
 
 

 
 

 

The Five Year Forward View and Service Redesign – implications for 

medical governance 

 

Service redesign – an overview 
 

The Five Year Forward View (FYFV) prompts the development of networks of care, 

facilitated by the Integrated Care Systems (ICSs) and Integrated Care Partnerships 

(ICPs).  The networks of care will vary depending on the constituent providers and 

the geography of the ICS.  The hospital provision will include secondary and tertiary 

services and will be delivered by a network of care as captured below. 
 
 

 

 
 
 
 
 

Each ICP circle will usually be consistent with a CCG geography and the local district 

general hospital.  Tertiary services will be delivered through a ‘hub and spoke’ model 

to maximise access and consistency of care across the ICS. The network model will 

facilitate collaboration and mutual support within the ICS, to enable the provision of 

consistent, high quality care. 

The FYFV prompts the transition of some traditionally hospital-based services into 

general practice and other community services, and has an emphasis on patient self- 

management and wellbeing. 



This will be supported by an enhanced relationship between the local hospital, 

primary and community services, and social care leading to a truly integrated 

network of care. Please see the figures below. 
 
 

 

 
 
 

 

  
 
 

During this development, the role of the ICS will principally be leadership and 

assurance; the ICP will mainly act as the local delivery hub, providing the integrated 

primary and secondary care services to their population. 



The implications for medical governance - responsibilities and opportunities 
 

Considering the responsibilities and opportunities for medical governance, there are 

incremental responsibilities for the ICS and the wider system leadership: 

 The doctor - through their medical professionalism supported by their 

responsible officer (RO); 

 
 The provider - as care redesign is undertaken ensuring the appropriate 

integration of medical and wider clinical governance facilitated by the 

leadership of the Medical Director  and Director of Quality with oversight by 

NHS Improvement; 

 

 The commissioner - prompting the actions of the provider with a focus of 

quality and ensuring demonstration with the appropriate quality assurance 

utilising the Quality Surveillance Group and Senate where appropriate 

facilitated by the leadership role of NHS England ; 

 The regulator – the GMC for the doctor and the CQC for the service; 
 

 
If these responsibilities are robustly and consistently delivered they will provide 

significant opportunities for the development of patient services by ensuring doctors 

and their teams: 

 provide safe services and comply with the GMC Standards of Good Medical 

Practice; 

 are supported with a quality focus to retain and develop their skills and 

therefore are ‘Fit for Purpose’ across their scope of work; 

 are able to flourish in association with a sustainable service which is 

integrated as appropriate with other networks of care and supported by a 

development programme and career structure. 

 
Learning from current and previous models of care provision 

 
When planning future medical governance, it is valuable to reflect on the current 

position and also learn from historic programmes.  What has been successful and 

can it be replicated? 
 

Vanguards mainly provided undifferentiated services and therefore are a good model 

for ICS’s.  Their successes reflected the expertise, motivation and relationships of a 

number of key individuals, but did not provide a blueprint which would enable 

replication of their medical governance. 



The GPs with specialist interests (GPwSI) programme was an example of delivering 

a differentiated service, with general practitioners undertaking an extended role 

beyond the scope of the MRCGP.  The associated medical governance was well- 

defined, clearly structured and quality assured.  The model may be less suitable for 

the larger, more undifferentiated services found in the ICS’s. 

Mental health providers have created community mental health services for the 

delivery of acute interventions, the management of long term conditions and the 

promotion of general wellbeing.  Such services interface with the hospital-based 

mental health service, general practice and other community services including 

social care utilising an MDT approach.  The governance includes their specialist 

college guidance, peer review and quality assurance.  Elements of this model are 

particularly relevant given the multidisciplinary nature of the care provided. 

Hospital and community care provision currently utilises a model whereby medical 

leadership and accountability is determined according to the site of care provision. In 

the hospital, it is the responsibility of the consultant and in the community, the 

general practitioner.  The medical and wider clinical governance and professional 

indemnity flow from this structure.  The objectives of the FYFV to provide 

multidisciplinary care across service boundaries challenge this simple place-based 

model and the input of different independent practitioners to patient care is beginning 

to blur these lines of responsibility.  ICSs have had a focus on hospital services, 

including managing reconfigurations and financial challenges, but there has been 

limited opportunity to explore service redesign and medical governance to date. 

 
 

Organisational and board governance and system leadership 
 

ICSs and ICPs aim to facilitate collaboration between care providers to maximise the 

potential of integrated services.  This collaboration has the potential to promote 

medical governance and medical workforce development, directed by the leadership 

of the ICS.  It is essential that the wider system adopts a similar approach, with the 

collaborative assurance and regulation of medical professionals and their services. 

