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Rethinking health and CaRe SySteMS

The power of autonomy and resilience in 
healthcare delivery
Russell Mannion and colleagues argue healthcare systems should learn from the good 
examples witnessed during the pandemic to enhance provider autonomy and resilience

During the covid-19 pandemic 
healthcare systems around 
the world mobilised effective 
responses by allowing space 
for local agency and entrust-

ing frontline staff to lead radical change.1 
But, as the context of the pandemic shifts 
from national emergency to one of rebuild-
ing for recovery, there is a risk that posi-
tive innovations associated with autonomy 
will be lost as healthcare systems revert 
to traditional top-down “command and 
control” ways of working. Here, we focus 
on the consequences of local autonomy 
for individual clinicians and the multiple 
NHS organisations in England that deliver 
healthcare services, such as primary care 
organisations and providers of hospital, 
mental health, and social care services. 
We argue for system oversight arrange-
ments that allow more space for enhanced 
local autonomy to facilitate bottom-up 
resilience in the face of challenging local 
contexts.

Balancing central control and organisational 
autonomy
All health systems have to balance local 
autonomy (decentralisation) with top-down 
authority (centralisation).2 Historically, 
the English NHS has witnessed repeated 
pendulum swings between centralisation 

and decentralisation of decision making 
power. Notwithstanding some notable poli-
cies, such as conferring local autonomy on 
foundation trusts (NHS organisations of 
hospitals and mental health and ambu-
lance services), the trend has been towards 
top-down strategies since the 1980s. This 
central “pull” to control is largely structural 
and financial, given the share of national 
income devoted to funding the NHS and 
the need for parliamentary accountability 
for how resources are used. Any decen-
tralisation implemented has often been 
conditional, notably in the case of “earned 
autonomy” in the 2000s whereby high 
performing organisations were subject to 
less central control and allowed increased 
operating freedoms.3 Indeed, some cen-
tralisation of decisions is required to enable 
decentralisation.4

Some central decision making occurred 
during the covid-19 pandemic in 
programmes such as NHS Test and Trace, 
the delivery of the covid-19 vaccine, and 
the procurement of personal protective 
equipment (PPE). However, the pandemic 
also stimulated on-the-ground innovation, 
responding to local patterns of clinical 
need. The Department of Health and 
Social Care gave greater decision making 
autonomy to local organisations when 
it thought that local decisions would 
optimise care.5 Examples of this include 
the adoption of virtual wards and video 
consultations, and the redeployment of 
clinical staff within hospitals. Centralised 
approaches are well known to limit the 
ability to make rapid change,4 so it is 
perhaps unsurprising that a key enabling 
factor driving responsiveness to covid-19 
in the English NHS was a more permissive 
policy environment involving lighter touch 
regulation, fewer bureaucratic obstacles, 
and enhanced autonomy for frontline 
providers to self-organise and implement 
change at pace.5

There is a logic to this. Decisions about 
healthcare system inputs (eg, financial 
allocations) are best centralised because 
of economies of scale and pooling of 
financial and epidemiological risk 
(thereby allowing higher costs of less 

healthy patients to be offset by lower 
costs of healthier ones). At the same time, 
processes (eg, operational decisions) 
can be decentralised to foster greater 
responsiveness to local staff and patients, 
with stipulated (organisational) outcomes 
(eg, performance targets) being centralised 
to provide parliamentary accountability 
and managerial efficiency.6Figure 1 
shows the complexities of centralising 
and decentralising strategies in the UK 
response during the covid-19 pandemic. 
The figure breaks down the dynamic 
balance between the centre (Department of 
Health and Social Care and NHS England) 
and the locality (NHS organisations) into 
input, outputs, and outcomes. There are 
examples of both decentralisation and 
centralisation across all categories during 
the covid-19 pandemic, but overall, covid-
19 provided opportunities for increased 
autonomy (arrows pointing down), which 
stimulated local decision making and 
innovation.

