and to co-ordinate action to
make them happen in practice.
But how will this be done? One argument could be made that developing collective
governance arrangements for STPs should be left up to local areas themselves.
This would allow arrangements to be developed to suit local context, and fits with
evidence suggesting that locally developed rules and institutions play an important
part in solving complex collective action problems (Ostrom 2010; Ostrom 1990).
But this argument fails to recognise that many of the barriers to collaboration within
the NHS lie outside the control of local leaders – resulting instead from national
policies on accountability and performance management.
An alternative argument could be made that changes are needed in the way the
NHS is structured to create more formal responsibilities for the leadership and
management of NHS services across STP footprints. This would be one way to
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fill the vacuum in system leadership for NHS services left by the Health and
Social Care Act, as well as providing clarity about the roles and responsibilities of
STP footprints. But this argument is undermined by the previous experience of
top‑down structural reforms in the NHS, which have proved a major distraction
from the task of improving frontline services (Ham et al 2015; Ham 2014).
For the time being, the right answer is likely to be found somewhere between
these two extremes. While local organisations will need to agree on how they work
together to achieve their aims (for example, agreeing a set of ‘design principles’ for
improving services), national NHS bodies also need to play their part in removing
the barriers that get in the way of local collaboration as STPs and new care models
develop. For example, this means placing much more emphasis on holding systems
to account for collective performance as well as holding organisations to account for
individual performance. Changes to the statutory framework for the NHS may also
be needed if STPs are going to be undermined by existing rules on competition and
procurement – although there may be little appetite to do so.
National bodies also need to help STP areas understand the options available for
collective decision-making and the role that NHS organisations should play in
emerging systems of care. This might involve learning lessons from the experience
of combined authorities in local government (Sandford 2016), as well sharing
emerging lessons from areas like Greater Manchester and ‘success regime’ areas
where thinking on these issues is most advanced. Lessons should also be learnt from
the chequered experience of partnership arrangements in the public sector in the
past (Audit Commission 2005).
The role of STP leaders within these new partnership arrangements also needs to
be clarified and strengthened, particularly given our findings about the challenges
experienced by those carrying out this role so far. This might include appointing
full-time STP leaders – as is already happening in some areas through appointments
or secondments – and establishing dedicated teams with sufficient resources to help
them co-ordinate improvements in care between organisations. At the same time,
leadership will need to be both shared and distributed across STP footprints for
these improvements to be delivered in practice – recognising that making change
happen in complex systems relies on alliances and collaborations rather than the
actions of single heroic leaders (Timmins 2015; Senge et al 2015).
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Provide co-ordinated national leadership
As well as developing local system leadership for STPs, there is also a clear need for
closer alignment between national bodies in the NHS. In particular, our research
has highlighted fragmentation between the approaches of NHS England and NHS
Improvement in supporting local organisations and systems – for example, with
NHS Improvement being seen to prioritise improvements in individual provider
performance over system-wide performance. The recent single oversight framework
produced by NHS Improvement (2016c) goes some way in shifting the balance of
the NHS provider regulation towards STPs and systems of care, but the detail of the
approach set out in the framework still focuses predominantly on how individual
providers will be held to account for improving their own performance.
We have argued elsewhere that national NHS bodies should commit to producing
their own ‘45th STP’ – setting out how they will work together to provide a
consistent and clear approach to supporting improvements in local areas (Ham
2016). Our research suggests that this would be far from tokenistic – and, indeed,
would be welcomed by STP footprints. This might mean strengthening the role of
the team established within NHS England to lead and co-ordinate work on the STP
between different national bodies in the NHS. Better co-ordination is also needed
between national and regional teams within NHS England.
Do not let short-term financial objectives crowd out work on
new care models
The original purpose of STPs was to support local areas to implement the aims of
the Forward View, including prioritising prevention and developing new models of
integrated care. While these aims remain important to local leaders, the emphasis
from national NHS bodies seems to have shifted over time to focus primarily on
how STPs can bring the NHS into financial balance (quickly). This shift has been
apparent throughout the course of our research, with STP leaders under pressure to
show how their plans will close gaps in local finances. Analysis of draft plans also
suggests that addressing financial deficits is an overriding priority for STP areas
(Incisive Health 2016). Many are exploring reorganisations of acute hospital services
to try to reduce costs, alongside other methods to try to improve efficiency – like
standardising services, reducing unwarranted variations in care, and implementing
other cost improvement programmes (Incisive Health 2016; Edwards 2016).
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While closing gaps in NHS finances is undoubtedly important, there is a risk that
plans for developing new models of care and prioritising prevention – things that
are unlikely to deliver financial savings in the short term – will take a back seat.
The added risk is that STPs will become dominated by bitter public debate about
reconfigurations to acute hospital services, despite evidence suggesting that major
reconfigurations of acute services rarely save money and sometimes fail to improve
