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PURPOSE  

To seek views from the System Leadership Board on the draft framework for the new 

Cumbria Joint Health and Wellbeing Strategy. 

KEY POINTS TO HIGHLIGHT 

The Cumbria Joint Health and Wellbeing Strategy sets the broad strategic direction for 

partnership working to improve public health and health and care services across the County 

and should shape NHS commissioning plans as well as local health improvement plans. The 

current strategy, which covers the period 2016-2019, has been used in this way by North 

Cumbria Health and Care and the Success Regime before it.  However it is now coming to the 

end of its term, and given when it was written (before the CCG boundary change and the 

emergence of Integrated Care Partnerships and Integrated Care Systems) it no longer reflects 

current organisational arrangements within the NHS. 

 

The Health and Wellbeing Board is therefore currently consulting on a revised Health and 

Wellbeing Strategy for Cumbria (consultation draft attached). There are two main strands to 

the consultation: 

 

1. Formal statutory consultation on the overall framework, summarised on page 4 of the 

attached document. 

2. Wider engagement on the priorities proposed in the remainder of the document. 

 

A number of consultation events across the County have been scheduled and colleagues 

from the County Council policy team are working with HealthWatch Cumbria to ensure that 

these can adequately inform the final document.  

NEXT STEPS / AREAS OF WORK TO BE PROGRESSED 

The consultation runs until January 2019 and the strategy will be formally presented to the 

Health and Wellbeing Board for adoption in March 2020. North Cumbria Health and Care will 

wish to consider a formal response to the consultation. 

RECOMMENDATION 

The System Leadership Board is asked to agree any feedback to be provided on the draft 

Health and Wellbeing Strategy. 

 

System Leadership Board  

PUBLIC  
1 November 2018 Enc:  8 

Title:  Cumbria Health and Wellbeing Strategy 

Author: Colin Cox, Director of Public Health, Cumbria County Council 
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Introduction 
The Cumbria Health and Well Being Board would like to invite residents and local 
organisations to comment on the Draft Cumbria Joint Health and Wellbeing Strategy 
2019-2029. The consultation will run from 1 November 2018 until 31 January 2019.

The draft strategy outlines how the Board will work together to improve the overall 
health and well-being of the county’s residents and reduce health inequalities over the 
next 10 years.

It is an important document, all Clinical Commissioning Groups, Local Authority and 
NHS England plans should take the Joint Health and Wellbeing Strategy into account.  
The System Plans and Joint Public Health Strategy in particular are the delivery 
mechanisms for the Strategy which need to reflect its priorities.
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The Strategy is in two main sections:

The first outlines the framework for the Strategy, its vision, key themes, principles and 
outcomes. 

The second expands on the four key themes and most importantly identifies potential 
priorities for immediate focus, the Cumbria Health and Well Being Board is particularly 
interested in getting the views of residents and local organisations on what these 
priorities should be and an indication of the timeframe for achieving these.

The priorities for the strategy need to be evidence based, building upon the JSNA. A 
link to the JSNA’s executive summary has been included for respondents to consider 
when identifying priorities for inclusion in the Strategy. 

www.cumbriaobservatory.org.uk/jsna  

At the end of the document you will find details of how to respond to the consultation.
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Vision - To enable Cumbrian communities to be healthy and to tackle health inequalities.
Key Themes 

Principles 

Outcomes 

Protecting the health 
of the population as 

a whole

Clear governance 
supported by 

evidence based 
decision making   

Clear governance 
supported by 

evidence based 
decision making   

Proactive 
wide reaching 
partnerships   

Providing high 
quality, person-

centred care

Prevention and Early 
Intervention at the 

Core    

Prevention and Early 
Intervention at the 

Core    

Independent and 
resilient communities   

Tackling the wider 
determinants of 

health and wellbeing

Tackling inequalities 
in health and service 

provision

Tackling inequalities 
in health and service 

provision

A sustainable health 
and care workforce    

Improving health and 
wellbeing throughout 

the life course

Co-production at 
the heart of planning 

health and care 
services     

Co-production at 
the heart of planning 

health and care 
services     

Delivered through North and South Systems’ bespoke delivery plans and the Joint Public Health Strategy



Cumbria Joint Health and Wellbeing Strategy 2019-2029: Draft Consultation Document 

cumbria.gov.uk

The overall aim of the Cumbria Joint Health and Wellbeing Strategy is enable Cumbrian communities to be 
healthy and to tackle health inequalities. High level measures of success will be monitored through changes 
to life expectancy, healthy life expectancy and the life expectancy / healthy life expectancy gap between the 
most and least deprived communities. 

Key Theme Protecting the health of the population as a whole
Why is this 
important?

Health protection focuses particularly on how the public is protected from the threat of both infectious 
diseases and environmental hazards such as chemicals, radiation and extreme weather.

Health protection has a significant multi-agency dimension. Screening and immunisations are 
commissioned by NHS England and delivered by local health services; communicable disease control 
involves significant joint efforts by the County Council public health team, District environmental health 
departments and Public Health England, among many others. And resilience is co-ordinated through 
the multi-agency Local Resilience Forum.

Priorities for 
immediate focus 

• Boosting uptake of MMR and flu vaccine;
• Boosting uptake of screening opportunities.

How are we going to 
measure progress 

• Flu Vaccination Coverage – At risk individuals;
• Analysis of  screening rates.



Cumbria County Council

Serving the people of Cumbria

Key Theme Providing high quality, person-centred care
Why is this 
important? 

Cumbria’s Health and Wellbeing Board agree that a focus on Health and Wellbeing needs to be more 
holistic than just looking at preventing ill health.
Whilst preventing ill health manifesting remains of critical importance, it is recognised that to achieve 
change more services should be available closer to home and in the community. This will help to reduce 
the number of people entering acute provision and ensures people can access the right service in the 
right place at the right time. 
This will require services and teams to think differently, perhaps working more flexibly or in a joined 
up way closer to communities which helps to identify and deal with problems as far ‘downstream’ as 
possible. This will support the principle of prevention and early intervention which is integral to delivering 
successful services right across Cumbria that reduces health inequalities. 
Like the rest of the country, there has been unprecedented increase in the demand for health and social care 
services. Cumbria shares a common national aspiration to allow people right across the county to live in the 
best health possible for as long as possible, not to achieve sustainability and save money but because it’s the 
right thing to do.
Delivering successful health and care integration means looking at the wider health and care economy 
to look at how to make the Cumbrian Pound go as far as possible. There also needs to be a focus on 
working across the public sector to maximise the impact of the workforce on the people served across 
the county. Instead of been a group of organisations, health and care needs to be seen as a collective 
of professionals that come together with the health and wellbeing of all Cumbrian People as a common 
concern and interest. All people involved aren’t necessarily health and care providers they may be fire 
fighters providing Safe and Well visits which provide an important proactive role that ensure people are 
identified early to achieve the maximum level of independence. 
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Key Theme Providing high quality, person-centred care
Priorities for 
immediate focus 

• Development of Integrated Health and Care Teams;
• Integration of reablement and rehabilitation services.  

How are we going to 
measure progress 

• Number of avoided admissions per annum; 
• Number of reduced bed days per annum; 
• User and carer experience and quality of life.

Key Theme Tackling the wider determinants of health and wellbeing
Why is this 
important? 

From a national perspective, Cumbria is a large sparsely populated area. It encompasses a national 
park, open expanses of countryside and a number of towns and villages. The geographical diversity 
exemplifies health inequalities across the county with life expectancy differing markedly depending on 
where you live.
The lower population density in more remote areas also masks small pockets of significant deprivation 
and poor health outcomes. 
Action is also required at a broader social, environmental and economic level, at the wider determinants 
of health and wellbeing. This is about creating the conditions in which individuals can reasonably be 
expected to be healthy and to take action in support of their own health and wellbeing. This can be seen 
in the “five capitals”, this model suggests that a community is healthy and sustainable when there is an 
appropriate stock of all five capitals, as follows: 
• Natural Capital: a high quality natural environment that provides opportunities for engagement with 

the natural world.
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Key Theme Tackling the wider determinants of health and wellbeing
• Human Capital: the skills, knowledge, and experience that give people the capacity to take part in 

society and have meaningful and fulfilling lives.
• Social Capital: networks and institutions that allow people to build human capital in partnership with 

others.
• Manufactured Capital: physical infrastructure including housing, transport, food distribution networks 

and other services.
• Financial capital: The means of owning and trading the other sorts of capital; adequate financial 

resources fairly distributed.
A key feature of this model is that it emphasises the importance of building all five capitals without 
degrading any of them. It sets a positive vision of building a better society in which everyone is able to 
maximise their potential for health and wellbeing.

Priorities for 
immediate focus 

• Delivering improvement in air quality across Cumbria; 
• Improving educational attainment for all young people across Cumbria; 
• Reducing obesity and excess weight in children and young people; 
• Availability of housing. 

How are we going to 
measure progress 

• Improvement in air quality to 40µg/m3 for NO2 and PM10;
• The number of Young People achieving level four qualifications; 
• The proportion of children and young people classed as overweight or obese 
• Proportion of houses built which are deemed to be affordable. 
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Key Theme Improving health and wellbeing throughout the life course
Why is this 
important?

Empowering people to take personal control and responsibility for their health and wellbeing. 
We need to increase opportunities to achieve positive change by supporting people and communities 
to build on their own skills and knowledge and their communities’ assets - a move from preventing 
illness to promoting wellness; and from a ‘doing to’ culture to a ‘doing with’ culture. 
Community-centred approaches are key to building resilient and flourishing individuals and 
communities. Resilience reduces the impact that the stresses of life have on our wellbeing, keeping us 
happy, healthy and independent for longer. 
From the clinical perspective, there is increasing evidence and recognition that a ‘More than Medicine’ 
approach is required, which seeks to mainstream non-clinical interventions such as befriending, 
volunteering and physical activity. This requires a culture change across health and social care to one 
in which alternative services such social prescribing are seen as real alternatives in supporting people 
to manage their own conditions better. It will require healthcare professionals to have a different sort 
of conversation which may offer these alternative services to address the social issues which can so 
often undermine the path to improved health and wellbeing.

Priorities for 
immediate focus 

• Improving diet & tackling obesity;
• Reducing the prevalence of smoking;
• Promoting physical activity; 

How are we going to 
measure progress 

• Childhood obesity levels across the county; 
• Levels of smoking; 
• District levels of physical activity; 
• Referral into CPFT mental health services / CAMHS TBC;
• Initiation of breastfeeding.

• Improve mental wellbeing of children and adults;
• Promoting breastfeeding.



How you can have your say 
We welcome all responses to this consultation. 

You can respond by completing the questionnaire at the end of this document. 

Simply cut out the questionnaire, complete it and send it to:  
Freepost CUMBRIA COUNTY COUNCIL.

There is no need to use a stamp. Please include this address on a single line without any 
other addressing details such as road, town or postcode. 

The address must be written using upper and lower case, exactly as above. 

Alternatively you can visit the consultation website (cumbria.gov.uk/haveyoursay) 
where you can fill in the same questionnaire online.

Details of upcoming consultation activities, background documents and more information 
about this consultation can also be found on the consultation website.

What happens next?
This consultation will run for twelve weeks from the end of October 2018.

The responses received during the consultation will be analysed and a report will be 
presented to the Cumbria Health and Well Being Board in early 2019.

Cumbria County Council

Serving the people of Cumbria
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1 - Who are your responding on behalf of?

Public sector organisation in Cumbria  As a county or district councillor

Private sector On behalf of a local community group

Third sector or not for profit organisation As a resident of Cumbria

None of the above

2 - Vision - To what extend do you agree or disagree with the overall vision -  
“To enable Cumbrian communities to be healthy and to tackle health inequalities”?

 Strongly agree Agree Neither agree or disagree Disagree Strongly disagree

3 If you disagree with the vision, why is this and what do you think it should be?

V
is

io
n   
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4 - To what extent do you agree or disagree with the four Key Themes identified in  
the strategy?

 Strongly agree Agree Neither agree or disagree Disagree Strongly disagree

K
ey

 th
em

es

Protecting the 
health of the  
population as 
a whole

Providing high 
quality, person  
centred care

Tackling the wider  
determinants of  
health and  
well being

Improving health 
and well being  
throughout
the life course
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5 - If you disagree with any of the themes, please explain why and tell us what you think 
the themes should be.
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s 6 - For each of the Key Themes, the strategy identifies a number of priorities for 
immediate focus. Please review these and indicate below to what extent you agree or 
disagree with the priorities identified for each theme.

 Strongly agree Agree Neither agree or disagree Disagree Strongly disagree

Protecting the  
health of the 
population as  
a whole

Providing high 
quality, person 
centred care

Tackling the wider
determinants  
of health and  
well being

Improving health 
and well being 
throughout
the life course
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7 - We are particularly interested in whether you think there are additional priorities which 
should be included. If you do, please list these under each Key Theme below.

Protecting the 
health of the
population as  
whole

Providing high 
quality, person 
centred, care

Tackling the  
wider determinants 
of health and
well being

Improving  
health and well
being throughout  
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8 - Do you have any additional comments you would like to make about draft strategy?

A
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ck
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Thank you for taking the time to give us 
your feedback. The responses received during 
the consultation will be analysed and a report  
will be presented to the Cumbria Health and  

Well Being Board in early 2019.



Cumbria County Council

Serving the people of Cumbria
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AGENDA ITEM: Delivery: 10 

Health Partnerships Officer Report for SLB Board 01.11.2018 

Progress in relation to paper presented at SLB 06.09.2018 

Subject Recommendation Action to date & proposed 
Information 
Governance  

• A solution needs to be found to issues relating to IG and the sharing 
of patient information with representatives of the third sector. 

• Health Partnerships Officer due to meet Joint 
Head of Information Governance/Data 
Protection Officer 31.10.2018 to gain a better 
understanding of the issues relating 
Information Governance and how this relates 
North Cumbria Health and Care system and 
third sector partnerships and integration. 

• Health Partnerships Officer and Head of 
Communication and Engagement North 
Cumbria CCG are seeking appropriate 
individuals and organisations from other 
health and care systems to discuss how they 
are managing/progressing this issue.   

• SLB leadership agreed to investigate if the 
issue had been or could be raised with 
national teams   

Third sector 
involvement in ICC 
structures 

• To develop a system wide model for the inclusion of third sector 
representation at Delivery Team meetings 

• ICC Programme Steering Group approved a 
system wide model for the inclusion of third 
sector representation at Delivery Team 
Meetings within each ICC. The roles (a 
maximum of two representatives per ICC) are 
likely to be recruited over the next 2-3 
months. Health Partnerships Officer currently 
communicating with individual ICC Trios to 
provide further information.  

Co-Production • To develop a system wide model for Co-Production processes. The • CLIC and Head of Communication & 
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model will need to have clear directions as to how to engage the 
third sector. This plan should include best use of third sector 
infrastructure bodies (e.g. Cumbria CVS, ACT and Cumbria Youth 
Alliance) and existing third networks (Cumbria Action for Health 
Network, Learning Disability Provider Forum, Children & Young 
People’s Voluntary Sector Reference Group, Churches Together, 
County Volunteering Network etc.) 