Each ICS and its constituent ICPs are well placed to deliver sound transitional 

arrangements supported by NHS England, NHS Improvement, the GMC and CQC 

who will provide important leadership and oversight. 

 
 

Next steps - a suggested managed transition. 
 

New roles - new networks of care are likely to provide new service opportunities for 

GPs and hospital doctors which will require extended roles potentially working 

across new teams and historic geographical boundaries.  It is essential that all new 

roles have recruitment and governance procedures in place to ensure they are 

consistent with the statutory responsibility of the RO function. 



Care pathways - as new care pathways are developed there should be timely 

consideration of the medical and relevant clinical governance for all health 

professionals contributing to the service.  The desired quality outcomes of the care 

pathway will be demonstrated by a prospective audit programme using relevant 

patient data.  This valuable benchmarking data is likely to be generated from a 

combination of local and national audit programmes and informed by guidance such 

as that recently published by HQIP, ‘The use of National Clinical Audit data in 

appraisal’. 

 
Multidisciplinary team function - healthcare is increasingly delivered by 

multidisciplinary teams, with a senior clinician, usually a doctor, providing leadership 

and support, in addition to direct patient care. Professional objectives are most likely 

to be successful when recognised and supported by the team. Patient care data 

usually reflects the contribution of a number of health professionals within a team 

and analysis of such data provides an opportunity for personal and team reflections 

as individuals identify their own contributions. Peer support and review, informed by 

timely patient care data, is valuable to the benchmarking and informing the reflection 

and subsequent development of all health professionals. It also provides the 

opportunity for self and peer calibration to address any emerging variation in practice 

and provides valuable supporting information and the identification of personal 

objectives to be considered at appraisal. 

 
Managing the transition 

 

It is anticipated that the delivery of the General Practice Forward View and the FYFV 

will accelerate the emerging trend for general practitioners on the Medical National 

Performers List being exclusively employed by a community or acute provider and it 

may be appropriate for there to be some delegation of their medical governance to 

their employing medical governance lead or RO.  The new regulatory and 

governance model is under development and it is likely to be some time before the 

new services are fully implemented.  It is anticipated that the Medical Performers List 

Regulations may be revised during the process in light of the new arrangements.  In 

the interim, there will be a need for collaboration and cooperation between the 

relevant ROs and medical governance leads within the organisations.  This proposed 

flexibility aims to ensure that the doctor is appropriately supported and developed by 

participating in the governance of their employing organisation and having any 

concern addressed in a timely and constructive manner.  It may be appropriate to 

have a ‘Memorandum of Understanding’ enabling the doctor to undertake their 

medical appraisal within their employing organisation, whilst the management of any 

concerns may be instigated by the employer and supported by their NHS England 

RO. 

Any agreement must have the confidence of the doctor’s RO and be consistent with 

the Performers List and RO Regulations and the Framework for Managing Performer 



Concerns, the medical appraisal undertaken should be consistent with the NHS 

England Medical Appraisal Policy. 

It is anticipated there will be merit in a similar approach for hospital doctors who, 

prompted by the shift of traditional hospital based services into the community and 

accompanying service redesign, are exclusively or partially working in the 

community. 

It may be appropriate to utilise interim arrangements facilitated by robust system 

leadership and supporting relationships, to provide appropriate flexibility to enable 

successful service redesign across traditional boundaries. This approach may 

appropriately enable timely innovation whilst ensuring patient safety as 

demonstrated by the evolving assurance framework for the new services. Ultimately, 

there will be greater clarity around the updated organisational and health 

professional opportunities and responsibilities for the medical and wider clinical 

governance, which will inform the regulation of the new accountable systems. 

In the short term, appropriate solutions may be enabled by good relationships across 

the relevant geography. As the health professional workforce transformation 

advances on an industrial scale across ICSs/ICPs, it is anticipated that health 

professional and organisational governance will evolve, to ensure effective 

arrangements are routinely incorporated in service design and delivery. 

 
 

Features of effective governance in emerging new models of care 
 

The appropriate solutions are likely to have the following characteristics: 
 

o Robust; 
o Inclusive; 
o Timely; 

o Incremental to enable evolution and; 
o Flexible to make best use of local resources. 

In practical terms, emerging organisations will ensure that their medical governance 

arrangements include the following at organisational, team and individual levels: 

 Checks to confirm the identity of all professionals involved in providing the 

service and their suitability to do so; 

 That the organisation knows what each professional is engaged to do; 

 That there are processes to identify, gather, analyse and respond to, data on 

the quality of the service being delivered; 

 That there are processes to capture, analyse and respond to incidents, 

including significant events; 



 That there are processes for obtaining, analysing and responding to feedback 

about the service being delivered, both solicited and unsolicited (including 

complaints), internally and from patients; 

 That there are processes to support professionals to maintain their 

professional competencies and fulfil their professional regulatory obligations 

by identifying learning needs and offering appropriate support in addressing 

these through CPD programmes internally, or supporting participation in such 

programmes externally; 

 That there are processes to identify, explore and address cases where 

concern arises about the care being delivered, in line with national guidelines 

and regulations. 
 