quality too (Imison et al 2014). If this happens, national leaders in the NHS will
in turn find it difficult to explain to politicians why plans intended to accelerate
integration of services and new models of care are now being used to support a
different set of objectives that played little part in the Forward View.
Instead, STPs should be used as an opportunity to support and spread the new
models of care already being developed by vanguards and other organisations
right across the country. Areas such as Northumberland, Whitstable, Salford and
Birmingham are developing new ways of delivering NHS and social care services to
better meet the needs of their local populations (Collins 2016). But as our research
has shown, maintaining work on these existing initiatives while also developing
STPs has been difficult. National NHS bodies must provide clarity to local
leaders that vanguards and other local initiatives remain an important part of the
STP process. Leaders in these areas also need to be given time to show the benefits
of the new models of care they are developing – and not held to account simply for
short-term performance. The time needed to implement large-scale change in the
NHS and to demonstrate its impact is often dramatically underestimated (Bardsley
et al 2013; Steventon et al 2011).
Investment is also required to support these new models of care to develop and
spread (Health Foundation and The King’s Fund 2015). Yet additional funding for the
NHS made available through the Sustainability and Transformation Fund has been,
and remains, primarily focused on deficit reduction rather than transformation
of services (Murray et al 2016b). The continuing use of the STF to sustain existing
services was confirmed in the most recent NHS planning guidance (NHS England and
NHS Improvement 2016a). A number of vanguard sites are reported to have scaled back
their plans as a result of shortfalls in funding (Williams 2016).
The challenge is for national NHS bodies to see investment in new care models as
part of the solution to achieving longer-term sustainability of NHS services. Doing
this, of course, is far easier said than done; national leaders in the NHS themselves
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are under pressure from government to show how the NHS will fill growing gaps
in finances and turn around declining performance. But the need for investment in
new care models is inescapable in a context where existing services are struggling
to meet the changing needs of the population. Part of the challenge for NHS leaders
lies in making this case to the current government.
Ensure that the plans, and the assumptions underpinning them,
are credible
The process for developing STPs described in this report has implications for
the content of the plans and the confidence that should be placed in them. Most
significantly, the speed at which they have been developed means that the details
behind particular service changes often still need to be worked through – the
exception being in areas where the STP is based on longer-term plans for redesigning
services. Local leaders have also raised concerns about the assumptions underpinning
financial projections made in their draft STPs. This is perhaps unsurprising – both
because of the speed of the process, but also given the pressure from national NHS
bodies to show how STPs will bring NHS finances back into balance, forcing leaders
to look for radical solutions to reduce costs and improve efficiency.
Early analysis of draft STPs (Incisive Health 2016; Edwards 2016; Ham 2016)
highlights the eye-watering efficiency assumptions that are often being made by
local leaders. For example, many areas are seeking to make major reductions in
the number of acute hospital beds by shifting care into primary and community
settings. But there are reasons to be sceptical about whether these reductions can be
delivered in the short term. A&E attendances and emergency admissions to hospital
are on a rising trend (Murray et al 2016b). And growing pressures in general practice
(Baird et al 2016), district nursing (Maybin et al 2016), mental health (Gilburt 2015)
and social care services (Humphries et al 2016) mean that significant investment will
be needed in services outside of hospitals if this shift in care is to be achieved. Even
if it can be, the ability to make savings from these changes is by no means assured,
depending on a range of factors, including whether fixed costs can be taken out of
the system (Monitor 2015b).
This is not to say that ambitions to strengthen primary and community services
and reduce demand for hospital care are wrong. It simply means that NHS leaders
need to be realistic about what can be achieved within the timescales and levels of
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funding available to them. It also means that final STPs will need to be ‘stress-tested’
to understand the assumptions behind plans for service changes and the benefits
they are estimated to deliver. More honesty is needed about what can be delivered
within the funding available to the NHS.
Focus on the skills and relationships needed to make STPs happen
The STP process so far has, unsurprisingly, focused on leaders working together
to develop plans for the future of services in their area. But as the leaders involved
in our research rightly pointed out, the real challenge lies in making these plans
happen in practice. Doing this will require multiple changes made by staff from
right across the health and care system – from teams working together to redesign
care processes, to multiple organisations working together across large geographical
areas to make improvements in specialist services like stroke or cancer care.
Improvement will come from the aggregation of multiple changes made over time
rather than single ‘magic-bullet’ solutions (Alderwick et al 2015b).
These kinds of changes will not happen by accident. They require intentional action
on behalf of NHS leaders to equip staff with the skills and resources needed to make
improvements in care (Ham et al 2016). They will also require far more attention
to be placed on the cultural components of making change happen – including
building trust and relationships – alongside the technical planning requirements
that have played a major part in the STP process so far. We will explore these
questions in more detail in the second part of our research, learning lessons from
how our four STP footprints are approaching implementation of their plans.
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Conclusion