• To develop a system wide model that ensures best use of outcomes 
from Co-Production processes. The model should include a model 
for the continued engagement of third sector organisations in the 
development planning and review of services developed as a result 
of Co-Production processes. 

Engagement North Cumbria CCG continue to 
develop the Co-Production Toolkit and 
appropriate training. This will be the basis for 
the system framework for co-production and 
has been developed from North Cumbria 
Health and Care system’s own experiences 
with input from those involved in co-
production in a number of areas. 

 

ICC referrals to & 
from third sector  

• To develop a clear system wide pathway for referrals to and from 
the third sector using the Hub function  

• We are trying to establish new ways of 
working in a developing system and as such 
progress represents the early stage we are 
at. However there is now a strong sense that 
we are beginning to develop a shared 
understanding of the challenges relating to 
significantly different working practices and 
the barriers this may present. Conversations 
are ongoing and are productive.   

ICC multi-
disciplinary 
meetings  

• To develop a system wide model for the inclusion of third sector 
representation at multi-disciplinary team meetings 

• On hold pending further information 
gathering and discussion within ICC 
structures – with particular reference to IG 
and patient/client consent   

Sector offer visibility 
in ICC Hub 
environment 

• To develop a proposal that will enable system wide inclusion of 
third sector expertise in each ICC Hub.  

 

• Not progressed  
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Case study 
An opportunity to show case examples of good practice where health professionals and staff from third sector organisations are working effectively to 
produce positive outcomes for patients and carers and where health professionals identify opportunities to work more effectively and efficiently.  

West Cumbria Carers (WCC) and Occupational Therapy Department West Cumberland Hospital 
 

WCC provides support to carers of any age who care unpaid for a friend or family member who due to illness, disability, a mental health problem or an 
addiction cannot cope without their support.   
 
Unpaid carers and the vital role they play can often be overlooked at a time of crisis when they or the person they care for attend accident and emergency 
and/or are admitted to hospital and at discharge. The 2011 Census revealed that there are in the region of 36,000 unpaid carers in North Cumbria. 
 
WCC started working with staff from the Occupational Therapy Team at West Cumberland Hospital over 12 months ago. Initially they linked through the 
Home First Scheme but soon realised there was much more work they could do together to identify carers and provide them with support whilst they or the 
person for whom they cared were in hospital or approaching discharge.  
 
The project now has a very clear focus with a structured approach to support the Occupational Therapy Team to make good quality and appropriate referrals 
to West Cumbria Carers.  
 
All patients who are part of the Occupational Therapy Team case load are explicitly asked if they are a carer or have a carer. They are then encouraged to 
accept an onward referral to West Cumbria Carers. The team’s case load list is updated regularly to identify who has been asked and their response. Once a 
week a Carers Support Worker from West Cumbria Carers attends the end of the case load management meeting with OT staff at which point all relevant 
cases are discussed and formally referred on.   
 
Why is it important for carers organisations to work alongside health professionals in this way? 
A recent evaluation of work that Carlisle Carers, Eden Carers and West Cumbria Carers undertook alongside health care professionals and in health care 
settings over recent years came up with some really interesting information. 
 
For the vast majority of the carers spoken to by evaluators, the trigger which prompted them to get involved with a carers’ organisation was related to a 
change in health: 

• of the person cared for 
• of the carer’s own health 
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• related to a new diagnosis 
• around discharge planning from hospital. 

 
The involvement of a health professional also plays a decisive role, with over half of the carers spoken to identifying the intervention of such a person as 
important in seeking support from a carers’ organisation. These professionals are important for several reasons. 

• helped carers to see themselves as ‘carers’ (as opposed to people who simply ‘got on with’ looking after a family member or loved one).   
• had a role in ‘giving permission’ to a carer to seek support, often being a more effective ‘permission giver’ than the carer themselves or a member of 

the family   
• frequently a source of information about the type of support that carers could access 

 
In conversation with staff from the OT department they identified the following  

• saved OT staff significant time as staff from West Cumbria Carers were able to offer carers time, emotional support and to explain and guide them 
through often complex discharge processes 

• saved OT staff significant time as staff from West Cumbria Carers were able to pick up and manage additional onward referrals to other third sector 
organisations e.g. Age UK, Alzheimer’s Society etc 

• provided peace of mind to OT staff as carers now linked into a community based network of support that would remain available to them once carers 
and/or cared for were discharged 
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PURPOSE  

At the System Leadership Board Development Session in October 2018 a presentation on 

‘building the population health system’ was given.  This report summarises for the Board the 

key areas of work which are now being progressed.  

KEY POINTS TO HIGHLIGHT 

 A Population Health Management (PHM) Maturity Assessment has been drafted in order 

to determine the priority areas of action (attached at Appendix 1). 

 A formal submission to NHS England outlining how the in year transformational resource 

will be spent has been made and feedback is awaited. 

 The joint work with NECS on the business analytical capabilities, specifically the 

development of the RAIDR system is progressing.   The next stage of this is to share with 

the GP ICC leads and wider multidisciplinary teams.  

 Work is progressing on defining an approach to population health at ICC/community level. 

An initial proposal has been shared with the GP ICC Leads Group, this is based on 

creating a ‘healthy life expectancy map for each ICC.  This will be discussed at the next 

meeting in November 2018.  

 A small group to lead and co-ordinate this work has been established.  

NEXT STEPS / AREAS OF WORK TO BE PROGRESSED 

 Delivery of Appendix 1.  

 Mobilise additional resources to support PHM key areas of work.  

 GP ICC leads to agree priorities for ‘path to healthy life expectancy per ICC’.  

 RAIDR system roll out and refresh plan to be developed with primary care and ICC 

leadership team, this will include a PHM dashboard for the North Cumbria ICS.  

RECOMMENDATION 

That the System Leadership Board notes the priority areas of work being progressed at 
Appendix 1.  
 

 

System Leadership Board  

PUBLIC  
1 November 2018 Enc:  13 

Title:  Population Health Update  

Author: Ramona Duguid, Director of Integration  
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Appendix 1 

 

Timescale Learning Cycle Phase  Priority areas of work  

November/Dec 
2018 

Understand 
population health 
and care needs 

Population segmentation by ICC (primary care network) – to include: 
 Disease prevalence (e.g. Asthma, COPD, Lung Cancer) 

 Risk factor data (e.g. smoking, obesity, physical activity, age profile, deprivation, 
air quality) and priority areas for action per ICC 

 Vaccine (flu/pertussis) uptake % - variation 

 Performance data (relevant to e.g. asthma, COPD, Lung Cancer treatment) – 
variation 

 Demand on social care services 

 Map local assets (e.g. stop smoking, weight management, British Lung 
Foundation (Breathe Easy), physical activity classes/leisure providers, pulmonary 
rehab, home warmth grants), digital assets (apps, access to info, advice and 
guidance) 

January 19 Opportunity analysis 
and targeting 

Risk stratification and impactibility modelling – to include: 
 Using person-level data: aggregating data on risk factors (an example may be 

aggregating at-risk age range, smoking status, COPD exacerbations/inhaler use) 
to identify groups/ICCs with high risk of secondary care admission. 

 Present RAIDr model across each ICC.  

 Ideally also look at Electronic Frailty Index/Patient Activation Measure scores to 
segment groups into optimal pathway for follow-up 
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February/ 
March 19 

Predictive System 
Modelling 

Modelling of expected outcomes under different scenarios – e.g.: 
 Proactive targeting of winter warmth/stop smoking support/pulmonary 

rehab/community groups, weight loss for those at risk of sleep apnoea, physical 
activity interventions asthma 

 Maximising flu vaccine uptake  

 Reducing unwarranted variation in care, medication adherence 

 Modelling costs related to proactive case management in order to identify high 
impact/best VFM approaches 

 Agree admission avoidance and prevention priorities at system and 
neighbourhood level 

Business case on health checks and social prescribing  
Agree new PH metrics  

March 2019 Early stage 
intervention design 

 Based directly on intelligence from system modelling 

 Method for pathway development agreed  

Sept 2019 ICCs  Identify PH lead in each ICC  

 Path for healthy life expectancy  

 Integrated HAWCs into ICC multi-disciplinary teams 
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Transforming systems is ultimately about transforming relationships 
among people who shape those systems. Many otherwise 
well‑intentioned change efforts fail because their leaders are 
unable or unwilling to embrace this simple truth.
(Senge et al 2015)





A year of integrated care systems

 5 1  2  3 4  8 6  9 7 1110

Contents
Key messages 4

Introduction	 8

About this research 9

Structure of this report 11

Background		 12

Why do ICSs matter? 12

Where did ICSs come from? 14

How were ICSs introduced? 15

What	are	the	emerging	features	of	ICSs?		 20

Variation in the nature of ICSs 24

Activity is taking place at multiple levels  27

Activities at the system level 29

Changes in commissioning 31

What	service	changes	are	taking	place?	 33

Developing primary care 33

Integrated community teams 34

Supporting high-risk populations 36

Contents  1

1

2

3

4



Contents 2

A year of integrated care systems

 5 1  2  3 4  8 6  9 7 1110

Information-sharing  37

Prevention and population health  38

Acute reconfigurations 39

Other changes  41

What	does	the	leadership	and	governance	of	ICSs		
look	like?		 43

ICS leadership 43

ICS governance 46

Next steps on governance 51

How	has	the	process	been	managed	by	local	areas?		 53

Developing collaborative relationships 53

Directing people and resources to ICSs 55

Managing system finances 56

Managing the change process 57

Who	has	been	involved	in	developing	ICSs?		 59

Local authority involvement 59

Involvement of clinicians and other frontline staff  62

Patient and public involvement 64

Involvement of other key stakeholders  66

6

7

5



Contents 3

A year of integrated care systems

 5 1  2  3 4  8 6  9 7 1110

How	has	the	process	been	managed	by	national		
NHS	bodies?		 67

National support for ICSs 67

Regional support and co-ordination with the national teams 69

Future regulation  71

Are	ICSs	making	a	difference?		 73

Bringing about service change 73

The role of ICSs in driving change  74

Changing ways of working 77

Next steps  80

Emerging	lessons	from	ICSs		 82

What factors are helping progress? 82

What factors are making progress harder? 84

Where	next?		 87

Recommendations for local systems and leaders 87

Recommendations for national leaders 91

Appendix: Methodology 95

References 97

About the authors 103

Acknowledgements 106

8

9

10

11



Key messages 4

A year of integrated care systems
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Key	messages
The development of integrated care systems (ICSs) represents a fundamental 
and far-reaching change in how the NHS works, both between different parts of 
the service and with external partners. The evidence reported here shows that 
progress is being made in most ICSs in improving health and care and developing 
the capability to work as a system. The challenge now is to build on the foundations 
that have been laid by removing the barriers we have identified and providing time 
and support to ICS leaders to take their work to the next stage of development. 
Having willed the ends, national bodies must provide the means to enable ICSs 
to succeed. As this happens, the understandable desire to see change happen 
quickly needs to be married with realism about the scale and complexity of what 
is being attempted.

Where	are	we	now?

 • ICSs vary widely in their size and complexity and have focused in their first 
year on building the foundations on which to improve health and care for 
their populations.

 • ICSs have used the freedoms they have been given to explore what it means to 
work as place-based systems, both within the NHS and between the NHS and 
local government.

 • ICS leaders have been learning about system working on the job, including the 
need to lead differently to deliver their ambitions.

 • Much of the work of ICSs to date has involved establishing the governance, 
collective leadership and staffing needed to work as systems, and engaging 
with stakeholders such as local authorities in their communities.

 • Early changes in service models include work to strengthen and integrate 
primary care and community services and to review how specialist services 
are delivered in some areas.
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 • ICSs also report that they are working more collaboratively to manage finances 
and performance across the system in a way that was not happening previously.

 • Larger ICSs are working through neighbourhoods and places as well as across 
the whole system to improve health and care, building on the work of the new 
care models programme and related innovations, and emphasising the principle 
of subsidiarity.

 • ICSs that are furthest ahead in their work are those that were already working 
as systems and have given priority to strengthening relationships and trust 
between partner organisations and their leaders.

 • Some ICSs have found it more difficult than others to establish common 
cause among partner organisations, either because some NHS organisations 
have been unwilling to commit or because local authorities have yet to be 
fully engaged.

 • Regulators and national bodies have been slow to align how they work with 
ICSs, and this is particularly evident in the way in which regional teams 
of NHS England and NHS Improvement relate to NHS commissioners 
and providers.

 • There are continuing tensions between the statutory framework, which 
focuses on organisations and their roles and accountabilities, and the growing 
emphasis being placed on systems and partnership working.

Where	next?

 • Looking ahead, national bodies should ensure that ICSs are allowed time to 
develop and mature, and be realistic about the challenges ICSs are facing in 
working as systems.

 • The priority for local leaders is to focus on delivering further changes in service 
models to improve health and care for their populations.

 • ICSs should redouble their efforts to involve key stakeholders such as local 
authorities and to deepen the involvement of staff, voluntary and community 
sector organisations, patients and the public in their work to build a movement 
for change. 
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 • ICSs should also continue to give priority to strengthening relationships and 
trust between partner organisations and their leaders; this is the fundamental 
foundation on which they will succeed or fail.

 • Leadership in ICSs should be developed with a continuing emphasis on 
collective and distributed leadership, ensuring that leaders have dedicated 
time to fulfil their roles.

 • Governance within ICSs should evolve in the light of experience to ensure that 
their work does not conflict with the accountabilities of local authorities and 
NHS organisations.

 • ICSs should set aside time on a regular basis to reflect on their progress and  
to adapt their ways of working as part of a continuing commitment to learning 
by doing. 

 • ICSs must demonstrate the impact they are having in improving health and 
care for their populations to reassure those who question their ability to 
deliver benefits.

 • National bodies should do much more to align regulation and funding with the 
emphasis now being placed on ICSs.

 • Legislative changes will be needed at some stage to support the development 
of ICSs; proposals should be brought forward, drawing on the experience of 
leaders within the health and care system.

 • The NHS long-term plan should set out a route map for all areas to progress 
from sustainability and transformation partnerships (STPs) to ICSs, earmark 
funding to support ICSs’ development, and communicate simply and clearly 
why they are needed. 

 • The plan should also set realistic and measurable objectives for improving 
population health and hold ICSs to account for delivering these objectives at 
the local level.

 • National bodies should work with NHS and local government leaders to 
further develop the support programme for current and future ICSs and to 
share learning based on peer-to-peer support and the spread of best practice. 
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 • National bodies should work closely with local leaders in the further 
development of ICSs and should clarify where ICSs fit into the emerging 
architecture of the NHS in the light of plans to establish seven regional offices 
of NHS England and NHS Improvement, ensuring that this does not create an 
additional tier of bureaucracy.