These are all processes expected as standard in any current healthcare organisation. 

It is therefore essential that, in the dynamic phase of establishing new models of 

care, they are designed into the new models from their inception. With this in mind, 

these are aspects not only for those working within the new models to ensure; they 

must also be high in the minds of commissioners, both when setting contract 

specifications and when monitoring compliance with tenders awarded. 

Transitional arrangements are required to ensure that doctors are able to engage 

with relevant medical governance across their scope of work, supported by their 

governance lead(s) and demonstrated by regular review.  Communication between 

the doctor, their RO and any other relevant medical governance lead in an 

organisation in line with the ‘Information Flow Guidance’ will ensure patient safety 

and enhance medical professionalism. 

 
 

 
This guidance ‘version 1’ has been agreed by the NHS England National Professional 

Standards Oversight Group to support the leadership roles of Responsible Officers and 

Medical Directors as we progress medical and wider clinical governance within the emerging 

service redesign delivered by Sustainability and Transformation Programmes (STPs) and 

Integrated Care Systems (ICSs). It is anticipated this guidance will evolve in a manner 

comparable to that of the progression of the Integrated Care Systems, and as appropriate will 

be updated.  Its sign off by the NHS England National Oversight Group recogn ised that it 

was felt to be a useful tool at this stage to be shared. 

 
The guidance has benefited from input from the GMC, CQC, GPC, HEE, RCGP and the 

Academy of Royal Medical Colleges, and was informed by a workshop of stakeholders and 

expert resources held in London on December 21st, 2017. 

 
Prepared by P Twomey 

On behalf of NHS England 

Professional Standards & Oversight Group 

Version 1, March, 2018 



 
 

Responsible Officer and Appraisal Networks Information 

Sheet 13 Governance in the New NHS: 

Facilitating Quality 

Key Message: Those leading and working within a new service, 
including doctors, are responsible for ensuring quality and the safety of 
patients. Fulfilling this duty will underpin the success of the new 
service. 

 

As the Five Year Forward View and the Sustainability and Transformation 
Partnerships make progress, healthcare workers, including doctors, will 
explore new ways of working. For example a doctor might split their time 
between their familiar work and new services in an Accountable Care 
Organisation. This will mean working within a new team of health, social and 
other professional colleagues, in ways that cross professional, geographical, 
contractual and regulatory boundaries. 

 

Those leading a new service and those working within it have responsibilities: 

- Commissioners must ensure that effective clinical governance 

processes are included in the specification and monitored 

accordingly, with clear accountability. 

- Providers must support quality and safety by designing effective clinical 

governance into the service. This will include: 
o Verification of the identity of those working in the service 
o Ensuring that staff, including doctors, are capable and qualified to do the 

work 
o Monitoring quality of practice and supporting improvements 

(including obtaining feedback from patients and those 
delivering the service). 

o Responding to concerns about practice 

o Sharing information with other agencies including responsible officers 

- Those working in the new service, including doctors, have a 
professional duty to show they have the skills to do the work they are 
taking on, and to cooperate with clinical governance processes. Doctors 

are expected to include and reflect on this at their medical appraisal. 
 

Embracing these responsibilities is not only a matter of professional duty but a 
vital way to secure and demonstrate clinical quality in the new service, and 
ensure that it succeeds in its prime aim of providing high quality, safe care for 
patients. 

 

Useful links: 

http://www.cqc.org.uk/guidance

-providers 

http://www.cqc.org.uk/guidance-providers
http://www.cqc.org.uk/guidance-providers


https://www.england.nhs.uk/medical-revalidation/ro 
https://www.gmc-uk.org/doctors/revalidation/13640.asp  (GMC clinical 
governance handbook) 

https://www.gmc-uk.org/guidance/index.asp  (GMC Good Medical 
Practice) https://www.england.nhs.uk/medical-revalidation/ro/info-flows/ 
https://www.england.nhs.uk/revalidation/appraisers/improving-the-inputs-
to-medical- appraisal/ 

Responsible officers at local and regional level are also a useful source of 

advice. This information sheet is relevant to all designated bodies in 

England 

These information sheets are written on an ad hoc basis, on issues of relevance to 
responsible officers and their teams, medical appraisers and doctors. 

 

High quality care for all, now and for future 
generations. 
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