Our research has shown that the STP process so far has been far from perfect. It is
important to recognise that our findings reflect the STP process up to July 2016,
so do not include the final months of the planning process. Nonetheless, it is clear
from our research that STPs have been developed at significant speed and without
the meaningful involvement of frontline staff or the patients they serve. The plans
are also being developed in an NHS policy environment that was not designed to
support collaboration between organisations. But STPs are still in the early stages of
development; in reality, the plans submitted in October 2016 represent the start of a
longer-term process of improvement rather than the final word on how services will
change. Lessons must be learnt from the weaknesses in the process so far. Changes
to the statutory framework for the NHS may well be needed as the process develops.
But collective action through STPs still offers a preferable alternative to the ‘fortress
mentality’ whereby NHS organisations act to secure their own future regardless of
the impact on others.
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Summary of recommendations
••

Involvement in the STP process should be strengthened at all levels within the health
and care system, particularly among clinicians, frontline staff and local authorities.

••

Meaningful involvement of patients and the public in the plans has not happened so far
and must now be a priority.

••

Governance arrangements that allow decisions to be made collectively between
organisations and for accountability to be shared should be developed. Examples of
where this is already happening should be shared across STP footprints.

••

National bodies should remove the barriers that get in the way of local collaboration.
NHS regulation, for example, must support collaboration between organisations rather
than reinforcing divisions between them.

••

National bodies in the NHS and the Department of Health should consider whether
changes to the statutory framework for the NHS – for example, rules on competition
and procurement – are needed to support collaboration through STPs.

••

The role of named STP leaders should be clarified and strengthened – for example, by
appointing full-time STP leaders and teams with dedicated resources to co-ordinate
improvements in care.

••

National bodies in the NHS should provide more co-ordinated leadership and support for
STP footprints and the organisations within them. Better co-ordination is also needed
between national and regional teams within NHS England and NHS Improvement.

••

The STP process should be used to support the development of new models of care
within the NHS and between the NHS and local government – not just the sustainability
of existing services. Time and resources are needed to support this local transformation.

••

National bodies in the NHS should ‘stress-test’ STPs to ensure that the assumptions
underpinning them are credible and the changes they describe can be delivered. Realism
is needed about what can be achieved within the timescales and funding available.
Honesty is needed in communicating these messages to politicians and the public.

••

National and local leaders should focus more attention on how STPs will be
implemented. This will require intentional action on behalf of NHS leaders to create an
environment that supports staff to make improvements in the services they deliver.
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Appendix: STP timeline
Table 1 STP process timeline summary
Guidance, announcement
or planning deadline

Date

Key points

NHS England, NHS
Improvement, Health
Education England,
National Institute for
Health and Care Excellence,
Public Health England and
Care Quality Commission
publish Delivering the
Forward View: NHS
planning guidance
2016/17–2020/21

22 December
2015

• Introduces the concept of STPs
• NHS organisations are asked to produce two separate but
connected plans – a one-year operational plan for 2016/17
(organisation-based) and a five-year STP (place-based) to
deliver the aims of the Forward View
• STPs are to cover ‘all areas of CCG and NHS England
commissioned activity’ and ‘must also cover better integration
with local authority services’
• An annex of indicative ‘national challenges’ sets out more
than 60 questions to be addressed in the plans
• STPs are to ‘become the single application and approval
process’ for programmes with transformational funding for
2017/18, with the most compelling and credible securing
the earliest additional funding
• The first task for local health and care systems is to consider
the geographic footprint for their STP, with proposals to
NHS England by 29 January 2016, for national agreement
• Submission of full STPs timetabled for end of June 2016,
with assessment and review at the end of July 2016
• Further brief guidance on the STP process promised in
January 2016