 • National bodies should also clarify the future size and functions of ICSs, given 
wide variations in the first cohort. Any move to bring smaller ICSs together 
should be locally led and rigorously tested to avoid destabilising relationships 
that are still under development. For the time being, collaboration between 
smaller ICSs may be a better way of enabling work to take place at the 
appropriate scale, rather than redrawing lines on the map.
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1 	Introduction

Where once the primary purpose of the health and care system was to provide 
episodic treatment for acute illness, it now needs to deliver joined-up and proactive 
support for growing numbers of older people and people living with long-term 
conditions and complex needs. Severe constraints on NHS and social care funding 
since 2010 have put the system under enormous strain, and it is clear that simply 
working current models of care harder is not the answer. Instead, the NHS and its 
partners need to work differently, breaking down barriers between services and 
giving greater priority to promoting population health and wellbeing.

In March 2017, NHS England set out an ambition to ‘use the next several years to 
make the biggest national move to integrated care of any major western country’ 
(NHS England 2017, p 31). This aim is now being pursued through the development 
of sustainability and transformation partnerships (STPs) – local ‘place-based’ 
partnerships of NHS and local authority organisations. The most advanced local 
partnerships have been asked to develop ‘integrated care systems’ (ICSs). These 
systems will take more control of funding and services across local areas. It is 
hoped that by collaborating across organisational boundaries, they will make better 
use of the resources available to them and improve the health and wellbeing of 
their populations. 

Ten areas of England were selected to develop the first ICSs. Many if not all of 
these systems have been building partnerships to join up local services for several 
years, and their journeys as integrated systems can often be traced back to well 
before the latest national initiatives. As they work to embed and formalise these 
arrangements, the systems are seeking to create a different way of working in 
the NHS, moving away from siloed working and competition between providers, 
towards collaboration and a focus on places, populations and partnerships. 
International examples where progress has been made in creating joined-up, 
place-based systems of care – for example, the Canterbury system in New Zealand 
and the Nuka system in Alaska – highlight the improvements that can be achieved 
by working in this way (Charles 2017; Collins 2015; Timmins and Ham 2013). 

http://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
http://www.kingsfund.org.uk/publications/developing-accountable-care-systems
http://www.kingsfund.org.uk/publications/intentional-whole-health-system-redesign-nuka-southcentral
http://www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care
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Work to support integrated care and improve population health needs to happen 
at a number of different levels. Some of this work is taking place across systems of 
care, however, much of the focus is on smaller, identifiable geographies such as local 
towns and neighbourhoods (Ham 2018b). It will be important to establish what the 
role should be for these larger systems – which often have several distinct places 
within them – and what contribution they can make to the pursuit of integrated care. 

The King’s Fund strongly supports the development of ICSs. They embody the 
arguments we have put forward on place-based systems of care and population 
health and offer the best hope for the NHS and its partners to bring about 
improvements in health and care for their populations (Alderwick et al 2015; Ham and 
Alderwick 2015). It is early days in their development; the first systems have only 
been in existence for a little over a year and they have been described as ‘nascent 
and fragile’ (Ham 2018a). The challenge facing national bodies and ICS leaders is to 
allow time and provide support to ICSs to build on the foundations that have been 
laid and to remove barriers to progress. 

About	this	research

The purpose of this qualitative study was to understand how ICSs are being 
developed in different parts of the country and to identify lessons for local systems 
and national policy-makers. The research was conducted during the ICSs’ first year 
(between January and August 2018) and sought to capture early progress. The 
arrangements in each system are constantly evolving and the findings presented 
here reflect a particular point in time. 

Our research focused on the following questions:

 • What are the emerging features of ICSs, and are these common across  
the different systems?

 • What service changes are taking place?

 • How is the work of ICSs being led and governed at a local level?

 • To what extent have local partners been involved in developing ICSs,  
including local authorities, frontline staff and the public?

 • How have local areas approached the process of developing an ICS?

http://www.kingsfund.org.uk/publications/making-sense-integrated-care-systems
http://www.kingsfund.org.uk/publications/population-health-systems
http://www.kingsfund.org.uk/publications/place-based-systems-care
http://www.kingsfund.org.uk/publications/place-based-systems-care
http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/publications/
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 • How has the process been managed at a national level, and has the 
relationship between national bodies and local systems changed?

 • What factors are helping ICSs to make progress, and what factors are  
making progress harder?

Given the short time that the ICSs had been in existence, we do not seek to assess 
their impact or draw conclusions on their success. Further work will be needed to 
evaluate the outcomes of the changes once the systems have been in place for a 
longer period. 

To answer these questions, we examined progress in eight of the ten areas selected 
by NHS England to become ‘first-wave’ ICSs:

 • Bedfordshire, Luton and Milton Keynes 

 • Berkshire West

 • Buckinghamshire

 • Dorset 

 • Frimley 

 • Lancashire and South Cumbria (which has grown out of the smaller  
Blackpool and Fylde Coast ICS)

 • Nottingham and Nottinghamshire

 • South Yorkshire and Bassetlaw.

Two ICS areas (Surrey Heartlands and Greater Manchester) were not included in 
this research due to the distinctive characteristics of the arrangements in place 
under their devolution deals. Taken together, the ICS areas included in this study 
cover a combined population of around 7.8 million – slightly more than 14 per cent 
of the total population of England. 

We carried out interviews (n=72) with senior NHS and local government leaders 
in each area, as well as other local stakeholders. These enabled us to explore local 
experiences and perceptions of the early development and impact of ICSs from a 
variety of perspectives (for a detailed description of our methodology, see Appendix). 
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Structure	of	this	report

This report consists of three parts:

 • the first (section 2) describes the background and context of ICSs, including an 
explanation of where they came from, and why and how they were introduced 

 • the second (sections 3 to 9) sets out the findings from our research, capturing 
key themes from our interviews. They describe the structure (sections 3 to 5),  
process (sections 6 to 8) and outcomes (section 9) of the ICSs and 
their development

 • the final part (sections 10 and 11) explores the emerging lessons from 
the development of ICSs and their implications, concluding by making 
recommendations for local and national leaders on the future development 
of integrated care. 

A supplementary online resource contains a descriptive profile of each of the eight 
ICSs studied. 

https://www.kingsfund.org.uk/publications/year-integrated-care-systems
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2 	Background	

Why	do	ICSs	matter?

The development of ICSs reflects a consensus that services need to be better 
joined-up around the needs of local populations (Alderwick et al 2015; Ham and 
Alderwick 2015; NHS England et al 2014; Curry and Ham 2010). People are living longer 
with multiple, complex, long-term conditions and increasingly require long-term 
support from many different services and professionals. Fragmentation of services 
and a lack of co-ordination and communication between them can lead to a poor 
experience for people receiving care (National Collaboration for Integrated Care and 
Support 2013). 

Rising demand and constraints on NHS and social care funding have put services 
under pressure. Many hospitals have large deficits, and key performance targets are 
being missed all year round (Anandaciva et al 2018). Community, primary care and 
mental health services are also grappling with rising gaps between demand and 
the resources available, and there is evidence that access to and quality of care is 
suffering (Baird et al 2016; Maybin et al 2016; Gilburt 2015). Local authorities have 
seen significant reductions in their budgets, resulting in cuts to social care, and 
public health budgets have been squeezed (Buck 2017; Robertson et al 2017; 
Humphries et al 2016). 

While integrated care does not necessarily save money, it can lead to more efficient 
delivery of services and improve patient experience and outcomes (National Audit 
Office 2017; Nolte and Pitchforth 2014; Curry and Ham 2010). Integration has been a 
key policy objective for more than three decades in various national plans, including 
a ‘shared commitment’ to integrated care from the Department of Health and 
other national bodies in 2013, and a commitment in the 2015 Spending Review to 
integrate health and social care by 2020 (HM Treasury 2015; National Collaboration 
for Integrated Care and Support 2013). The limited impact of these initiatives is partly 
due to the failure to align policies on regulation, payment systems and other issues 
with the commitment to integrated care. If this failure is not addressed, then ICSs 
will not fulfil their potential.

http://www.kingsfund.org.uk/publications/population-health-systems
http://www.kingsfund.org.uk/publications/place-based-systems-care
http://www.kingsfund.org.uk/publications/place-based-systems-care
http://www.england.nhs.uk/five-year-forward-view/
http://www.kingsfund.org.uk/publications/clinical-and-service-integration
http://www.gov.uk/government/publications/integrated-care
http://www.gov.uk/government/publications/integrated-care
http://www.kingsfund.org.uk/publications/how-nhs-performing-june-2018
http://www.kingsfund.org.uk/publications/pressures-in-general-practice
http://www.kingsfund.org.uk/publications/quality-district-nursing
http://www.kingsfund.org.uk/publications/mental-health-under-pressure
http://www.kingsfund.org.uk/blog/2017/07/local-government-public-health-budgets-2017-18
http://www.kingsfund.org.uk/publications/understanding-nhs-financial-pressures
http://www.kingsfund.org.uk/publications/social-care-older-people
http://www.nao.org.uk/report/health-and-social-care-integration/
http://www.nao.org.uk/report/health-and-social-care-integration/
http://www.euro.who.int/en/about-us/partners/observatory/news/news/2014/06/what-is-the-evidence-on-the-economic-impacts-of-integrated-care
http://www.kingsfund.org.uk/publications/clinical-and-service-integration
http://www.gov.uk/government/publications/spending-review-and-autumn-statement-2015-documents
http://www.gov.uk/government/publications/integrated-care
http://www.gov.uk/government/publications/integrated-care


A year of integrated care systems

Background 13

 2  5 1  3 4  8 6  9 7 1110

Alongside integrated care, a further priority is to address factors beyond the health 
system that impact on people’s health. There is a large volume of evidence to 
suggest that social determinants – such as housing, education, employment and 
social connectedness – have a greater impact on health and wellbeing than services 
delivered by the NHS (Marmot et al 2010). In our previous work, we have made the 
case for strengthening connections between the NHS and other services to create 
‘population health systems’ to tackle these social determinants (see box below). ICSs 
offer an important opportunity to give greater priority to population health, provided 
that the NHS is willing to work in partnership with other agencies (Ham 2018b). 

Population	health	systems	–	going	beyond	integrated	care

Most approaches to integrated care in England have focused on joining up services 
around individuals or around defined groups of people. These approaches have an 
important role in improving health and care, but we have argued that they must 
be part of a broader focus on the prevention of ill health and improving outcomes 
and reducing inequalities across whole populations. It is this wider focus that 
characterises what we have described as population health systems (see Alderwick 
et al 2015 for further detail). 

Focus of intervention
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Care services Health improvement

Integrated care
models 

Co-ordination of care 
services for defined 
groups of people (eg, 
older people and those 
with complex needs)

Population health systems 

Improving health outcomes across 
whole populations, including the 
distribution of health outcomes
Improving population health 
requires multiple interventions 
across systems

Individual care
management 

Care for patients 
presenting with illness 
or for those at high 
risk of requiring care 
services

Active health 
promotion 

‘Making every contact 
count’ when individuals 
come into contact with 
health and care services

http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
http://www.kingsfund.org.uk/publications/making-sense-integrated-care-systems
http://www.kingsfund.org.uk/publications/population-health-systems
http://www.kingsfund.org.uk/publications/population-health-systems
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Where	did	ICSs	come	from?

ICSs are the latest in a series of recent initiatives to join up local health and care 
services (for a list, see National Audit Office 2017, pp 22–23). In October 2014, 
NHS England and other arm’s length bodies published the NHS five year forward 
view (Forward View), which set out ambitions for how health and care services 
needed to change to meet the needs of the population (NHS England et al 2014). 
It called for integration of services across organisational boundaries, greater 
emphasis on prevention, and for patients and communities to be given more  
control of their health. It set out several ‘new care models’, and 50 areas of the 
country were selected as ‘vanguards’ to lead the development of those models.

In December 2015, NHS planning guidance announced the creation of 
sustainability and transformation plans (STPs) as local vehicles to implement the 
changes set out in the Forward View (NHS England et al 2015). STPs brought local 
NHS organisations together with local authorities and other partners to develop 
long-term plans for the future of health and care services in their area. They were 
expected to outline how they would improve quality and efficiency of care and 
how local services would meet growing demand and achieve financial balance. In 
contrast to existing planning processes, these were ‘place-based’ plans centred on 
local populations rather than individual organisations. Forty-four areas of England 
were identified as the geographical ‘footprints’ for the STPs (Alderwick et al 2016). 

The King’s Fund and others identified a range of challenges with the process of 
developing the STP plans and some of the proposals contained in them (Boyle 
et al 2017; Ham et al 2017a; Ham et al 2017b; Quilter-Pinner 2017; Alderwick et al 
2016; Edwards 2016). The process attracted widespread criticism for taking place 
behind closed doors and not involving patients and the public, NHS staff, local 
authorities and other stakeholders. While the plans contained welcome ambitions 
around strengthening primary care and community services and prevention, they 
often lacked detail on how this would be achieved. STPs were also required to 
demonstrate how the local system would achieve financial balance. As a result, 
many of the plans contained unrealistic assumptions around financial savings and 
reductions in acute bed numbers.

http://www.nao.org.uk/report/health-and-social-care-integration/
http://www.england.nhs.uk/five-year-forward-view/
http://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/
http://www.kingsfund.org.uk/publications/stps-in-the-nhs
http://www.lsbu.ac.uk/about-us/news/critical-review-44-stps-nhs
http://www.lsbu.ac.uk/about-us/news/critical-review-44-stps-nhs
http://www.kingsfund.org.uk/publications/delivering-sustainability-and-transformation-plans
http://www.kingsfund.org.uk/publications/sustainability-and-transformation-plans-london
http://www.ippr.org/publications/stps
http://www.kingsfund.org.uk/publications/stps-in-the-nhs
http://www.kingsfund.org.uk/publications/stps-in-the-nhs
http://www.nuffieldtrust.org.uk/resource/sustainability-and-transformation-plans-what-we-know-so-far
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Over time, the emphasis of the STPs has shifted towards a focus on developing and 
strengthening local place-based partnerships. In 2017, Next steps on the NHS five 
year forward view (Next Steps) reframed STPs as ‘sustainability and transformation 
partnerships’ (NHS England 2017). This document also described an ambition for 
some STPs to evolve into ‘accountable care systems’ (later rebranded as ICSs). 
These were defined as ‘evolved’ versions of STPs in which ‘NHS organisations  
(both commissioners and providers), often in partnership with local authorities, 
choose to take on clear collective responsibility for resources and population 
health’ (NHS England 2017, p 35). These systems would be given additional powers 
and freedoms by national bodies to manage local resources and implement 
service change. 

How	were	ICSs	introduced?