The concept of organisational autonomy 
embodies two aspects: freedom to make 
decisions or act and freedom from external 
control.7 Freedom from external control 
(or vertical decentralisation) implies 
the release of bureaucratic constraints 
to empower decisions (in, say, how an 
organisation spends money received from 
the government), whereas freedom to act 
(horizontal decentralisation) refers to the 
opportunity to innovate and take risks 
locally.6 The vertical centralised chain 
of decision making was seen to be too 
slow to respond in the rapidly changing 
environment of the covid-19 pandemic. 
Regulations were relaxed and local 
decision making was accelerated. NHS 
organisations were able to experiment with 
and implement new care models (such as 
virtual wards or online consultations). 
Horizontal decentralisation refers to the 
wider ability to transform services, usually 
as part of local networks and partnerships 
such as clinical networks in England’s 
newly formed integrated care systems, 
which comprise partnerships between NHS 
organisations, local councils, and third 
sector agencies.

Key messages

•   Health systems can do more to 
support autonomy and bottom-up 
resilience and learn from the good 
examples witnessed during the pan-
demic

•   To allow for more local autonomy, 
the health workforce will need sup-
port to be adaptable and flexible

•   Leaders have a crucial role in enhanc-
ing workforce resilience by building 
competencies, balancing workloads, 
and fostering sound relations

•   Slack, the accumulated excess 
resources that are not immediately 
deployed to the work at hand, is at 
the heart of a resilient system
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Table 1 | Ways to promote more autonomy and resilience in NHS
Group What is required How
Clinical teams Scope to innovate Encouragement from organisational leaders to co-produce care systems with patients as partners, and to 

adapt and flex to changing circumstances
Organisational leaders and 
managers 

Capacity to support innovation Provide training and support to frontline team to think in terms of building connections across systems 
and nurturing collaborative relationships rather than merely responding to central government orders

Policy makers Learn to let go and trust frontline 
providers

Create more flexible policies and procedures that allow local teams to innovate and respond rapidly 
to change. Apply the subsidiary principle—that the centre should take responsibility only for tasks that 
cannot be performed more locally

Politicians Stop mandating standardised 
practice and avoid top-down 
reorganisations

Encourage a culture of coproduction and cooperation between stakeholders. Allow slack to exist in the 
system in preparation for any crisis that might strike in the future. Avoid needless restructuring

Patients, the public, and 
carers 

Co-design of services Policy makers and health service managers need to make sure there are clear responsibilities for staff 
across the system to involve the public, patients, and carers in co-designing services. All healthcare staff 
need to encourage patients, family members, carers, and user groups to be involved in co-designing 
services 

Are local staff willing and able to exercise 
autonomy?
Complicating the understanding of local 
autonomy and central control is how 
autonomy is actually exercised by manag-
ers and clinicians in local organisations. 
Local staff need to be willing and able to 
exercise autonomy in order to realise the 
benefits of decentralisation.8 Staff may be 
less willing to act autonomously if they 
fear punitive consequences for failure.3 
Also, staff need to be sufficiently skilled to 
implement change. Current vacancies, poor 
morale, and burnout reduce the capacity of 
frontline staff to exercise autonomy.9

Individual autonomy also depends on a 
local organisation’s ability to collaborate 
with other agencies over which they have 
no direct authority. Patient flow through 
hospitals, for example, is heavily reliant 
on primary care and ambulance services 
for admitting patients and on social 
care for their discharge. Yet hospitals 
must also compete with these agencies 
for resources, in terms of recruiting and 
retaining staff as well as stewardship of 
limited financial resources. Thus, the 

“decision space” available to local staff is 
a function of vertically granted autonomy 
and the horizontal realities of acting across 
local organisational contexts. Enjoying 
freedom from the centre might mean 
little in practice if there is limited scope to 
work effectively locally. Likewise, strong 
local partnerships might be ineffective 
if bureaucratic controls remain in place 
because each organisation will respond to 
central imperatives. For example, if local 
organisations have different performance 
indicators or financial targets set by their 
respective government departments, staff 
will not have time or space to nurture local 
partnerships.

The challenge for the NHS now is to 
maintain the increased local decision space 
generated in response to the pandemic 
in the face of exceptional operational 
pressures within the NHS. Autonomy 
and innovation become lower priorities 
if everyone is tackling the elective care 
backlog and long waiting lists. The natural 
reaction of politicians and policy makers is 
often to tighten central control, but greater 
local autonomy is preferable in many areas 

of health service delivery—providing that 
the resources to do the work are available.