Monitor publishes paper
on ‘considerations for
determining local health
and care economies’
(Monitor 2015a)

24 December
2015

• A piece of research and analysis from Monitor to ‘help
discussions’ between local organisations for agreeing their
STP footprints (identifies 37 local health and care economies)

Deadline for localities
to submit proposals for
STP footprints

29 January
2016

(NHS England et al 2015;
see also Alderwick and
Ham 2016, McKenna and
Dunn 2016)

continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

STP guidance published
by national NHS leaders
(in the form of a letter)
(NHS England 2016b)

16 February
2016

• Originally scheduled for publication at end of January
• Introduces the idea that each footprint will have a nominated,
named person responsible for ‘overseeing and co-ordinating
their STP process’ – ‘a senior and credible’ leader who can
command the trust and confidence of the system (‘such as a
CCG chief officer, provider chief executive or local authority
chief executive’), with ‘time and resource’ expected to
be dedicated
• More detail to be published during the week of 29 February
to help areas ‘diagnose current and projected gaps’

Letter from Chair of LGA
to Secretary of State for
Health (Seccombe 2016)

10 March
2016

• Expresses support for STPs as ‘a significant milestone in
plotting the route to full integration of health and social care
by 2020’
• However, states ‘concern’ about the pace of implementation
of STPs and the ‘lack of consideration and involvement’ of
local councils in the process
• Also expresses concern that footprints do not take account
of the broader footprints for either existing or proposed
combined authorities

44 geographical
footprints announced
(NHS England 2016h)

15 March
2016

STP leaders announced –

30 March
2016

• The leaders come from different organisations:
– 18 from CCGs
– 19 from NHS trusts or foundation trusts
– 3 from local government
– 1 already independent chair for the success regime
– 3 to be confirmed (later confirmed: 1 from local government;
1 interim lead from a CCG; 1 leadership consultant)

15 April 2016

• Each STP makes a submission focusing on two questions:
what leadership, decision-making processes and supporting
resources have been put in place to make progress; and what
are the major areas of focus and big decisions that will need
to be made in each system to drive transformation

in all but three areas
(NHS England 2016g)

April STP checkpoint
(NHS England 2016a)

• Average number of CCGs per footprint: 4.8 (range: 1–12)
• Average footprint population: 1.2 million
(range: 0.3 million–2.8 million)
• The first eight STP leaders are also announced

continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

HSJ maps the financial
health of every STP area
(Dunhill 2016b)

22 April 2016

• Uses in-year financial performance by providers and CCGs
in each STP to calculate each area’s surplus or deficit as a
proportion of turnover
• Finds ‘wide disparity’ in the financial health of STPs
• Identifies Cambridgeshire and Peterborough STP as ‘the most
challenging’, with a combined deficit of around 13 per cent
of turnover
• Identifies Gloucester as the only STP area in which
NHS organisations are reporting a combined surplus

One-to-one meetings with
senior representatives
from national NHS bodies

April/May
2016

Health Education England
agrees to regional team
changes to support STPs
(Health Education
England 2016)

17 May 2016

• Including to create local workforce action boards (LWABs)
to support and lead the workforce strand of STPs, and
reducing the number of local education and training boards
(LETBs) from 13 to 4 to align with the Forward View
‘regional architecture’

Guidance on 30 June
submission (now referred
to as a ‘checkpoint’)
sent to STP leaders
(NHS England 2016f)

18 May 2016

• Submissions to include:
– shared understanding of where the STP is now in relation
to the three gaps (health, quality and finance) and where
they need to be by 2020/21
– the ‘critical decisions’ (priorities and transformation
schemes) that will need to be made ‘to shift the dial’
and close the three gaps
– short-term and long-term delivery milestones
– financial template, showing how the STP will close financial
gap in aggregate by 2020/21
– annexes covering governance and engagement and
degree of consensus and support for changes
• Plans will form basis of conversation with national
NHS leadership in July
continued on next page

