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What is your purpose, and how are you using HLS 
as a frame? 

Partners in South Tyneside, including the Clinical 
Commissioning Group (CCG), the Council, the Acute 
Hospital Foundation Trust, Mental Health Trust and 
Third sector organisations under the umbrella of 
'Healthnet' were already a close-knit, reasonably 
well-connected group. Still, they were striving to 
take this to another level. In 2015, the group were 
fortunate to meet the team from Canterbury, New 
Zealand, who heard their story of moving to a truly 
integrated system and were immediately struck by 
the benefits of the approach and the resonance 
with what we were trying to achieve.  

We already recognised the interconnectivity of 
individual organisations' actions within a complex 

system, and we wanted to embrace being 'all in it 
together'. The focus on Canterbury's behaviours 
was also evident, seeking a broad range of 
perspectives and building relationships as the 
cornerstone of success. We were particularly taken 
by their description of everyone trying to do what is 
best for the person, best for system', rather than 
what is best for individual organisations. 

What has been your story of change? What did 
you do? 

One of the first things we did was to establish an 
Alliance Leadership Team (ALT) based on our 
Canterbury learning. This comprised the key 
opinion leaders from the various organisations 
within the alliance, who were not necessarily the 
most senior people but those whose views held 
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| Overview 

The South Tyneside system partners have 
been attempting to model our behaviours 
and approach on that of the highly 
successful system in Canterbury, New 
Zealand. The learning we have taken from 
this work can probably be summarised as: 

Common Purpose: Explicitly talking about 
our common purpose helped our focus 

Shared Consciousness:  We built real trust 
by working hard on relationships and being 
clear and explicit about the behaviours that 
we wanted to see. 

Enabling Others: Leading differently and 
learning to ‘say yes’ particularly to front-
line staff like clinicians, takes practice. 
Leaders often say that they trust and 
empower their staff and then behave in 
ways which appear completely contrary to 
that philosophy. 
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some weight. Participants, therefore, included the 
Director of Public Health, Director of Adult Social 
Care, Trust Medical Director, Third Sector Chief 
Officer, Mental Health Trust Director of Nursing, 
CCG Clinical Directors and Director of Operations. 
However, there were other third sector 
representatives, care home providers, and people 
within the newly-formed integrated commissioning 
unit. We also engaged the services of an 
independent facilitator, Holly Wheeler, whose input 
in retrospect was vital. 

Changing the culture and leadership 
behaviours 

However, the critical feature of the ALT was not its 
constituents but the nature of the conversations. 
We set out to have deliberately in-depth and 
challenging discussions about behaviour. First, we 
spent a considerable time exploring what we meant 
by some of the languages we used to describe our 
espoused actions, such as trusting one another. 
This led to a clear articulation of what we were 
expecting to see and the development of the skill of 
noticing whether or not those behaviours were 
actually what we were seeing. 

Of course, at first, this was disconcerting to many, 
mainly as we made the ALT environment 
deliberately different. There was no plan, minutes, 
papers, or even a table, just senior leaders sitting in 
a circle talking honestly about what they noticed in 
the system and how we might change that. From its 
stuttering beginnings, the ALT became something 
of the system's engine room, as its reputation grew 
as the place where conversations occurred that 
mattered. Several experiments then took place, 
within and outside of the ALT environment. 

Understanding the system: connecting 
with the public 

In one of the first of these small experiments, 
members of the ALT were encouraged to get out 
and have conversations with members of the public 
in community venues, such as cafes, leisure 
centres, etc. The idea was to start to explore what 
people were interested in and talking about in their 
lives, whether or not related to health. The results 

were interesting because despite some relatively 
high-profile health issues being topical at the time, 
local people were much more concerned about 
their own lives and those of their community. 