The development of ICSs was described in Next Steps as a complex transition that 
would require a staged implementation. Unlike the STP process – where all areas 
of the country produced plans according to a nationally mandated timetable – 
the introduction of ICSs will be a gradual process, with areas only being selected 
when their local system is considered to be advanced enough. In June 2017, 
10 areas were selected by NHS England as the ‘first wave’ of ICSs (see Figure 1). 
Two of these – Greater Manchester and Surrey Heartlands – are also part of the 
government’s devolution programme. 

Areas were selected based on the quality of their STPs, the strength of local 
leadership, and an assessment of their ability to take forward the ambitions of 
the Forward View (Ham 2018b). Not all ICSs are coterminous with STP footprints; 
some are built on local partnerships within an STP and are therefore smaller and 
less complex. This variation arose from the national bodies’ desire to focus on 
recognising and supporting areas that were making fastest progress in improving 
services rather than focusing on size or structure. Over time, greater consistency 
in the size of ICSs is likely to emerge. National leaders envisage moving towards 
larger systems, covering populations of a million or more, with multiple provider 
partnerships at a ‘place level’ within these. 

http://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
http://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
http://www.kingsfund.org.uk/publications/making-sense-integrated-care-systems
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Source: Adapted from NHS England 2018

Figure	1	The	10	‘first-wave’	ICSs
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http://www.england.nhs.uk/integratedcare/integrated-care-systems/
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Next Steps outlined expectations that ICSs would: 

 • agree a performance contract with NHS England and NHS Improvement to 
deliver faster improvements in care and shared performance goals

 • manage funding for a defined population by taking on a ‘system control total’ 

 • create effective, collective decision-making and governance structures aligned 
with accountabilities of constituent bodies

 • demonstrate how provider organisations would operate on a horizontally 
integrated basis (for example, through hospitals working as a clinical network)

 • demonstrate how provider organisations would simultaneously operate as a 
vertically integrated system linking hospitals with GP and community services

 • deploy rigorous and validated population health management capabilities 
to improve prevention, manage avoidable demand and reduce 
unwarranted variations

 • establish clear mechanisms by which residents can exercise patient choice  
over where they are treated.

In return, national NHS bodies committed to offering ICSs:

 • delegated decision rights for local commissioners in relation to primary care 
and specialised services

 • a devolved transformation package from 2018, potentially bundling together 
funding for the General Practice Forward View, mental health and cancer

 • a single ‘one-stop shop’ regulatory relationship with NHS England and NHS 
Improvement through streamlined oversight arrangements

 • the ability to redeploy attributable staff and related funding from NHS England 
and NHS Improvement to support the work of the ICS.

Each system signed a memorandum of understanding (MoU) with NHS England 
and NHS Improvement that formalised these commitments and expectations. 
The MoU also set out requirements around national priorities and performance 
targets, and an expectation that ICSs would make faster progress than other parts 
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of the NHS in delivering these. For an example MoU see www.rushcliffeccg.nhs.uk/
media/4374/17146-shadow-accountable-care-system-memorandum-of-understanding.pdf  
(Nottingham and Nottinghamshire). 

During their first year, ICSs were tasked with putting in place local arrangements to 
take forward these new ways of working. In doing so, they worked alongside the 
System Transformation Group at NHS England and colleagues at NHS Improvement 
to co-design approaches to system-wide assurance and financial control. They also 
contributed to collective workstreams on priority issues such as the development of 
primary care networks.

National planning guidance for 2018/19 (NHS England and NHS Improvement 2018) 
rebranded accountable care systems (ACSs) as ‘integrated care systems’ in response 
to widespread criticism of the language of accountable care (which originated in 
the United States) and concerns that it indicated a move to privatisation and an 
‘American-style health system’ (Ham 2018b). The planning guidance directed ICSs to 
prepare a single system operating plan across NHS commissioners and providers, 
aligning assumptions around income, expenditure, activity and workforce. It also 
outlined new financial arrangements to support them to operate a ‘system control 
total’, meaning that they would be given flexibility to vary individual organisational 
control totals and offset financial overperformance in one NHS organisation 
against financial underperformance in another. The planning guidance outlined 
requirements for systems to ‘involve and engage with patients and the public, their 
democratic representatives and other community partners’ (NHS England and NHS 
Improvement 2018, p 14).

NHS England and NHS Improvement made clear that ICSs would become 
increasingly important in planning services and managing resources, and confirmed 
that other systems would be joining the programme once they could demonstrate 
their readiness to do so. Four further areas – Gloucestershire, West Yorkshire and 
Harrogate, Suffolk and North East Essex, and West, North and East Cumbria – 
were announced as ‘second-wave’ ICSs in May 2018. In a ringing endorsement of 
ICSs, Simon Stevens, Chief Executive of NHS England, recently described them as 
‘where the health and care sector is headed’ and stated that ‘there is no plan B’ 
(Stevens 2018b). 

http://www.rushcliffeccg.nhs.uk/media/4374/17146-shadow-accountable-care-system-memorandum-of-understanding.pdf
http://www.rushcliffeccg.nhs.uk/media/4374/17146-shadow-accountable-care-system-memorandum-of-understanding.pdf
http://www.england.nhs.uk/publication/refreshing-nhs-plans-for-2018-19/
http://www.kingsfund.org.uk/publications/making-sense-integrated-care-systems
http://www.england.nhs.uk/publication/refreshing-nhs-plans-for-2018-19/
http://www.england.nhs.uk/publication/refreshing-nhs-plans-for-2018-19/
http://www.nhsconfed.org/news/2018/06/simon-stevens-main-stage
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ICSs and STPs mark a major shift in health policy. Following several decades during 
which the emphasis has been on organisational autonomy and the separation of 
commissioners and providers, ICSs depend on collaboration and a focus on the 
needs of local populations as the driving forces for improvement. This is inherently 
difficult in the context of the 2012 Health and Social Care Act, which was designed 
primarily to promote competition between providers. ICSs have no basis in 
legislation, and no formal powers or accountabilities. They are workarounds whose 
success hinges on the willingness and commitment of organisations and leaders to 
work collaboratively. 

There is no blueprint for developing an ICS; the changes are being designed and 
implemented locally within a broad national framework. This permissive context 
creates significant latitude for local systems to shape our understanding of what 
an ICS could and should look like. This report paints a picture of how ICSs are 
emerging and captures learning from local leaders as they write the manual for 
system working.
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3 	What	are	the	emerging	
features	of	ICSs?	

The ICSs are united by the ambition to work together more closely as integrated 
systems, with organisations taking collective responsibility for resources in order 
to improve the health of their shared population. However, there is no single ICS 
model, and each area is developing differently according to local circumstances. 
This section describes the emerging features of the eight ICSs studied for this 
research and highlights key similarities and differences between them. Further 
detail on arrangements within each of the eight areas is provided in a supplementary 
online resource, and a summary of their key characteristics is included in Table 1.

https://www.kingsfund.org.uk/publications/year-integrated-care-systems
https://www.kingsfund.org.uk/publications/year-integrated-care-systems
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Table	1	Key	characteristics	of	the	eight	ICSs	studied	for	this	research

continued on next page

Bedfordshire,	Luton		
and	Milton	Keynes

Berkshire	West Buckinghamshire

Population 985,000 530,000 540,000

Organisations 3 clinical commissioning 
groups (CCGs)

3 acute providers

3 community and mental 
health providers

4 unitary authorities

2 ambulance trusts

1 GP federation

1 merged CCG

1 acute provider

1 community and mental 
health provider

4 primary care provider 
alliances

3 unitary authorities, 
although these are not 
members of the ICS

1 merged CCG

1 integrated acute, 
community provider

1 mental health provider

1 ambulance trust

2 GP federations

1 upper-tier authority  
(the county council) with  
4 districts

Leadership Chief executive of one  
local authority

Chief officer for the  
merged CCG

Managing director, 
seconded to the ICS 
from the NHS England 
national team. Partnership 
board chaired by CCG 
accountable officer.

Relationship 
to STP

ICS co-terminous with  
the STP

ICS sits within the 
STP, along with the 
Buckinghamshire ICS

ICS sits within the STP, 
along with the Berkshire 
West ICS

Places within 
ICS

4 localities based on local 
authority areas 

4 localities 7 localities based on 
historic GP commissioning 
localities

Vanguards 
within ICS

There are no vanguards 
within the ICS

There are no vanguards 
within the ICS  
(or wider STP)

There are no vanguards 
within the ICS  
(or wider STP)
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Table	1	Key	characteristics	of	the	eight	ICSs	studied	for	this	research	continued

continued on next page

Dorset Frimley Lancashire	and		
South	Cumbria

Population 800,000 800,000 1.7 million

Organisations 1 CCG

3 acute providers

1 community and mental 
health provider

1 ambulance trust

1 upper-tier authority 
(county council) with  
3 borough councils

3 CCGs (following merger)

1 acute provider

2 main community and 
mental health providers

3 other community and 
mental health providers 
delivering a smaller number 
of services

5 GP federations

2 ambulance trusts

5 upper-tier local 
authorities
• 3 unitary authorities 
• 2 county councils  

(5 districts and boroughs)

8 CCGs

4 acute providers

1 community/mental health 
trust

1 ambulance trust

4 upper-tier local 
authorities with 13 districts

Leadership Chief officer for the CCG Former longstanding chief 
executive of acute trust 

Chief officer of one of the 
constituent CCGs leads  
the ICS

Relationship 
to STP

ICS co-terminous with  
the STP

ICS co-terminous with  
the STP 

Initially covered Blackpool 
and Fylde Coast area.  
Now co-terminous with 
whole STP. 

Places within 
ICS

2 local ‘health and care 
partnerships’ 

5 localities 5 ‘integrated care 
partnerships’

Vanguards 
within ICS

There is an acute care 
collaborative in the ICS 
area – Creating One NHS 
in Dorset

Primary and acute care 
system (PACS) vanguard 
model in North East 
Hampshire and Farnham, 
and new care models have 
also been developed in 
Surrey Heath 

Two vanguards:
• Morecombe Bay Better 

Care Together PACS
• Fylde Coast local health 

economy multispecialty 
community provider 
(MCP)
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Table	1	Key	characteristics	of	the	eight	ICSs	studied	for	this	research	continued

Nottingham	and	
Nottinghamshire

South	Yorkshire	and	
Bassetlaw

Population 1 million 1.5 million

Organisations 6 CCGs

2 acute providers

1 NHS community and 
mental health trust

1 social enterprise 
providing community  
health services

An independent  
treatment centre

1 ambulance trust

2 upper-tier local 
authorities
• 1 unitary authority
• 1 county council  

(7 districts and boroughs)

5 CCGs

3 acute providers

2 acute/community 
providers

2 community/mental health 
trusts

1 ambulance trust

1 specialist hospital

6 local authorities
• 4 unitary authorities
• 1 county council 
• 1 district council 

Involved in ‘integrated  
care partnerships’ at a  
place level

Leadership Deputy CEO of county 
council is ICS lead. 
Managing director 
seconded from  
NHS England

Former longstanding CEO 
of acute trust 

Relationship  
to STP

Early focus was on  
Greater Nottinghamshire 
(part of STP). Now covers 
whole STP

ICS co-terminous with  
the STP

Places within 
ICS

2 ‘transformation areas’ 5 ‘integrated care 
partnerships’

Vanguards  
within ICS

Three vanguards:
• MCP model in Rushcliffe 
• PACS model in Mid Notts
• Enhanced health in care 

homes model in City 

One acute care 
collaboration vanguard 
involving 7 trusts across 
Yorkshire and Derbyshire
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Variation	in	the	nature	of	ICSs

ICSs vary significantly in size, both in terms of the population covered and number 
of organisations involved. The South Yorkshire and Bassetlaw ICS, for example, 
covers a population of 1.5 million and has 23 members, while the Berkshire West 
ICS covers a population of approximately 500,000 and has seven members. These 
differences reflect NHS England’s decision to initially establish some ICSs around 
places within larger STPs, in recognition of the progress these places have made 
towards integrated working.

ICSs also vary in their complexity, including the extent to which the organisations 
involved are co-terminous with one another, and their relationships and patient 
flows beyond the ICS. 

One of the advantages of Buckinghamshire is we’re a reasonably simple landscape 
in terms of structures. 
(Acute provider, Buckinghamshire)

We have very, very messy boundaries, so every organisation apart from our acute 
has a multitude of significant relationships [outside the ICS]… The acute is the only 
bit that is co‑terminous with the ICS. 
(Commissioner, Frimley)

While most ICSs are co-terminous with a sustainability and transformation 
partnership, this is not always the case; for example, the Berkshire West and 
Buckinghamshire ICSs both sit within the Buckinghamshire, Oxfordshire and 
Berkshire West STP. Some ICSs consider their geography to be a ‘natural’ one, 
but in other areas it is seen as a more recent construct.

What we’ve seen is evolution from a BLMK [Bedfordshire, Luton and Milton Keynes] 
footprint of an artificial boundary put around the three areas into an evolution of 
a Bedfordshire and Luton place, and a Milton Keynes place. So the reality of the 
16 organisations coming together as an ICS is very limited. What we are seeing is 
two health and care systems evolving within BLMK. 
(Acute provider, Bedfordshire, Luton and Milton Keynes)
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ICSs also differ in terms of the nature and extent of joint working that existed 
before the ICS was established. In most areas, ICSs build on existing arrangements 
such as the vanguards programme. 

We developed our extensive care service as a vanguard pilot, which is an integrated 
community service across health and social care. On the back of that we then 
developed our neighbourhood models… That work’s been ongoing now for a number 
of years. And from that then, as we start to look at what’s next after vanguard, 
accountable care and an accountable care system. 
(Acute provider, Lancashire and South Cumbria)

In some areas – for example, in Lancashire and South Cumbria – the relationships 
underpinning the ICS go back many years, whereas in other areas they are more 
recent. For example, in Frimley, the acquisition of Heatherwood Hospital and 
Wexham Park Hospital by Frimley Park Hospital in 2014 was seen by some as 
initiating a different way of working.

It was definitely that coming together of the acute patch covering 750,000 
population that people were comfortable with working in that size of footprint. So 
people felt that they had skin in the game and that they had something in common 
that they could get behind. And that hadn’t been the case before.
(Community and/or mental health provider, Frimley)

Some systems have enjoyed relative overall stability, but others are experiencing 
financial and/or performance challenges. These pressures are sometimes seen as 
providing a ‘burning platform’, forcing organisations to work differently; but usually, 
the absence of significant challenges is considered an advantage.

They’re very, very lucky that the providers they’ve got are pretty darn good. Life is 
obviously a little bit easier… If you’re working with hospitals in special measures 
or doing 60 per cent at A&E [accident and emergency], I’d imagine this stuff gets 
a lot harder. 
(Healthwatch, Berkshire West)
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Operational and financial pressures also vary between organisations within an ICS 
and providers involved have a range of ratings from the Care Quality Commission 
(CQC), from ‘requires improvement’ to ‘outstanding’. Differences in performance 
between the different members of an ICS was sometimes a challenge to joint 
working – for example, in the context of agreeing to share financial risk.