Appendix: STP timeline

69

Sustainability and transformation plans in the NHS

1

2

3

4

5

6

7

8

9

10

Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

STPs are the subject of
parliamentary questions
for the first time
(House of Commons
2016)

18 May 2016

• Three questions from Liberal Democrat MP Norman Lamb
about:
– STPs and mental health and integration of mental and
physical health
– engagement of communities, key stakeholders and
voluntary and community sector
– publication of STPs
• Two questions from Green Party MP Caroline Lucas about:
– the bodies involved in authorising STP footprints and
the role of NHS Improvement
– the definition of a system control total

Indicative funds
to 2020 published
(NHS England 2016c)

19 May 2016

• Following on from December 2015 publication of place-based
funding allocations (comprising allocations for CCGs, primary
and specialised services), this sets out indicative funding pots
for all STP footprints to 2020/21
• Each STP allocation includes its share of the December 2015
allocations, plus its part of several national funding pots –
including the Sustainability and Transformation Fund – divided
up based on weighted capitation
• Makes clear that STPs will be the ‘single application and
approval process’ for being accepted onto programmes with
transformational funding from 2017/18 onwards

‘Quick guides’ for STPs
published by NHS England
(2016d)

19 May 2016

• Two-page ‘aides-mémoire’ on a variety of topics to help local
leaders work together in tackling the big system challenges.
Fourteen topics covered, including cancer, prevention and new
care models
• Alongside the guides, national bodies offer a series of optional
events designed to facilitate practical discussions about how
to develop and deliver plans

Letter from NHS
Improvement about
seven-day services
and STPs (NHS
Improvement 2016b)

23 May 2016

• Unpublished letter to NHS Trust and Foundation Trust Medical
Directors from NHS Improvement’s Executive Medical Director,
Dr Kathy McLean, setting out expectations for implementing
seven-day services in light of developing STP plans

continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

NHS Improvement
publishes ‘draft guidance
on good governance in
a local health economy’
(NHS Improvement
2016a)

24 May 2016

• Sets out the additional standards of good governance that
providers must meet when working collaboratively across local
health and care economies
• Reiterates that when collaborating, NHS providers ‘must be
mindful of the need to comply with their legal and regulatory
obligations, for example in relation to choice and competition’
• States that ‘formal action’ will be considered where providers
are found not to be complying with standards

NHS England board
paper on STPs
(NHS England 2016j)

26 May 2016

• Provides update on STP review meetings taking place in
May and June between each footprint and a national panel,
consisting of Simon Stevens, at least two chief executives
from national NHS bodies, the chief executive of the LGA and
regional directors from NHS Improvement and NHS England
• Provides ‘reflections’ from these meetings, including noting
that:
– ‘without exception, everyone welcomed the STP
programme’ as an ‘incentive to seek system-based solutions
to deep seated problems’
– STPs are at ‘different starting points’ and so the level of
detail expected in June submissions will ‘differ accordingly’
– there are ‘lots of’ good initiatives, but ‘few yet at the degree
of scale and pace required’
– workforce is a key issue ‘in almost every footprint’
– there are ‘impressive’ partnerships with local authorities in
many areas
• STPs emphasised as ‘means to deliver the vision set out
in the Five Year Forward View’ and as having ‘galvanised
the NHS’
• Notes the need to be clear that ‘this is not about “cutting”
budgets, but about identifying the best possible use of
resources so that we can meet the forecast rise in demand
and, wherever possible, moderate that demand’

NHS England and NHS
Improvement circulate
a finance template
to STP leads
(NHS Improvement
2016d)

1 June 2016

• Asks each footprint to ‘show how it will close its financial gap
for NHS services and achieve sustainable financial balance
in aggregate by 2020/21, with a focus on system-wide
transformational solutions’
• Ambulance providers serving multiple footprints are to submit
an additional supplementary return to reflect the split of
forecasted financial performance across footprints
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

NHS Confederation
annual conference

17 June 2016

The topic of STPs is covered by many of the speakers, including:
• Simon Stevens, Chief Executive of NHS England:
– ‘to some extent these [STPs] are work-arounds on a set of
institutional arrangements, a set of governance structures,
and set of incentives that are pulling people apart, when
actually we need to hang together’
– ‘STPs… are a problem-solving process… a way of having a
focused, honest, trusted conversation about some of the
“elephants in the room”, some of the “big ticket items”, the
difficult choices, that need to be resolved. How they are
resolved will look different in different parts of the country.
It is horses for courses’
– ‘It is pretty obvious the money is not going to work if we
carry on as we are’
– ‘I wouldn’t be surprised, if coming out of the STP process,
we don’t decide that in some places the local authorities
might take on more of a leadership role for parts of, what
have traditionally been, NHS functions’
• Jeremy Hunt, Secretary of State for Health:
– ‘The STPs are very simply about reducing hospital bed
days per thousand population and reducing emergency
admissions’