Creating experiments in working 
differently – trust-based payment 
mechanisms 

There then followed a series of experiments to 
embed a different approach, focussing on building 
trust and learning to say yes'. One example was the 
local GP incentive scheme to incentivise practices 
to undertake work deemed to be out with their 
standard contract. Unfortunately, this had led to 
the development of a spreadsheet of several pages 
with individual actions to be completed by 
practices to earn a series of tiny payments. 
Following a visit to New Zealand and wishing to 
pursue a high-trust, low-bureaucracy system, the 
CCG agreed to take a different approach to the 
incentive scheme. Essentially, the Executive and 
Governing Body decided to automatically make the 
payment to practices, provide them with their data 
on various practice performance measures and ask 
them to undertake some improvement work. The 
only other requirement was to produce a poster to 
share their learning with practice colleagues at a GP 
education session.  

Gaining agreement to the change required 
considerable effort, given that the traditional 
approach was delivering spreadsheets full of 
'assurances' for the CCG in terms of what was being 
'delivered' by the scheme. Also, while the financial 
payments for individual practices were small, the 
overall cost was £750K.  

The outcome was impressive in terms of both the 
impact of practices using their data to drive 
patient-centred improvements and how the 
general approach had on developing trust and 
improving relationships between the CCG and 
practices.  

Digital tools 

A further significant decision made to support 
primary care was the implementation of 
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HealthPathways. This a web-based decision support 
tool for General Practice designed to be used 
during patient consultations. Still, it was delivered 
using much more of a cultural and behavioural 
approach than an IT programme. HealthPathways 
was developed in New Zealand and is undoubtedly 
a huge help to GPs in supporting them to make 
better-informed decisions with their patients, who 
are more likely to be looked after in the community 
than in the hospital. However, as in Canterbury, 
one of the most significant impacts came from 
developing clinical pathways locally, which involved 
conversations between GPs and hospital clinicians 
to agree on how we do things around here'. 
Leaders then trust those on the front line to define 
the person's best achievable pathway and the 
system. This helped create new relationships, break 
down barriers, and support the new way of 
working. 

Removing bureaucracy - changing 
processes to match the new culture 

One further example of our behaviour change was 
around Continuing Health Care. South Tyneside was 
a significant outlier in terms of high numbers of 
people referred for assessing eligibility for CHC, 
slow speed of processing referrals, high numbers of 
people being deemed eligible, and thus high overall 
spend on CHC. While some of this variation from 
national norms was understandable, there was a 
strong sense that a set of behaviours had emerged 
over time in an 'arms race' between a council trying 
to put as many people as possible through the CHC 
system, and therefore overinflating care needs for 
individuals in the hope of the NHS picking up the 
costs of providing care. The CCG was putting in 
place an increasingly bureaucratic system designed 
to restrict CHC numbers and CCG spend. 

After reviewing the 33-step process, it became 
clear that a radical new approach was required to 
address this issue. As a result, the CCG decided to 
trust frontline staff to assess and approve the care 
required for individuals, starting with 'fast-track' 
referrals - designed for patients at the end of life. 
The new methodology proved so successful that 
soon it was expanded to include all CHC referrals. 
The impact was that the numbers of new referrals 

declined, and the speed of assessment significantly 
increased. The overall rate of CHC eligibility and 
total spending declined as patients received the 
care they needed quickly.  

Spreading and embedding the new 
culture and behaviours 

In terms of embedding our new approach, we 
deliberately did not want to undertake structural 
change or reorganisation just for the sake of it. We 
resisted this until it was necessary and sensible to 
consider it. We did place trust in people to spread 
the message about a change in our behaviours 
being 'the real work', and we termed this approach 
'alliancing'. To support the changes at the frontline 
level, we did establish or rebrand a series of groups 
or alliances. These multi-agency groups were 
encouraged and helped to make appropriate 
changes to services without seeking further 
permission.  

This was underpinned by an Alliance Charter signed 
by the CCG, Council, two Foundation Trusts, and 
the voluntary sector network (Healthnet). The 
charter includes a set of principles that guide the 
way leaders in the system undertake their role. It 
has a top-line commitment to reach consensus 
decisions based on 'best for the person, best for the 
system'. The alliancing approach includes 
collaborative decision-making structures for 
deciding local priorities, taking decisions about 
proposals and leading local change programmes.  