Variations in local context and history partly explain differences in the way that 
ICSs have developed. Some are focused on defining the nature and role of their ICS. 
Others are making significant progress in managing their finances as a system. 

I think we still lack a real sense of how we work together, what we’re trying to 
achieve and having the capacity to deliver it. Because we just started by scrambling 
for deadlines to hit things, grabbing it from all bits and pieces, grabbing people, 
doing stuff, shoving it in… And then we sort of lost that momentum, falling back 
to base camp really. We almost took off like a rocket, came a little bit back down 
towards earth, and now we’re probably in a slightly more stable orbit, but we’re not 
moving as quick as we need to to make a difference. 
(Acute provider, Bedfordshire, Luton and Milton Keynes)

We have adopted a principle of a single control total and we, as an example, have 
reduced our control total with NHSI [NHS Improvement] in order to allow [another 
provider] to increase their control total. So my understanding is that’s the first time 
that has really happened within the NHS and it’s a sign, I think, of organisations 
working quite differently. 
(Acute provider, Dorset)

In most cases, ICS leadership is drawn from the NHS – including from providers  
and commissioners – but two are led by local authority representatives. 
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Activity	is	taking	place	at	multiple	levels	

We identified activity at three main levels, which can be described as 
neighbourhoods, places and systems. The terminology used to describe these  
varies between ICSs, but there is a broad consensus around the types of activities 
that should happen at each.

 • Neighbourhoods tend to cover populations of between 30,000 and 50,000. 
They are typically based around GP catchment areas, with practices working 
together in networks or federations. This is usually the level at which 
multidisciplinary community teams operate, recognising that they need to 
respond to the characteristics and needs of local populations. 

 • The place level is where most service change is taking place. The ‘place’ may be 
defined by a local authority, clinical commissioning group (CCG) or acute trust 
footprint, or determined by the natural geography of a town. Local authority 
involvement is often strongest at this level.

 • The system level is seen as the basis for activities and functions that need 
to happen ‘at scale’. This includes specialised commissioning, acute service 
reconfigurations, workforce planning, and the development of digital and 
estates strategies. It is also considered to be the appropriate level for 
population health management. 

Because ICSs were selected on the basis of the quality of their plans and the 
strength of local leadership and relationships, they are not all operating at the same 
level (see Figure 2). The South Yorkshire and Bassetlaw ICS, for example, operates at 
a system level, with what are termed ‘integrated care partnerships’ operating in the 
five constituent places. In contrast, the Berkshire West and Buckinghamshire ICSs 
have been established at a place level within a bigger STP.
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We found broad consensus on the need to cultivate activity at each of these levels 
to make progress on integration. There was a view that between 70 per cent and 
90 per cent of the focus should be at the place and neighbourhood levels, with 
activity at the system level accounting for the remaining 10 per cent to 30 per 
cent. Work within places and neighbourhoods was often described as being more 
meaningful to populations and staff. 

Places within the ICS are more around what people see as a place. I think local 
government boundaries and local authority boundaries and CCG boundaries are 
all part of that, because you can’t make it real for clinicians, patients and residents 
unless you do that at a smaller scale. 
(Local authority, Frimley)

Source: Adapted from NHS England 2018

Figure	2	Variations	in	the	level	at	which	ICSs	are	operating

There are five 
integrated care 
partnerships in the 
South Yorkshire and 
Bassetlaw ICS

The Berkshire 
West ICS and the 
Buckinghamshire 
ICS are both in the 
Buckinghamshire, 
Oxfordshire and 
Berkshire West STP

Buckinghamshire, 
Oxfordshire and 
Berkshire West STP

South Yorkshire and 
Bassetlaw ICS

Barnsley

Bassetlaw

Doncaster

Sheffield Rotherham

Berkshire West ICS

Buckinghamshire 
ICS

http://www.england.nhs.uk/integratedcare/integrated-care-systems/
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In some cases, the allocation of functions between levels is not yet clear, and this 
can lead to duplication. 

I think we’ve got quite a long way to go until we’re all on the same page about what 
sits within an integrated care partnership and what sits at ICS level, particularly 
around roles and responsibilities and accountability and autonomy in terms of the 
role of the ICS, particularly in terms of what that means from a commissioning 
perspective; I don’t think there’s quite a universal view of what that means.
(Community and/or mental health provider, Nottingham and Nottinghamshire) 

In future, ICSs are likely to evolve to take on ‘system-level’ functions. In doing so, 
one of their roles will be to support work in the places and neighbourhoods within 
them. This will enable ICSs to focus on functions that are best done at scale. 

There are things where we need to come together as a collective over a wider 
footprint to do those. But we’re not looking to transfer functions that should sit in 
place to the ICS just because we’ve created an ICS – be really clear about why we 
do something at an ICS level. 
(Commissioner, South Yorkshire and Bassetlaw) 

Activities	at	the	system	level

Functions that are likely to develop at a system level are as follows.

 • Planning for the future – developing plans for improving the health and 
wellbeing of populations, recognising that this is ‘an opportunity to genuinely 
think more broadly than just health’, looking beyond the NHS and social care  
to address wider determinants of health. 

 • Aligning commissioning – rather than taking on all current commissioning 
functions, ICSs will focus on the ‘strategic’ aspects, ensuring that 
commissioning arrangements and decisions support system objectives – 
for example, ensuring that where relevant, CCGs are working together 
to commission across an appropriate scale, and that local authorities and 
NHS commissioning are aligned.
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 • Integrating regulation – over time, it is expected that some functions that 
currently sit within NHS England and NHS Improvement regional teams will be 
brought within ICSs, avoiding the creation of an additional tier of management: 
‘ICSs see themselves having a very clear role in having an integrated function 
around regulation, which is one that works with organisations, and regulation 
working in much more of a facilitative way rather than at arm’s length.’

 • Managing performance – ICSs will take responsibility for overseeing 
performance across the system, setting local standards and monitoring 
progress towards achieving shared goals. 

 • Owning and resolving system challenges – ICSs will manage challenges as 
they develop, encouraging organisations to ‘come together to create solutions’ 
by working together as a system rather than looking externally for support. 

 • Providing system leadership – moving away from the focus on individual 
organisations, ICSs will provide leadership across systems, supporting a shift 
away from individual services to a focus on places and populations.

The wide variation in size among the first cohort of ICSs means that they will not 
all be able to take on these ‘system-level’ functions, and there is some discussion 
of how they may evolve to address this. This might involve the footprints changing, 
or neighbouring ICSs collaborating or even merging. Two ICSs – Nottingham and 
Nottinghamshire, and Lancashire and South Cumbria – have already expanded to 
cover larger footprints. 

Some interviewees suggested that more guidance should be provided on this 
nationally, and there is an expectation that national leaders will promote more 
consistency in the size of ICSs and encourage future ICSs to develop at a system 
level. However, we also heard a strong message that any move to change ICS 
footprints should be locally led to avoid destabilising existing relationships. 

There’s something about building upwards, rather than top‑down, that’s  
really important. 
(Local authority, Bedfordshire, Luton and Milton Keynes)
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Changes	in	commissioning

There are many examples of joint working between NHS commissioners, and NHS 
and social care commissioners, and in some ICSs there have been mergers between 
CCGs. For example, Berkshire West CCG was established in April 2018 following 
the formal merger of four CCGs, and in Frimley the number of CCGs has reduced 
from five to three following a merger, and two share a joint accountable officer. 

In other areas, commissioning arrangements remain largely unchanged and there 
is less agreement around the benefits of mergers. There is also some resistance, 
including concerns that having larger CCGs could weaken links with local 
authorities and undermine working at the place level. This is a particular concern 
where there is coterminosity between a CCG and a local authority in the places that 
make up an ICS.

Our research suggests that commissioners and providers are working together more 
collaboratively, with providers taking more responsibility for shaping services and 
improving quality of care. Some are moving away from a Payment by Results (PbR) 
approach towards more outcomes-focused commissioning. 

The idea is that we will end up with a single capitated budget and a joint approach 
to risk. And the big thing in our system is moving everybody’s conversations away 
from pricing onto cost… The only way we’d make savings is if [commissioners] don’t 
focus on how much [they] pay for something and [providers] don’t focus on income. 
(Commissioner, Berkshire West)

The way in which commissioning will change over the longer term is less clear, and 
there are different views on what future arrangements might look like. 

Some interviewees made a distinction between strategic commissioning and 
tactical commissioning, suggesting that in future these roles would be undertaken 
by different organisations or at different levels. In addition, the divide between 
providers and commissioners may become blurred, as local integrated care 
partnerships take on some commissioning functions at a place level. It is likely that 
commissioners will make use of long-term outcomes-based contracts in future 
instead of the transactional approach seen in the NHS today.
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For some, this raised a question about the future of CCGs. 

We [will] move to strategic commissioning function at the ICS level, with tactical 
commissioning function in provider alliances at integrated care partnership level, 
which will probably be at the level of the two delivery units that we’ve currently got. 
(Commissioner, Nottingham and Nottinghamshire)

We do see the cut line between commissioning and provision fundamentally 
changing, in that the commissioners take a step back and commission the outcomes 
that they would [like to] see. 
(Commissioner, Bedfordshire, Luton and Milton Keynes)

There was agreement among interviewees that further work was needed to 
determine what commissioning arrangements would look like in future. This 
includes determining the skills that are required and ensuring that the appropriate 
capability is available.
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4 	What	service	changes		
are	taking	place?

All ICSs are working to improve health and care for their populations, building 
on STPs and other plans that had been developed before ICSs were established. 
Progress in implementing these plans is variable and this means that evidence of 
the impact of ICSs is clearer in some areas than others. 

ICSs are working on many of the same changes around the country, as described 
below. We have included specific examples in each of the areas discussed.

Developing	primary	care

All ICSs described work to improve and stabilise primary care. Many are extending 
access to GP services, and are encouraging practices to become ‘more proactive in 
managing a list of patients’ and design new services to meet population needs. 

This commonly involves primary care coming together to operate at scale through 
federations, alliances or networks (as well as some mergers between practices). This 
has enabled staff to work flexibly across practices, and to work in a more integrated 
way with other services. The development of networks also provides a mechanism 
for primary care to ‘interface with the broader system’ and engage with ICSs. 

Primary care networks are seen as fundamental to the overall ICS architecture, and 
the development of robust, sustainable models of primary care were seen as key to 
the success of their overall ambitions.

Supporting primary care, building primary care resilience, recognising very, very 
loudly that primary care is the bedrock… unless we actually protect our primary 
care we can forget any concept of having enhanced community care. 
(GP/GP commissioner, Buckinghamshire)
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Enhanced	primary	care	in	Bedfordshire,	Luton	and	Milton	Keynes

In Luton, building on the primary care home model, integrated teams have been 
developed around practice populations, with GP clusters working for patient 
populations of around 30,000 to 50,000. This initiative predates the ICS, having 
been in development for around three years. 

The initial focus was on understanding the population and engaging with practices 
and other local partners to identify the needs of different population groups. An 
intensive change programme for general practice has been developed with the 
National Association of Primary Care, with transformation funding. There are 
leadership forums for networks of practices working to deliver care differently for 
segments of their populations. In addition, two GP clusters are leading plans for 
future workforce requirements. The intention is to widen this work across the ICS.

These developments are in their early stages, but benefits have already been 
reported. For example, some small practices that were vulnerable due to workforce 
and other pressures are now felt to be on a more stable footing.

There are different views on the extent and speed of progress and the degree 
to which ICSs have been the driving force for change. In Berkshire West, for 
example, we heard that the ICS had ‘fostered the emergence of at-scale provider 
organisations in primary care’, whereas primary care networks were described as 
having been ‘up and running for over four years’ in Lancashire and South Cumbria.

Integrated	community	teams

Many ICSs are developing integrated community teams or community hubs, often 
focused around GP clusters covering populations of 30,000 to 50,000. These teams 
bring together a mix of health and care professionals, including GPs, community 
nurses, social care workers, mental health professionals, voluntary sector workers 
and others. Interviewees highlighted the importance of developing new ways of 
working and ‘a shared culture’ between the different staff groups. 

We’ve established integrated community services, so some hub‑based 
arrangements across the patch… Even in a very short period of time they are 
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showing that we can manage demand in a different way… It’s not necessarily 
about additional investment, it’s about integrating teams, ideally not just primary 
and community care but health and local authorities, including mental health, 
where everybody can get the best traction. 
(GP/GP commissioner, Dorset)

Integrated community teams are one of a number of community-based initiatives 
being developed in the Frimley ICS, and these are the central focus of its work (see 
section 9, pp 75–6, for further details). These approaches aim to shift care out of 
hospital settings into the community, providing more proactive care and better 
support for people’s wider needs. They include a focus on mental health services 
and the provision of alternative forms of care and support for people with mental 
health needs.

Community	hubs	pilot	in	Buckinghamshire

In April 2017, a community hubs pilot was launched in Marlow and Thame 
community hospitals. The objective was to test a model for delivering care closer to 
home, providing a single point of access to a range of services. 

The model was co-designed with a range of stakeholders, including GPs, other health 
and care professionals, and patients and the public. It includes:

	• a community assessment and treatment service (CATS), including a frailty 
assessment service. This provides a single point of access, enabling clinicians  
to refer patients to the multi-professional team 

	• additional diagnostic facilities

	• an extended range of outpatient clinics (for example, chemotherapy and  
falls clinics)

	• support from voluntary organisations

	• links with other public services, such as library services.

The pilot has been supported by a £1 million investment in community services, and 
the creation of new posts in the community.

continued on next page
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Supporting	high-risk	populations

Some ICSs are developing support for populations at risk of hospital admission, 
such as people living with frailty or long-term conditions, and frequent users of 
emergency services. This includes developing approaches to risk stratification and 
designing proactive, targeted services such as the integrated teams described above. 

Community	hubs	pilot	in	Buckinghamshire	continued

An evaluation of the pilot found:

	• less than 1 per cent of those attending the CATS were subsequently referred to A&E

	• a reduction in non-elective admissions via GP referral for people over 75 

	• a 60 per cent increase in outpatient appointments offered across the two pilot sites

	• broad support for the model among staff, GPs, voluntary sector partners and  
the public. 

The intention is to continue the pilot in Marlow and Thame for two years, allowing time 
for other, complementary elements of community service transformation to take place.

Source: Buckinghamshire Healthcare NHS Trust 2018

Extensive	care	service	in	Blackpool

The extensive care service in Blackpool and Fylde Coast was developed as part of 
the Fylde Coast multispecialty community provider (MCP) vanguard, so predates the 
ICS. It provides proactive, co-ordinated support for frail elderly people living with 
multiple long-term conditions in their homes and communities. 

A risk tool has been developed to identify people at high risk of hospital admission. 
These individuals are offered an opportunity to be seen by the extensive care team, 
which includes geriatricians, nurse practitioners, therapists and wellbeing support 

continued on next page

http://www.buckshealthcare.nhs.uk/For%20patients%20and%20visitors/community-hubs.htm
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Information-sharing	

ICSs are also working to improve information-sharing. These changes are intended 
to ensure that clinicians and other health and care professionals across an ICS can 
share information on individual patients, improving quality and safety of care and 
user experience. Several ICSs are developing shared care records. 