Local autonomy helps build resilience 
To allow for more local autonomy, the 
health workforce will need support to be 
adaptable and flexible—in short, resilient. 
Resilience is about adaptive capacity—the 
ability to handle challenges ranging from 
the everyday to the next major disruptive 
pandemic. Health workers essentially need 
the freedom to flex and react to unforeseen 
challenges while continuing to provide 
quality care. Giving people the authority 
to work flexibly is important for building a 
resilient health workforce.10 Organisational 
managers have a crucial role in enhancing 
the adaptive capacity of patient care teams 
by building competencies to work flexibly, 
balancing workloads, and fostering sup-
portive relations between team members.11 
Clinical teams that become adept at adjust-
ing in response to prevailing circumstances 
are more likely to learn to generate innova-
tive solutions to emerging problems.10

Qualitative studies of resilience across 
health settings find that every day clinical 
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Fig 1 | The arrows framework applied to the UK response to covid-19 (PPE=personal protective equipment, CQUIN=Commissioning for Quality and 
Innovation framework, QOF=general practice Quality Outcomes Framework)6
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performance succeeds much more often 
than it fails.12 This is largely because 
clinical teams are constantly adjusting 
what they do to match the conditions and 
circumstances they encounter—taking 
initiative, making adaptions, or doing 
workarounds to circumvent a block in 
the health system such as shortage of 
essential supplies.13 Often workarounds 
are temporary “fixes” that emerge as 
improvised repairs of poorly designed, 
incomplete, impracticable, over-restrictive, 
or otherwise dysfunctional work processes 
that make complex tasks more difficult.13 
A survey of 120 US nurses over six weeks 
in 2020 showed that workarounds are 
a prominent coping mechanism when 
under pressure or understaffed, but it also 
highlighted that using shortcuts alongside 
the excessive cognitive strain encountered 
during the pandemic was associated with a 
greater risk of errors.14

Allowing slack in the system
Slack in the system—that is, the accumu-
lated excess resources that are not imme-
diately deployed to the work at hand—can 
help with the burden of coping with short 
term challenges.15 Slack in the system 
allows for a buffer of staff, equipment, or 
thinking time that gives people sufficient 
scope to adapt to incoming pressures.16 The 
benefits of slack during the covid-19 pan-
demic were shown in a qualitative study of 
Norwegian nursing homes and homecare 
in 2020.17 Nursing home managers had 
leeway and available capacity to change 
practices and rapidly adapted procedures 
to fit the context. They reorganised the 
physical space, such as establishing out-
door sessions for staff on covid-19 guide-
lines and procedures and creating areas 
for putting on protective equipment, and 
quickly transferred staff from other depart-
ments or used social media to hire staff 
from other sectors to help when their own 
staff were sick or in quarantine. Because 
they could draw on existing resources the 
solutions could be rapidly integrated so 
staff could continue to care for residents 
with and without covid.17 18

However, once slack is used up services 
can become too lean to respond to the 
next challenge. For example, a decade 
of underinvestment in the NHS and pre-
existing capacity constraints meant there 
was little slack in the system when the 
pandemic hit. The result was that many 
elective procedures and outpatient services 
were suspended to allow staff, resources, 
and beds to be used for patients with covid-
19.19

Without slack in the system, the ability 
of clinicians and organisational leaders 
to manoeuvre, make rapid decisions, and 
add additional capacity when needed 
is impaired. This makes organisations 
too brittle in times of crisis and prone to 
shattering under stress. Pressure on the 
NHS to improve efficiency, for example, 
has increased bed occupancy rates (and 
reduced bed numbers), which in turn has 
reduced the slack in the system, leading to 
system-wide sclerosis.20

Locking in the positive responses to the 
pandemic
Centralised direction and support will 
always be important in any national health-
care system. However, there is considerable 
potential to support autonomy and bottom-
up resilience in the NHS, as witnessed dur-
ing the pandemic (table 1). The implication 
is that the core of healthcare reform should 
not be the top-down admonition to the 
frontline, “this is what you need to do” but 
rather, “where are you trying to go and how 
can we help you get there?” Thus, instead 
of assuming that things will improve by 
tightening the grip of the centre, we must 
recognise and accept that healthcare staff 
have the capability—and, for the most 
part, the willingness—to self-organise and 
respond rapidly to new challenges.
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