The Alliance Business Group - a system-wide group 
that is accountable to the health and wellbeing 
board - oversee integrated working in South 
Tyneside, including that of the joint commissioning 
unit. This manages around a quarter of the CCG's 
budget. Local alliances sit beneath the Alliance 
Business Group and develop work on specific 
themes.  

Investing in relationships 

As well as these formal mechanisms, we also 
developed a range of other tools to support and 
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cascade the messages, such as the introduction of 
'Alliancing time'. Even during formal meetings, time 
was set aside for people to have individual or small 
group conversations necessary to maintain 
connections and relationships. We also introduced 
sessions deliberately called Active Collaboration, 
recognising that collaborating is an active process, 
not a passive event. 

Building learning practices 

While there was no formal learning structure 
established as part of our work initially, there was a 
definite focus on some critical learning elements. 
For example, we emphasised the value of learning 
together as we tried out different experiments. We 
described prototyping, where we set out to 
implement an idea without overanalysing it and 
learn as quickly as possible what worked and what 
didn't and allowed ourselves time to describe what 
that was. 

We also tried to encourage the spread of alliancing 
practices by bringing groups of staff together to 
share their 'alliancing' successes. The sense of 
achievement and empowerment engendered by 
these conversations was palpable. We have 
recorded staff talking about their experiences and 
how different they felt from their previous roles in 
other systems. 

The importance of an explicit shared 
purpose 

One of the significant issues that we failed to 
address until later was developing a shared 
purpose for the system collectively. It was not until 
a Local Government Association peer review was 
undertaken some three years after the new 
approach had begun that this was more clearly 
considered. This voluntary review helped identify 
the strengths we had established and the areas that 
we should consider improving. Following the study, 
we undertook a more systematic conversation 
about the mission statement that would best 
summarise the reason behind our collective efforts. 

 

It is genuinely beginning to feel like our partners 
are all in it together, and there is 'one system and 
one budget'. Providers are more open about where 
they are struggling and, therefore, more likely to 
develop a whole system, collaborative solutions. 
We are also moving to an approach where we are 
all custodians of the South Tyneside pound' and 
have a collective duty to spend it wisely. 

While conversations with the public are still 
emerging, there is a real sense that organisations 
are more willing to co-produce solutions and a new 
way of working. 

Staff report that it feels different from working in 
South Tyneside compared to their experiences 
elsewhere. The sense of empowerment and feeling 
more trusted to make the right decision is now 
being consistently reported and is borne out by 
CCG staff survey results in recent years. 

We have also recently established an 'Alliancing 
Academy', a facility based in the community in a 
converted library, intended to act as a learning 
resource for people from all our organisations and 
the public.  We are already seeing people come 
together here for regular systems conversations in 
an environment that has been built to remind us 
that we are here for the community we serve. 

It is undoubtedly true that some leadership 
positions found it quite uncomfortable to talk 
about trust and behaviours as real work rather than 
focussing on tasks. Some also found the pace of 
progress too slow. However, even with hindsight, it 
is difficult to accelerate some difficult 
conversations without being too superficial. 

Despite having committed to working in a new and 
different way, there is still a tendency to revert to 
old behaviours, given how long they have been 
established and rewarded and continue to be so in 

| Where we are now 

| Barriers and Tensions 
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some organisations around us. Noticing this has 
been an essential part of our journey. It is also 
difficult to underestimate the scale of behaviour 
change we are asking people to make. For example, 
we ask Foundation Trust colleagues to set aside 
their constitution, which mandates competing, 
growing their business, and making a profit 
favouring doing what is best for patients and best 
for the system. 

It is also true that in this environment, new 
initiatives tended to spring up all over the place and 
could feel uncoordinated at times. While we try to 
address this by organising system-wide events to 
share information about what we are doing and 
learning, some senses a certainty of a more 
permissive approach. 