Letter from Jim Mackey
and Ed Smith about the
2016/17 financial position
(NHS England and NHS
Improvement 2016b,
Annex C)

28 June 2016

• Announces further action to bring down deficits. Areas
asked to put together plans for pathology and back-office
consolidation, and consolidation, change or transfer (to a
neighbouring provider) of ‘unsustainable’ services
• Asks STP leads to make proposals and identify relevant
services by 31 July

Deadline for June
‘checkpoint’ submissions

30 June 2016

• NHS England FAQs (NHS England 2016i) says that ‘we plan to
publish Sustainability and Transformation Plans (STPs) once
they are final’, and regarding Freedom of Information requests
states that ‘As a result we expect that – subject to a public
interest test – April submissions will exemption [sic] under
section 22.’
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

Parliamentary questions
relating to STPs

June 2016

• Eleven parliamentary questions asked about STPs in June,
specifically concerning:
– public access to STP meetings and notes and plans
of meetings
– public consultation on STP plans
– the involvement of universities in the development of STPs
– the legal status of STPs and the changes proposed
– the identities of STP leaders
– the ‘accountability mechanics’ for decision-making
– the proportion of STPs submitted to the Department
of Health
– the deadlines for submission
– the process for calculating place-based STP target
allocations

Senior leaders within
national NHS bodies visit
all 44 STP areas

July 2016

• To review the draft STP submissions with each footprint
• Conversations held throughout July between each of the
44 footprints and national NHS teams

Royal College of General
Practitioners appoints
29 ambassadors
(Twaddell 2016)

11 July 2016

• General practice ambassadors put in place to advance the
GP Forward View and to represent general practice on
STP boards

Simon Stevens appears
before the Health
Select Committee
(House of Commons
Health Committee 2016)

19 July 2016

• States that ‘the majority of the country’ will have ‘well-designed
service improvement and change plans come October’
• Explains that although the plans are being developed locally,
‘we see quite a lot of convergence’

Financial reset from
NHS England and NHS
Improvement (2016b)

21 July 2016

• States the intention to launch a two-year planning and
contracting round , ‘linked to agreed STPs’, with joint planning
guidance to be published in September
• Gives further detail on implementation of the Lord Carter
pathology and back-office consolidation (taking place at STP
level)
• Sets out the rules of operation for the 2016/17 Sustainability
and Transformation Fund, which states that funding ‘assumes
full and effective participation in the STP process by each
provider in receipt of an award’ (although payment is not
linked to STP engagement as was originally proposed)
• Confirms that CCG allocation growth in 2017/18 is conditional
on sign-off of STP
• Final STP delivery plans are to be submitted in October
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

NHS England board
paper on specialised
commissioning
(NHS England 2016e)

28 July 2016

• As part of work to align NHS England’s 2017/18
commissioning intentions for specialised services with
development of the 44 STP plans, NHS England states that
it will be working with four STP areas (South East London,
Herefordshire and Worcestershire, Greater Manchester and
Cornwall) to demonstrate how specialised services can,
within legal constraints, be integrated into place-based
approaches to planning services

NHS Improvement writes
to CEOs and finance
directors of NHS trusts
regarding plans to
consolidate back-office
and pathology services
(Marlow and Warrington
2016)

July 2016

• Outlines the priority benchmark areas for STP business plans
on back-office functions
• States that a template for back-office and pathology have
been created, which will be sent out to all providers in early
September 2016, to be returned by the end of the month

Parliamentary questions
relating to STPs

July 2016

• Five parliamentary questions asked about STPs, on:

HSJ reports on an update
from NHS England and
NHS Improvement on final
submissions (West 2016)