We’ve got the Dorset Care Record, which has just been launched. It’s taken a couple 
of years to get to this stage but it will be a single platform for acute community, 
primary care, and local authority and social care, to interface. It’s seen as a key 
enabler to driving change. It is truly a system‑wide transformation and needs more 
investment and more time. 
(GP/GP commissioner, Dorset)

Some are also developing infrastructure for data analytics, bringing together 
information across systems to identify needs and determine service priorities – 
particularly in relation to population health management. 

Extensive	care	service	in	Blackpool	continued

workers. They remain registered with their GP, but their care is delivered and 
co-ordinated by the extensive care service. Care home staff can also contact the 
service using Skype to seek advice and patient reviews. 

The CCG has reported positive outcomes, including a reduction in demand for 
unplanned emergency care, outpatient appointments and elective procedures, and 
an improvement in measures of patient activation.

Source: Blackpool CCG 2018

http://blackpoolccg.nhs.uk/about-blackpool-ccg/corporate-information/annual-reports/
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Prevention	and	population	health	

We also heard examples of work on prevention and early intervention, particularly 
aimed at reducing demand for acute services. Progress includes development of 
social prescribing models, and extended roles for community pharmacy. A further 
area of focus is population health management, including plans to draw on shared 
data, segmentation analyses and risk stratification to understand population needs.

Prevention and population health were often described as an area where both 
the place and system levels should play a key role. Interviewees also emphasised 
the need for this work to consider not only health and social care, but the wider 
determinants of health, such as people’s housing and employment needs.

Connected	care	programme	in	Berkshire	West	and	Frimley

Building on work initiated by the local CCGs, Berkshire West ICS and Frimley ICS 
have been working together to improve information-sharing across primary, 
acute, mental health, community and social care services. The programme brings 
together records from across the organisations involved – 18 health and social care 
organisations and 135 GP practices – into a shared care record, giving health and 
care professionals instant access to information about their patients drawn from 
across the system. It is supported by an IT system that collects and makes accessible 
information from the range of IT systems used.

The system went live in January 2018. A website has been created to inform patients 
and the public about how their information is being managed and how they can 
express their preferences in relation to information-sharing, and there are a range  
of materials on the programme available from the organisations involved. 

The budget is £10.8 million over five years, and is drawn from a range of sources, 
including £600,000 from the Better Care Fund. 

The longer-term ambition includes improving patients’ access to their information 
through a portal, and enhanced population health analytics capability, to support 
priority-setting and targeted support.

Source: Maguire et al 2018

http://www.kingsfund.org.uk/publications/digital-change-health-social-care
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In many cases, work on prevention was spoken about as an aspiration or area 
requiring further focus, rather than one where concrete progress had been made. 
We were told that in practice, it often lost out to more immediate priorities. 

If you don’t have the right discussions around intervention and prevention then 
you’re only ever going to work at the acute end. And if you only ever put money 
into acute, you’re never going to address the issues that are causing some of those 
conditions to become acute. And that’s really difficult, isn’t it? But the bit around 
the left shift that people talk about, I don’t think we’re seeing evidence of that yet. 
(Local authority, South Yorkshire and Bassetlaw)

Acute	reconfigurations

There are fewer examples of acute service reconfigurations taking place within 
ICSs. Where changes are planned or in progress, these are often aimed at improving 
how hospital services are delivered across the system – for example, by centralising 
specialist services, or staff working more flexibly between providers. Interviewees 

Cardiovascular	prevention	in	Bedfordshire,	Luton	and	Milton	Keynes

Bedfordshire, Luton and Milton Keynes has an objective to improve cardiovascular 
prevention. It is estimated that across this area, 89,900 people have undiagnosed 
hypertension, and 7,200 have undiagnosed atrial fibrillation. Both conditions are 
linked to increased risk of stroke or heart attack. 

Bedfordshire, Luton and Milton Keynes piloted an initiative aimed at increasing 
the detection of undiagnosed hypertension and atrial fibrillation through screening 
in community pharmacies. In participating wards, adults aged 40 and over were 
opportunistically invited to be screened. Those diagnosed with hypertension and/or  
suspected atrial fibrillation were referred to a GP, and others were provided with 
lifestyle advice and information on preventive services. As well as improving detection  
of hypertension and atrial fibrillation, the pilot aimed to reduce pressure on 
GP services, and promote community pharmacy as a viable setting for preventive care. 

The pilot began in April 2018 and drew on transformational funding provided to the 
ICS. The first phase ended in June 2018 and, following evaluation from pharmacies 
and residents, a second phase will begin in September 2018 to build on uptake.
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described a range of steps to improve collaboration between acute providers, 
including through shared clinical services strategies aimed at ensuring consistent 
standards across a system. 

In Dorset and in South Yorkshire and Bassetlaw (see box below), major acute 
reconfigurations are planned. The clinical services review (CSR) in Dorset, which 
covers major changes to the roles of Poole Hospital and Royal Bournemouth 
Hospital, dates back to well before the ICS, and agreement has been reached within 
the NHS on how specialist services should be relocated between these hospitals to 
improve outcomes for the population. The Dorset reconfiguration is supported by 
the promise of additional capital funding based on the case for change and detailed 
service development work done as part of the CSR. 

Hospital	services	review	in	South	Yorkshire	and	Bassetlaw

In 2017, the South Yorkshire and Bassetlaw ICS commissioned an independent 
hospital services review. This included five hospitals within the ICS footprint, as 
well as two hospitals that are outside the ICS but send large numbers of patients to 
hospitals within it. 

Against a background of financial pressures and challenges in quality and 
performance, the objective was to identify a delivery model (or models) that would 
secure the sustainability of five acute services across the hospitals:

	• urgent and emergency care

	• maternity

	• care of the acutely ill child

	• gastroenterology and endoscopy

	• stroke.

The hospital services review’s final report (May 2018) included a key recommendation 
that the hospitals develop ‘networks of care’ in each of the service areas, with a 
different hospital taking responsibility for each. This is intended to maximise the use 
of skills and expertise across the review footprint. It also recommended that the 

continued on next page
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Where acute reconfigurations are taking place, these can become a focus for  
the ICS.

The focus is more on the review of the acute trusts. And I think that’s probably one 
of the learnings around how do we start to manage those agendas, because at the 
moment, the agenda is very acute driven. 
(Local authority, South Yorkshire and Bassetlaw)

Other	changes	

Other areas of focus include work to address unwarranted variation, as well as 
changes in areas such as estates and workforce planning. While these were 
referred to less regularly during our interviews than many of the service changes 
detailed above, they were often described as key enablers for wider transformation 
within ICSs. 

We’ve got a vibrant workforce development stream, which [includes] a holistic 
worker programme, which is a role of interface between health and social care and 
we developed a county‑wide approach to the estates strategy, which has enabled 
us to be successful in some of our bids for capital. 
(Local authority, Nottingham and Nottinghamshire)

Hospital	services	review	in	South	Yorkshire	and	Bassetlaw	continued

system should enable service transformation by providing support on workforce, 
reducing unwarranted variation, and promoting innovation.

The review was supported by a clinical working group for each of the five services, 
comprising a range of health care professionals from across the providers. It also 
engaged with patients and the public, including through large engagement events, a 
telephone survey of 1,000 people, and in-depth discussions with 96 representatives 
of seldom-heard groups (for example, young carers).

Source: Hospital Services Review 2018

http://www.healthandcaretogethersyb.co.uk/what-we-do/working-together-future-proof-services/looking-at-hospital-services
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Many of the service changes described – for example, primary care development 
and integrated community teams – are being delivered at the level of smaller 
place-based partnerships and neighbourhoods. Others (for example, acute 
reconfigurations, estates and workforce planning) are being implemented at the 
system level – at which most ICSs operate – due to benefits of scale. Much of the 
focus has been on further developing and spreading models that predate ICSs. We 
heard a strong message around the importance of an early emphasis on service 
models, in order to bring about measurable improvements in care and demonstrate 
the meaning and value of ICSs. 

We’ve been really trying to [focus on] delivery elements where we can make 
more of a difference by the sum of our parts than individually, and in areas where 
ultimately – to the public and patients and to our staff – we can demonstrate 
that there’s a value‑added element of the ICS. 
(Acute provider, Berkshire West)
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5 	What	does	the	leadership	
and	governance	of	ICSs		
look	like?	

In this section, we describe the nature of leadership within ICSs, highlighting the shift 
from organisational to system leadership. We also describe common features of ICS 
governance structures. All eight sites described their work on governance as being 
iterative and emergent, so we conclude by outlining how this is likely to evolve.

ICS	leadership

The overall leadership comes from different organisations, including representatives 
from local authorities, acute providers, commissioners and clinicians. This flexibility 
has allowed each ICS to build on the strengths of the leadership in their local 
system. Most interviewees described the leadership styles of individuals as being 
more important than where organisational leaders come from. 

There are many similarities in the nature of the leadership across ICSs. Where they 
are functioning well, leadership teams are taking a collegiate approach and have 
developed a clear sense of collective responsibility. 

The style is collaboration, and I describe our whole ICS as a coalition of partners.  
We are not trying to do anything if one of the partners is really not on board, 
because there’s nothing to keep people at the table, so unless we can agree together, 
if somebody decides that they’re not happy and wants to effectively disengage and 
walk away, then that will just happen. So it’s very much a coalition collaboration. 
(Commissioner, Dorset)

Many leaders are spending an increasing proportion of their time on ‘system work’ 
compared to ‘organisational work’ and described how this had been a significant 
change to their way of working. We heard examples of individuals readjusting their 
focus to look at the bigger picture across their local health and care economy. 
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Some interviewees described developing greater insight into the motivations and 
challenges of other organisations. This enabled them to see problems from others’ 
perspectives, working through challenges in partnership to come up with collective 
solutions, and looking beyond reactive problem-solving to take a longer-term 
strategic view. These features reflect capabilities that have previously been 
observed as central to system leadership (see, for example, Hulks et al 2017 (below) 
and Senge et al 2015; Timmins 2015). 

Factors	that	facilitate	system	leadership

The King’s Fund has identified several key factors that can facilitate system leadership. 
These draw on our work with ICSs, STPs and new care models, as well as our work 
studying the experience of people who have occupied system leadership roles. 

	• Develop a shared vision and purpose for the population you are serving: this 
requires a shift from a reactive mindset to creating a positive vision of the future. 

	• Have frequent personal contact: face-to-face meetings enable leaders to build 
understanding and rapport and to appreciate each other’s challenges.

	• Take an open-book approach to information: transparency and honesty around 
finances and other issues can help build understanding and trust. 

	• Surface and resolve conflicts: this depends on leaders’ ability to recognise conflicts, 
work them through and create the conditions in which it is safe to challenge.

	• Behave altruistically towards partners: this involves moving away from a 
competitive approach to focus on the bigger picture.

	• Commit to working together for the longer term: this requires leaders to invest 
time and energy in forming effective long-term relationships. 

Source: Adapted from Hulks et al 2017

Changes in working styles apply not only to designated ICS leads but also to senior 
leaders across constituent organisations. As these leaders have increased their 
externally facing roles to shape and influence the system, others have sometimes 
stepped up to take on some of their organisational responsibilities. In one example, 
this had been recognised through the creation of a deputy chief executive role within 
a provider organisation to give the chief executive more time to focus externally. 

http://www.kingsfund.org.uk/publications/leading-across-health-and-care-system
http://www.kingsfund.org.uk/publications/practice-system-leadership
http://www.kingsfund.org.uk/publications/leading-across-health-and-care-system
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Continuity of leadership and the presence of longstanding and respected leaders 
were frequently identified as key enablers of change. The perceived authenticity 
of these individuals – particularly their knowledge of the local system and 
commitment to the place and population – meant that other local leaders had 
confidence in them. We heard examples of individuals using their influence and 
experience within the system to build relationships and create a shared purpose for 
the ICS, as well as leading by example by ceding some of their own organisational 
power for the benefit of the system. 

The most powerful person in the conversation has been [the ICS lead] because he’s 
been seen as the big power player for the acute provider and he’s basically been 
laying down his sword and saying: ‘Look, since the creation of FTs [foundation 
trusts], my only role is to turn the handle and obviously make the biggest profit I can 
and make [my organisation] as healthy and strong as I can. I now know that’s not a 
viable option, we all need to be more collaborative.’ 
(Acute provider, Frimley)

The role of individual leaders poses a challenge for the future development of 
systems, as some of these individuals are approaching the end of their career. 
A collective leadership model, together with leadership development at all levels, 
was identified as critical to ensuring sustainability and continued progress. There is 
also a risk in that the commitment and engagement from senior leaders in ICSs is 
often not reflected within their organisations. 

Many interviewees highlighted the need to involve a broader range of people in the 
work of ICSs beyond the small groups who have led the work to date, in order to 
promote wider involvement and a more distributed and inclusive approach to the 
system’s leadership. Clinical leadership was highlighted as a particularly important 
area for further development. 

The transformational changes are huge and require some significant leadership 
at all levels – a very distributed leadership approach. But we’re only really just 
getting into the layers to enable that distributed leadership. At the moment, it’s 
still quite top‑heavy. 
(Commissioner, Buckinghamshire)
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ICS	governance

There is no single national framework for system governance, and ICSs have 
therefore created their own structures. This has been an iterative process and 
current structures are likely to evolve over time. There is no statutory basis for 
ICSs; they have no formal powers or accountability and rely on the willingness of 
individual leaders and organisations to operate in this way. As a result, governance 
arrangements have been built using existing legislative flexibilities such as joint 
committees, committees in common and memorandums of understanding. 

Common features include a widely constituted partnership board made up of 
representatives from organisations within the system, and a senior leadership team 
made up of chief executives, accountable officers, senior clinical leaders and others. 
In all areas, these structures include NHS and local authority partners. They are 
generally responsible for setting the overall strategy and objectives for the ICS, 
and monitoring performance and progress against priority workstreams. 

Other common features include sub-committees and workstreams to drive delivery 
of key priorities, advisory boards to guide aspects of the work, and joint committees 
of providers or commissioners to make collective decisions. In some areas, 
governance structures have been created at place and neighbourhood level as 
well as at the level of the ICS, as in the example of South Yorkshire and Bassetlaw. 
Details of the governance arrangements in Berkshire West and South Yorkshire  
and Bassetlaw are outlined in the boxes below. 

Berkshire	West	ICS	governance	

There is a leadership group made up of the chairs and CEOs of each of the 
organisations involved in the ICS, led by an independent chair. It also includes the ICS’s 
programme director, and the chair of the Berkshire West 10 integration programme 
(a local authority chief executive). The leadership group meets every other month and 
has responsibility for setting the ICS’s strategy and monitoring overall progress. 