We have also found the lack of structural change 
and new organisational form to be hindered when 
describing the South Tyneside system. Traditionally, 
people expect to see new Three Letter Acronyms, 
organograms, terms of reference, or memoranda of 
understanding. Explaining changes in behaviour, 
trust, and empowerment can make the difference 
seem less tangible and even superficial, despite its 
being much more radical. 

Finally, there is a challenge of working with 
regulators who are focused on organisations 
instead of systems. We produced a financial 
recovery plan for our whole health economy, 
covering 2 CCGs and 2 FTs. We worked hard to 
ensure that NHS England & Improvement meetings 

with regulators were team events rather than 
focussed on one agency. 

As well as the tangible successes already described 
earlier, we would also link our approach to 
continued excellent performance against 
constitutional standards such as ED waiting times 
and RTT, reductions in delayed transfers of care 
and smoking during pregnancy, as well as 
improvements in mental health service standards. 

Sometimes, even what looked like a technical piece 
of work, such as the implementation of 
HealthPathways, was a much more whole system 
piece of behaviour change. The relationship that 
already existed in the system certainly helped 
enable this type of work to be carried out in this 
fashion. 

South Tyneside started with some advantages in 
that leaders of the NHS and local authority 
organisations have long-established strong 
relationships and a shared vision for a more 
collaborative approach.  

There is also a strong sense of local identity in 
South Tyneside, a small, self-contained system. 
Staying 'off the national radar' by maintaining high-
performance standards, particularly of the NHS 
organisations, also allowed us to experiment and 
innovate more freely.  

There are some essential ingredients that any 
system can emulate and adopt if they are willing. 
The first is senior leaders' role, who needed to put 
patients' needs and the system above those of 
themselves and their organisations. Leaders 
needed to be brave and to demonstrate their 
commitment to working in a high-trust way visibly.  

Finding ways to practically demonstrate how 
leaders wanted to trust frontline staff was 
important in making it tangible to an increasing 
number of people in the system. These gestures 

“ 

We already recognised the 
interconnectivity of the 

actions of individual 
organisations within a 

complex system and we 
wanted to really embrace 

being ‘all in it together’. | What taking an HLS 
Approach Requires 

| Enablers and Successes 
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were often referred to by staff when asked about 
how we do things around here'. 

Perseverance was also key. These cultural changes 
will not happen overnight and will be threatened 
during crisis and system pressure when it is easy to 
revert to old behaviours. Recognising this and 
moving to prevent it was and remains particularly 
important. 

Reframing such potential threats as shared financial 
challenges as collaborative action opportunities 
meant that progress could be made more quickly. 
Provider engagement in the new approach was also 
partly motivated by a financial burning platform as 
our two trusts were unable to grow their way out 
of trouble'. Simplifying our financial regime enabled 
conversations to focus on the right thing to do for 
patients and people and removed some of the 
perverse incentives that had previously driven 
behaviours that may have been more focussed on 
organisations than either the person or the system. 
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The need to formalise some of the mechanisms that have been adopted over the past 

five years has been recognised and is now one of the next steps for our system. This 

must be done within the spirit of working as a Human Learning System, in line with our 

alliancing principles. Although we have resisted structural change until relatively late in 

our journey, we now plan to make more explicit the network of Alliances and how it 

relates to the ALT, ABG and individual organisations governance structures. 

 

We are also planning how to strengthen further the joint working arrangements 

between the CCG and Council, explicitly establishing a large pooled budget and joint 

committee structure to oversee this. This could be supported by the establishment of 

further, more senior collaborative posts between the two organisations.  

While we have begun to take our first vital steps into co-production, with extensive 

recent experience around re-providing hospice services in the borough, we intend that 

this becomes part of a sustained and ongoing conversation with our public.  

Similarly, although VCS engagement was highlighted by the LGA as a strength of the 

system as part of its peer review, fully integrating the sector into our approach is still a 

work in progress. 