19 August
2016

– STP plans for maternity services
– the relationship between CCG transformation plans
and STPs
– the effect of STPs on geographical variations in stroke care
– arrangements for consulting local authority members and
the public
• Specific formal feedback on draft plans given to each STP
• Warns of an ‘extremely constrained capital environment’
and constraints on technology funding, encouraging STPs to
explore ‘other possible sources of funding’
• System control totals to be made available to ‘sufficiently
advanced’ STPs, although CCGs and NHS providers ‘will remain
accountable for their individual control totals’
• Specifies that two-year planning guidance will be published
on 20 September and that providers and CCGs will be
expected to finalise two-year operational plans and contracts
by end of December 2016
• Update on deadline for ‘full’ STP submissions (21 October
2016)
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

NHS Improvement
publishes single
oversight framework
for NHS providers
(NHS Improvement
2016c)

13 September
2016

• Sets out five themes, including ‘strategic change’. NHS
Improvement will ‘consider how well providers are
delivering the strategic changes set out in the 5YFV, with a
particular focus on their contribution to sustainability and
transformation plans (STPs), new care models, and, where
relevant, implementation of devolution.’

An opposition day debate
on STPs is held in the
House of Commons

14 September
2016

• Labour motion, moved by Shadow Health Secretary Diane
Abbott MP: ‘That this House notes with concern that NHS
Sustainability and Transformation Plans are expected to lead
to significant cuts or changes to frontline services; believes
that the process agreed by the Government in December
2015 lacks transparency and the timeline announced by NHS
England is insufficient to finalise such a major restructure
of the NHS; further believes that the timetable does not
allow for adequate public or Parliamentary engagement in
the formulation of the plans; and calls on the Government to
publish the Plans and to provide an adequate consultation
period for the public and practitioners to respond’
• 50 MPs speak at the debate
• The motion is rejected by the House (ayes: 195; noes: 280)

NHS England publishes
guidance for involving
patients and communities
(NHS England et al 2016)

15 September
2016

• Guidance for teams developing STPs, intended to clarify the
expectations on stakeholder involvement, in particular patient
and public participation
• Sets out expectations that:
– ‘most areas’ will take ‘a version’ of their STP to their
organisation’s public board meeting for discussion between
late October and the end of the year
– ‘most areas’ will publish their plans, for more formal
engagement, during this period

NHS England and NHS
Improvement publish
NHS operational planning
and contracting guidance
2017–2019 (continued
on next page)

22 September
2016

• Published in September rather than December to give
organisations more time to plan and agree contracts ‘earlier
and for a longer duration’
• For the first time, this planning guidance covers two financial
years, with the default being for two-year contracts and a
single NHS England and NHS Improvement oversight process
to ensure alignment of CCG and provider plans
continued on next page

Appendix: STP timeline

75

Sustainability and transformation plans in the NHS

1

2

3

4

5

6

7

8

9

10

Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

NHS England and NHS
Improvement publish
NHS operational planning
and contracting guidance
2017–2019 (NHS England
and NHS Improvement
2016a)

22 September
2016

• From April 2017, each STP to be given a financial control total
(derived from individual control totals for CCGs and provider
organisations in that geography) ‘to ensure that organisational
boundaries and perverse financial incentives do not get in the
way of transformation’. It will be possible to ‘flex’ individual
organisational control totals within the system control total
‘by application’, but the guidance states that two rules must
be met: ‘the provider sector achieves aggregate financial
balance in 2017/18 and 2018/19, and the commissioning
system continues to live within its statutory resource limits’
• Included in the nine 2017/18 and 2018/19 ‘must dos’ are
requirements for STPs to implement agreed milestones,
achieve agreed trajectories against STP core metrics, and
achieve local system financial control totals
• Sets out commitment to publish core baseline STP metrics
in November 2016, ‘drawing on existing data collections
from the assurance frameworks’. This will include metrics
on finance (specifically performance against control
totals), quality (relating to A&E and referral to treatment
(RTT) operational performance) and health outcomes and
care redesign (for example, hospital total bed days per
1,000 population)
• Sets a requirement for commissioner and provider plans to
be aligned with their local STP’s objectives and planning
assumptions and demonstrate how they support delivery
• Makes clear that operational plans for 2017/18 and 2018/19
are ‘the detailed plans for the first two years of the STP’ and
that ‘STP leaders will have strong governance processes’
to ensure clarity as to how different organisations are
‘contributing to agreed system working’
• Announces that £1.8bn will be made available through
the sustainability element of the Sustainability and
Transformation Fund in 2017/18 and 2018/19, replicating
arrangements in 2016/17, meaning little money will be left
for transformation
• States that the different streams of transformation funding
available will ‘increasingly be targeted towards the STPs
making most progress’
• Includes an annex setting out expectations for the content of
STPs for the October 2016 submission (see below)
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