The structure also includes a unified executive group, comprising chief executives, 
directors of finance, other senior executives and clinicians from the clinical delivery

continued on next page
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Berkshire	West	ICS	governance	continued

group (see below). The executive group oversees the operational delivery of the 
ICS’s work programme and has responsibility for monitoring the system’s financial 
performance. The group meets monthly and is overseen by the leadership group. 

The ICS’s clinical delivery group includes medical and nursing directors from each 
of the member organisations (acute, mental health and community care), as well as 
the leaders of the primary care alliances. This group meets monthly, providing clinical 
leadership for the ICS and shaping plans for changing services. The finance group 
is made up of the finance directors from each of the constituent organisations and 
has responsibility for the ICS’s transformation funding. The programme boards are 
responsible for delivering the ICS’s work programme.

Leadership team

Unified executive team
Chief financial officer 

(CFO) group

Clinical delivery group

ICS programme 
boards

• Mental health strategy 

Long-term conditions
board

• 
board

• Maternity steering group
• A&E delivery board
• Primary care board

ICS clinical priority 
project groups

• Musculoskeletal  
project group

Outpatients 
transformation group

• Joint prescribing group

Contract and finance 
Back-office project group

• 

• High-intensity users  
project group

• Bed-modelling project 
group

CFO-led projects

• 
• 
• Shared estates project 

group
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South	Yorkshire	and	Bassetlaw	(SYB)	ICS	governance	

SYB’s governance is currently being reviewed, with the revised approach expected in 
the Autumn 2018. The current structure includes a collaborative partnership board, 
which meets on a monthly basis. It is responsible for agreeing the ICS’s strategy and 
monitoring performance. While the collaborative partnership board is not a statutory 
body, it is able to make recommendations for its members to consider formally

continued on next page

SYB ICS SYB integrated care 
partnerships

Collaborative partnership board

Joint committee for 
commissioning groups

Providers’ committee in common

Local partnership board 
(in each place)

Executive steering group Steering board

Programme boards Programme boards

Barnsley

Bassetlaw

Doncaster

Sheffield Rotherham 



A year of integrated care systems

What does the leadership and governance of ICSs look like? 49

 5 1  2  3 4  8 6  9 7 1110

Formal decision-making powers and accountabilities continue to sit with 
statutory organisations and their sovereign boards, and system-wide governance 
has therefore been developed to work with and alongside these existing 
accountabilities and structures. Some joint committees have been established with 
delegated authority to make certain decisions collectively, but it is usually necessary 
for decisions made by an ICS executive board to be taken to the boards of its 
constituent organisations for discussion and formal agreement. We heard examples 
of this leading to duplication and making decision-making processes protracted 
and cumbersome. 

It does feel a bit like walking through treacle if you’re trying to get a decision made 
quickly… I find myself going around in fairly significant circles quite a lot of the time. 
(Commissioner, Frimley)

We also heard examples of tensions between system objectives and organisational 
accountabilities, and concerns that this can lead to organisational protectionism. 
It is here that the boards of NHS organisations have a key role. Non-executive 
directors sometimes express concerns that the statutory responsibilities of their 
organisations will be undermined by the work of ICSs and this may act as a brake 
on senior leaders who are leading the work on a day-to-day basis. 

South	Yorkshire	and	Bassetlaw	ICS	governance	continued

through their own governance structures. Its membership is very broad (approximately 
60 people), including all ICS members, and others such as local Healthwatch groups, 
representatives from the voluntary and community sector, and NHS England and  
NHS Improvement.

An executive steering group oversees delivery and makes recommendations to 
the collaborative partnership board on transformation spending. The steering 
group includes chief executives, accountable officers and others from the member 
organisations’ leadership teams (such as strategy and finance directors). The 
programme boards, which report to the steering group, are responsible for delivering 
key priorities. Each is led by a chief executive and accountable officer. There is 
some scope for partners to make collective decisions through a joint committee for 
commissioners and a providers’ committee in common. However, these two bodies 
cannot take joint decisions.



A year of integrated care systems

What does the leadership and governance of ICSs look like? 50

 5 1  2  3 4  8 6  9 7 1110

Tensions have been particularly evident on finances and the development of system 
control totals, which may carry risks for some of the organisations involved.

We’re trying to work through how the governance will work, because at the end 
of the day, speaking for me, I am the statutory officer for the trust. So, no matter 
what we do on governance, I’m still that statutory officer and I still have statutory 
responsibilities. And it’s how we work through that. 
(Acute provider, Lancashire and South Cumbria)

The non‑execs on the majority of our boards are very supportive of the direction of 
travel, although they sometimes struggle to see how they can best reconcile their 
responsibilities to the survivorship of their individual organisations against the 
benefits of working across the system. And when that tension is created, it’s mostly 
created not around the models of care, but more around the financial implications 
of those… There can be some really odd incentives that, at least in the short to 
medium term, seem to be encouraging people to operate individually, rather than 
collectively. So that puts both execs and non‑execs on those provider boards in 
particular in rather strange positions. 
(GP/GP commissioner, Frimley)

ICSs have the challenge of aligning governance with the roles and accountabilities 
of both NHS and local government, and with statutory bodies such as health and 
wellbeing boards and overview and scrutiny committees. In Buckinghamshire, the 
ICS partnership board reports to the health and wellbeing board as the statutory 
body responsible for setting the system’s health and wellbeing strategy; in Frimley, 
a single health and wellbeing alliance board has been created to feed into the 
governance structure; and in Bedfordshire, Luton and Milton Keynes, the four 
councils have established a joint scrutiny committee. 

Most areas have taken the view that ‘form should follow function’, with work 
on service change coming first and formal governance structures following to 
underpin this. A strong message from this research was the importance of building 
collaborative relationships alongside governance.

We’ve done it, I won’t say on the fly, but we’ve done it where we’ve come up with 
an idea or come up with a service change or initiative and then worked out, with 
colleagues, how the governance or decision‑making sits. That always takes longer, 
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but I think we probably iron out more bumps in the road as we go along… All the 
governance structures and technical things in the world are great, but if people 
don’t have an aspirational intent to work together, it doesn’t really matter what you 
write down. 
(Commissioner, Frimley)

Next	steps	on	governance

We heard examples of system-wide governance structures supporting difficult 
decisions to be made. However, we were also told that in many ways, governance 
of ICSs has not yet been put to the test. Arrangements are still developing, and 
none of the sites we spoke to viewed their current arrangements as the ‘end-state’ 
for their system’s governance. 

Intellectually we all understand that decisions will have to be made to enable the 
best use of the public purse across the system and that will have organisational 
impacts, but I don’t think we’re quite there yet on saying: ‘Right, we’re going to do 
that anyway because it’s the right thing to do and then we’ll collectively deal with 
the consequences’. 
(Other stakeholder, Nottingham and Nottinghamshire)

So far, most decisions have been made by consensus, reflecting the fact that 
participation in ICSs is voluntary and they have no formal decision-making powers.  
Many areas have managed to reach consensus on challenging issues – for 
example, around signing up to system control totals, proposals for acute service 
reconfigurations, and changing payment systems. However, reaching consensus 
often requires a lengthy process of discussion and negotiation, and agreement will 
not always be possible. 

Our research highlights the need for further development of governance arrangements 
to support delivery and enable decisions to be taken in the interests of the system. 

If you’ve got to take on more statutory responsibility – responsibility for system 
control totals and financial management – then the governance that’s needed for 
that has to be much more robust and real and stick, so we are having to look at 
that now. 
(Other stakeholder, South Yorkshire and Bassetlaw)
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If they are to take responsibility for the allocation of large amounts of public 
spending, then ICSs will need to develop a legitimacy to make those decisions 
that goes beyond agreement between executive leaders. Robust mechanisms that 
provide scrutiny and can hold the leadership to account will be essential. Some  
ICSs are beginning to address this by bringing elected members, non-executive 
directors and lay people more directly into their governance. 

A further priority for future development is to improve the balance between 
different partners within the governance arrangements, as although a range of 
organisations are represented, it was often perceived to be an unequal partnership 
with an inherent NHS focus. We also heard about ambitions to streamline and 
simplify current arrangements. 

There’s been a bit of duplication and double running, definitely, and that’s caused 
a bit of frustration in some ranks. Going forward, I think what we’re trying to do is 
streamline the whole process, acknowledging that ultimately we still have individual 
statutory responsibility as organisations… So I think it is still a work in progress. 
(GP/GP commissioner, Berkshire West)

The extent to which local systems can transfer decision-making powers and 
accountabilities to an ICS is limited by the current legislative framework and its 
focus on organisations. This was highlighted by many as a fundamental barrier to 
system governance, which will need to be addressed in due course. 

While effective governance is important to support system-wide decision-making 
and accountability, several leaders cautioned against ICSs focusing too heavily on 
this, emphasising that they ‘need to see action and movement, rather than just 
talking’, and that too much focus on governance and structures can distract from 
efforts to bring about meaningful change in services and behaviours. 

[Governance] is a means to an end, it’s not the end in itself… It needs to have its 
proper place – it is a servant, it’s not the master of all this. It’s a very important 
servant, but that’s its right role. 
(Community/mental health provider, Buckinghamshire)
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6 	How	has	the	process	been	
managed	by	local	areas?	

Significant amounts of time and energy have gone into the development of ICSs 
during their first year. Each ICS has approached this in its own way, but there 
are common areas of focus. In this section, we describe how ICSs have built 
collaborative relationships across organisations, how they have been resourced  
and managed, and how they have tackled system-wide financial management.  
We also describe the overall change process and how this has been experienced.

Developing	collaborative	relationships

Developing relationships was frequently identified as the most important element 
of the work done so far. One leader told us that ‘a really effective system is all 
about building relationships, trust, knowledge and confidence in one another’ and 
another described their system as ‘proceeding at the pace of trust’. In most cases 
this builds on existing relationships and a history of collaborative working that 
predates the ICS.

ICS leadership teams are tasked with making collective decisions for the benefit 
of their local population. This may lead to conflicts and disagreements, requiring 
conditions in which it is safe to challenge and time and space to work through these 
disagreements (Hulks et al 2017). In our research, we heard examples of leadership 
teams working together to reach agreement on challenging issues – for example, in 
relation to arrangements for system control totals.

The development of a shared vision and clear objectives setting out the changes 
needed are important in bringing organisations together. One leader described how 
‘the thing that’s bound us together has been the vision around what we’re trying 
to achieve’, while another told us that this is ‘a bedrock and it really needs to be 
there at the outset’. Many felt that insufficient time had been spent on developing 
and articulating a shared purpose and narrative for their ICS and identified this as 
a priority for further work. 

http://www.kingsfund.org.uk/publications/leading-across-health-and-care-system
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A number of strategies had been used to develop ICS leadership teams, including 
spending time together as a group and holding meetings more frequently than in the 
past and face-to-face wherever possible. Relationships have also been strengthened 
through open and honest discussions and collectively working through difficult 
issues. Recognising the value of being able to express disagreements openly and 
constructively has been an important part of the learning in some areas. Some 
ICSs had drawn on external facilitation and development support, using a range of 
different organisational development methodologies. 

The relationships have got better the harder the challenges are, because they have 
to bring tricky conversations to the table. 
(Healthwatch, Nottingham and Nottinghamshire)

We’ve done some of it by working collectively together, and we’ve done some of 
it deliberately using leadership development techniques to bring people together. 
So it’s been a mix of having conversations about what we’re trying to do, having 
lots of face‑to‑face time together to talk about our collective problems and how we 
want to collectively solve them, and doing some explicit leadership development 
that helps us do the softer stuff. 
(Acute provider, Frimley)

We heard examples of how mutual understanding between different organisations 
and sectors had improved as a result. 

Relationships already did exist, but I think that this has really sharpened minds and 
people have got together a whole lot more and relationships are that much more 
developed now than they were… We understand why there are problems, not just 
that we know each other personally but we understand what the problems are. 
(Local authority, South Yorkshire and Bassetlaw)

I’ve learnt more about how local authorities work in the past 18 months than I’ve 
done in the previous 42 years. So I think we’ve got more of a genuine partnership 
than we’ve ever contemplated beforehand and that seems to be working… It’s 
been spending time with one another and understanding one another’s problems 
and issues. 
(Other stakeholder, Frimley)
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Directing	people	and	resources	to	ICSs

There has been very little in the way of dedicated resource and capacity to 
manage the work of ICSs. Most capacity has come from staff working in partner 
organisations, and individuals are usually managing the work of the ICS alongside 
their existing responsibilities. This is placing significant demands on their time. 

I find it incredibly challenging at the moment with that statutory accountability 
that I have for this organisation and my role and responsibilities in terms of the 
system space as well. I have to say I’m finding it incredibly challenging. I don’t think 
I’m alone in that. Just in terms of where my effort and focus needs to be, should be, 
can be. I do feel like I could do with being cloned! 
(Community/mental health provider, Nottingham and Nottinghamshire)

The pressures are particularly acute when leaders are also dealing with immediate 
operational or financial challenges. 

We’re a little bit behind where we would want to be, but I think some of that is a 
symptom of the winter we’ve just experienced in terms of the demand on all of us 
really in terms of our own capacity and just trying to cope with the demands. 
(Community/mental health provider, Lancashire and South Cumbria) 

To address this, some systems had put a dedicated project management office in 
place and were releasing staff from other duties to resource it. In some cases, this 
was possible because existing functions had been consolidated through CCGs 
merging, and in other cases, organisations had adjusted their own management 
structures to accommodate the time their leaders are spending on the ICS. A 
small number of the systems – including Buckinghamshire and Nottingham and 
Nottinghamshire – had additional capacity through secondment of staff from  
NHS England. 

Despite the additional pressure placed on their time, leaders viewed system 
working as a critically important part of their role, and some stressed that this 
should increasingly be seen as a core responsibility for staff at all levels.

We rely very heavily on people developing this way of working alongside their 
current responsibilities, but also increasingly as part of current responsibilities. 
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Because one of the things that we need to do is embed this system approach in 
the way that we work. So it’s not something that’s developmental any more, it is 
actually our core business and something that everybody does day‑to‑day. 
(Other stakeholder, South Yorkshire and Bassetlaw)

Workforce shortages in frontline services are making it more difficult to release 
clinical staff to work on transformation and service redesign, and to recruit staff to 
deliver new service models. 

ICSs received some transformation funding to support their work, but in most 
cases only small amounts. This was sometimes used to backfill people’s time 
to work on the ICS or to pump-prime the development of new service models 
such as integrated care hubs. A smaller number had used transformation funding 
to pay for external support – for example, around data and analytics and from 
management consultants. 

Managing	system	finances

Although ICSs were not formally operating system control totals in 2017/18, 
several were already working to manage their finances collectively. Progress in the 
Frimley system had been accelerated by the appointment of a joint finance director 
across the East Berkshire CCGs and the acute trust. 