Parliamentary questions
relating to STPs

September
2016

• Twenty-two parliamentary questions asked about STPs in
September, on:
– discussions between the Department of Health and STP
areas and publication of the minutes of these discussions
– public and local authority involvement in and consultation
on the plans
– consultation of health and wellbeing boards and MPs on
the plans
– publication of the plans
– cost of STPs
– public access to the feedback from NHS England to STP
areas on the first drafts of their plans
– the number and cost of staff working on STPs (including
in local and national NHS organisations as well as
local authorities)
– the relationship between a specific contract and an STP
– various local STPs (including Staffordshire, West Sussex,
Humber, Coast and Vale, Huddersfield and Calderdale CCG,
Cheshire and Merseyside, Nottinghamshire, and
South East London)
– discussions with the devolved administrations about STPs
– the inclusion of mobile surgical health centres
– parity of esteem between mental and physical health

HSJ reports on leaked
guidance from NHS
Improvement on financial
control totals for 2017/18
and 2018/19 and STF
allocations (Dunhill 2016a)

5 October
2016

• NHS Improvement issues guidance telling trusts they have
until 24 November to agree new financial control totals for
the next two years
• The new control totals aim to bring the NHS provider sector
into balance in 2017/18
• Trusts are required to agree their control total in order to
receive their share of the STF
• In 2017/18 the STF will ‘again focus on supporting
sustainability rather than transformation, aiming not to fund
service enhancements but to sustain services’
continued on next page
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Table 1 STP process timeline summary continued
Guidance, announcement
or planning deadline

Date

Key points

Deadline for final STP
submissions (NHS England
and NHS Improvement
2016a, Annex 4)

21 October
2016

• Plans expected to:
– set out ‘your plan to address the feedback from our
July conversation’
– provide ‘more depth and specificity’ on plans to implement
the proposed schemes
– set out a clear set of milestones, outcomes, resources
and owners for each scheme, as well as overarching risks,
governance and interdependencies
– be underpinned by the finance template and show the
impact on activity, benefits (costs and returns), capacity,
workforce and investment requirements over time, building
from a ‘whole-system view developed in collaboration with
local government colleagues’
– set out the measurable impacts of the STP
– set out the degree of local consensus among organisations
and plans for further engagement
• In addition, operational plans for individual CCGs and providers
within an STP will be expected to reconcile to the STP

Other deadlines

Appendix: STP timeline

24 November
2016

• Full draft operational plans for 2017/18 to 2018/19 to be
submitted by CCGs and providers

November
2016

• Feedback on October submissions from regional directors
expected

23 December
2016

• Target deadline for all 2017–19 contracts to be signed and
final 2017/18 to 2018/19 operational plans (aligned with
contracts) to be submitted by CCGs and providers
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Sustainability and transformation plans (STPs) have been developed by
NHS and local government leaders in 44 parts of England. The plans represent
a significant and wide-reaching exercise in health care planning, covering all
areas of NHS spending from 2016 to 2021. They also represent an important
shift in NHS policy on improvement and reform, emphasising the role of
collaboration rather than competition to improve services and manage resources.
Sustainability and transformation plans in the NHS looks at how the plans
have been developed to date. It is based on a series of interviews with senior
NHS and local government leaders in four STP areas.
The report highlights the challenges experienced throughout the STP process
and the barriers to collaboration faced by NHS and local government leaders.
The authors make recommendations to strengthen the STP process as it moves
from planning to implementation:
••

secure the meaningful involvement of patients and the public, alongside
clinicians, other frontline staff and local authorities

••

develop governance arrangements that allow organisations to make
collective decisions and share accountability

••

improve national co-ordination and leadership of the STP process

••

consider whether statutory changes are needed to support collaboration
through STPs

••

focus on the skills and resources needed to implement STPs, as well as
the cultural aspects of making change happen.

The report calls on national and local leaders to be realistic about what can be
achieved within the time and funding available, and honest in communicating
this to politicians and the public. It concludes that there have been major issues
with the STP process so far. But if lessons can be learnt, collective action
through STPs offers an important opportunity to improve health and care
services in England.
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