We’ve had a system control total in shadow form this year, and we have exercised 
some of the opportunities that’s given us. What it’s certainly allowed us to do is 
have really good transparency across all financial partners… Achieving balance this 
year has involved using some of the financial surplus that exists within the system 
to ensure that all partners achieve balance at the end of the year, individually 
and collectively. 
(Acute provider, Frimley)

Most of the systems have now signed up to the ICS incentive scheme for 2018/19, 
where an agreed proportion of provider and commissioner sustainability funding is 
linked to meeting a system control total. The scheme offers a number of options, 
allowing a system to determine the proportion of sustainability funding that is 
linked to it depending on the level of shared risk the organisations involved are 
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willing or able to take. Systems have spent significant time and effort negotiating 
how they can manage this, particularly where there are organisations with 
unachievable individual control totals. 

This issue came to the fore following the publication of the 2018/19 planning 
guidance, which set out initial national proposals around system control totals.  
There was very little flexibility in these proposals, creating an ‘all or nothing’ 
scenario that was felt to be too high risk for systems with challenging organisational 
control totals. After much debate and hard work on the part of ICSs and 
the national bodies, proposals were revisited, resulting in the more flexible 
arrangements that have now been agreed. System control totals relate to NHS 
finances across providers and commissioners, but do not include local authority 
spending (for example, on public health or social care). 

Managing	the	change	process

The development of ICSs requires a move away from autonomous organisations 
working in silos, towards collaboration and partnership working across systems. 
This shift requires many organisations and individuals to change their priorities and 
behaviours. The scale and complexity of this change should not be underestimated 
and progress is unlikely to be linear. 

Some days I think there’s real movement in thinking, and discussions and plans. And 
then other days I think we haven’t made much progress. And that’s probably what 
you’d expect because it’s step forward, step back, step forward, step back… And it’s 
not a process is it? It’s a bit messy. 
(Commissioner, Nottingham and Nottinghamshire)

The emergent nature of the reforms has required local systems and leaders within 
them to cope with high-level ambiguity – not least regarding the changes to their 
own roles and how to reconcile organisational and system responsibilities.

People will sometimes have to wear two hats, but actually most of us are wearing 
two hats and therefore you need a degree of maturity to be able to handle the two 
hats and some of the ambiguity of this. But I think that’s what this change requires. 
(Local authority, Nottingham and Nottinghamshire)
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A strong message from our research was that it takes time to develop collaborative 
working. Collaboration had often taken longer to develop than expected, but  
many interviewees felt that this was inevitable given the scale and complexity of 
the change. 

We can’t do any of this quickly. This is very big change for a lot of people across the 
system. I think that to do it any quicker we would have just fallen over. I think we 
need to give ourselves a very realistic timeframe going forward… and give ourselves, 
as a system, the opportunity to realise those goals. 
(GP/GP commissioner, Dorset)
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7 	Who	has	been	involved		
in	developing	ICSs?	

There is evidence that ICSs have enabled closer collaboration between local 
organisations, enhancing existing relationships and helping to build new ones. 
As the STP experience demonstrates, it is critical that the work of ICSs involves 
not only a handful of local leaders, but staff, patients and the public more widely. 
The role of local authorities is also key in bringing about change. In this section 
we consider how these groups have been involved in the development of ICSs, 
highlighting some of the challenges to meaningful engagement.

Local	authority	involvement

The nature and extent of local authority involvement in ICSs varies. In most cases 
they are part of the ICS board and/or other parts of the governance structure, and 
in Nottingham and Nottinghamshire and Bedfordshire, Luton and Milton Keynes 
the ICS lead is a local authority representative. However, in some areas, local 
authorities have been involved in the ICS as a partner, rather than as a full member. 

Local authority involvement in ICSs often builds on a history of joint working 
between health and social care – for example, through joint commissioning 
arrangements (although the footprint for these historic relationships is not always 
the same as the ICS geography). We also heard that in some places working together 
through an ICS had strengthened relationships and supported new ways of working. 

Health and wellbeing boards and overview and scrutiny committees are often the 
key mechanisms for engaging elected members in ICSs.
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Challenges	to	local	authority	involvement	

There are several common factors that can make full local authority involvement 
in ICSs difficult. These include different accountabilities and decision-making 
structures: while local NHS organisations are accountable to national government 
and NHS bodies, local government is accountable to the public. There are also many 
cultural differences between the NHS and local government, which leaders need to 
be able to navigate and work through to make ICSs a success. We heard examples 
of organisations ‘using the same language… but actually mean[ing] different things’.

Reductions in local authority budgets and service provision have been much more 
significant than those in the NHS and are seen as significant obstacles to delivering 
integrated care. Different funding arrangements could also affect the approach 
to managing finances across a system, as local authorities have a duty to spend 
funding on their own residents.

Another key challenge was the perception that ICSs are NHS-focused, and that 
local government involvement had not been treated as integral to plans from the 
start. This has not been helped by the focus and tone of national guidance, or by 
the legacy of the STP process, although this appears to have become less of an 
issue over time.

I think one of the issues is that the ICSs do start from an NHS lens, so to assist what 
you do locally you have to sometimes fight against the… you have to get over the 
hurdle that this is, to a degree, an NHS thing. However, we have got over that and 
we have really assisted each other. 
(Local authority, Dorset)

Politics was also identified as a barrier to local authority involvement. Party-political 
opposition to STPs and ICSs, and media stories suggesting a link between ICSs and 
the privatisation and ‘Americanisation’ of health services, have meant that some 
local authorities feel unable to formally participate in ICSs. 

They are very politically opposed to ICSs on principle, actually when you talk quietly 
to the members on a one‑to‑one they think it’s a really good idea. They’d never say 
that in the public domain, so they will oppose it politically. It’s quite challenging. 
(Commissioner, Berkshire West)
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Local geography also influences the nature of local authority engagement – for 
example, in Frimley, this has been made more difficult by the complex geography, 
as some local authorities span multiple STPs and ICSs. The extent to which an 
ICS’s footprint is considered as ‘natural’ varies, and NHS and local government 
organisations can have different perspectives on this; a footprint that is meaningful 
to the NHS may not appear the same way to local government, and vice versa. 

Benefits	of	local	authority	involvement

Despite these challenges, interviewees agreed that there are clear benefits to local 
authority involvement, including the opportunity to work more closely with a range 
of local services, particularly social care and public health. Local authorities also 
support a focus on wider determinants of health through services such as housing 
and leisure – although in general this was described as a future opportunity, rather 
than an area where significant progress had already been made. 

We are having different conversations around the wider determinants of health, 
and going forward, there is an opportunity to maybe take some differential 
decisions that will support our populations living with more independence and 
being healthier. So there’s actually a really broad range of conversations with our 
local authority elected members that is important. 
(Acute provider, Frimley)

Local authority involvement was seen as strengthening ICSs’ connections with 
their local communities by providing a democratic link and supporting public 
engagement. They were also seen to help with navigating local politics and 
engaging elected members.

Because local government is required to be much more transparent at a local level 
with the public, I think I pushed for greater levels of openness. 
(Local authority, Nottingham and Nottinghamshire)

As a key partner, being able to see what’s going on at least diminishes some of their 
fear and suspicion at what’s happening nationally with STPs, where people thought 
they were up to all sorts of nasty things. It really has dealt with that. 
(Community and/or mental health provider, Frimley)
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Although ICSs are typically built on existing arrangements, the ICS model was 
seen as supporting a different type of relationship between the NHS and local 
government, helping those involved to better understand one another’s roles and 
perspectives. Our research suggested that one advantage of this new relationship 
was the ability of local government to provide scrutiny by looking at NHS plans 
with ‘fresh eyes’.

I think [local authority officers] understand better how, as a place, we sit in a wider 
system. So the complexity of the NHS – which I think is quite difficult for people 
who don’t work in the NHS, and I include local government in that – I think the 
understanding is better now because they’re also involved in the ICS work. 
(Commissioner, South Yorkshire and Bassetlaw)

Involvement	of	clinicians	and	other	frontline	staff	

Evidence shows that the benefits of integrated care arise largely from bringing 
together clinical teams and services, rather than from integrating organisations 
(Curry and Ham 2010). For ICSs, this highlights the importance of involving clinicians 
and other frontline staff in the development of new models of care, ensuring that 
changes do not just create new organisational arrangements but result in genuine 
improvements in health and care for local people. 

In some ICSs, influential clinical leaders have been central to progress, and there 
are examples of clinical leadership being included formally within governance 
arrangements. The Lancashire and South Cumbria ICS’s governance structure, for 
example, includes the Lancashire and South Cumbria care professionals board, 
which brings together a wide range of clinical professions from across acute, 
community and primary care, as well as public health. 

Our research suggests that primary care is key to the development of ICSs, and  
that the coming together of primary care at scale can support this engagement. 
There are examples of influential GP leaders within ICSs, as well as specific 
activities aimed at involving practices, but in many areas this is still seen as a  
work in progress. 

http://www.kingsfund.org.uk/publications/clinical-and-service-integration
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Engagement within ICS member organisations is strongest at a senior level; most 
staff at less senior levels have limited awareness of the ICS’s objectives.

The one thing we’re struggling with is getting that message permeating down  
to the troops on the ground. 
(GP/GP commissioner, Berkshire West)

It was noted that the changes taking place within ICSs created uncertainty around 
the future of commissioning, which can leave those working within CCGs uneasy 
about them.

They see that the CCG’s on a trajectory to wind down, and actually if they’re not 
close enough to it, they don’t necessarily see what the next stage is. 
(GP/GP commissioner, Buckinghamshire)

A number of challenges to engaging staff were highlighted, including changing 
terminology, and the difficulty of getting clinicians to think about systems rather 
than their immediate clinical teams. We heard views on the need for ICSs to do 
more to communicate their objectives and demonstrate benefits in a way that 
clinical staff can engage with. There was clear agreement that engaging clinicians 
and staff in the development of ICSs is essential, and that this should receive 
greater attention. 

One of the areas I think we haven’t done brilliantly is being as clear as we could be 
with both our population and our staff on the elevator pitch. We haven’t got one 
that’s really clear for our ICS. We get quite wordy, we get quite service based. But 
what everyone would want to have is one really clear narrative that we share. 
(Commissioner, Frimley)
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Patient	and	public	involvement

ICSs have undertaken a range of activities to engage patients and the public, 
including running public meetings and events, and providing information through 
newsletters and online. In some areas, the local Healthwatch is playing a key role in 
engagement activities, but in others there is a sense that it could be more involved. 
The activities being carried out in each area are described in more detail as part  
of the site profiles in the supplementary online resource to this report. 

The nature and level of engagement varies across the sites, and almost all 
interviewees felt that there was more to do to embed public and patient 
involvement within the ICS. Some of the ICSs are receiving external support in this 
area. For example, Frimley is currently working with NHS England and The King’s 
Fund to develop their understanding of frailty. This has included looking at what they 
know already from existing local and national sources, and thinking through how 
they collect more insight from this group of people to inform how care is delivered.

Our research emphasised the importance of genuine engagement with patients 
and local people, from all groups, and of involving them in the design of ICSs, rather 
than just consulting or informing them. 

The	2020	place-based	Leadership	Programme	in	Frimley

The 2020 place-based Leadership Programme has been running across the Frimley 
ICS since January 2017. The programme involves a range of clinicians and other 
professionals working at all levels across health, social care and public health. The 
intention is to move away from traditional hierarchies, and to promote collaboration 
between organisations across the system. 

One of the objectives of the programme is to improve the connection between 
those working in health and care, and the communities they work in. It is intended 
to help clinicians and managers understand the needs of their population, while also 
providing local people with the opportunity to influence services in their area. 

The programme encourages the clinicians and other professionals to lead service 
changes, working across organisational boundaries and making use of co-production 
tools, with each participant developing a ‘change initiative’. One example includes 
changes to the stroke pathway, led by a consultant stroke physician and geriatrician.

https://www.kingsfund.org.uk/publications/year-integrated-care-systems
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There’s more we can do to enlist the public to make this work. At the moment, we 
only engage them in a sense of they need to know, or we need to ask them what 
isn’t working, or we need to make sure they understand so they don’t get upset 
or frightened or worried. But I don’t think we’ve got to the stage of asking them, 
actually, ‘Can you help us to make this happen?’ 
(Acute provider, Bedfordshire, Luton and Milton Keynes)

Public	engagement	on	the	clinical	services	review	in	Dorset

The Dorset ICS is building on the approach to engagement adopted for the clinical 
services review, launched by Dorset CCG in October 2014. 

Before carrying out a formal public consultation, and building on the ‘Big Ask’ 
in 2013 (which gathered feedback from the public and was used as part of the 
decision-making process that led to the clinical services review), the CCG undertook 
a series of public engagement events. This comprised 9 events in total, involving 
339 people, to inform the review’s proposals. These were followed by two further 
engagement events for those with a special interest in community services, and 
a roadshow involving staff to reach out to communities across Dorset. Other 
public engagement events were also carried out with hard-to-reach groups, youth 
groups, local-interest groups and local stakeholders. The CCG also hosted informal 
discussions with local groups.

A formal public consultation was launched at the end of 2016, lasting three months. 
This included inviting people to complete questionnaires and provide written 
statements, as well as drop-in events, focus groups and a telephone survey. In total, 
approximately 18,500 people provided their views. The results were analysed and 
written up by an independent provider of specialist consultation analysis. 

The feedback from the engagement process led to alterations in the review’s 
proposals, including those for the community hospitals, although the preferred option 
in relation to the roles of Poole and Royal Bournemouth hospitals did not change.

Following the governing body decisions in September 2017 the engagement work 
continues with a wide range of activities including working with local politicians, 
MPs, community groups, local health and wellbeing groups and the local health 
information network.

Source: Dorset Clinical Commissioning Group 2017

http://www.dorsetccg.nhs.uk/involve/
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Challenges	in	engaging	patients	and	the	public	

We heard about the challenges of engaging patients and the public in structural 
changes or the ‘nebulous’ concept of an ICS. Many interviewees felt that ICSs 
needed to do more to explain and communicate their objectives to the public. 
In practice, patient and public engagement has taken place primarily at a ‘place’ 
level, which can be more ‘meaningful’ for local people, and has focused on specific 
service changes rather than the ICS itself.

If you want to bring it home to what actually the ICS means for individuals, then the 
focus will always be on service change. Because there aren’t that many people who 
are going to be interested in focusing on the conceptual issues. 
(Healthwatch, Buckinghamshire)

One of our big challenges over the past year or 18 months and going forward is 
how do we make the ICS real to people in a form or a language or an experience 
that speaks to more of the public and more of our staff? 
(Acute provider, Berkshire West)

We were told that the legacy of STPs had made engagement harder, and that 
changes in terminology had caused confusion. In some areas, there has been 
some local resistance to the work of the ICS. For example, in Nottingham and 
Nottinghamshire, there has been some opposition to the involvement of Centene,  
a private provider of data analysis and IT software.

Involvement	of	other	key	stakeholders	

We heard that non-executive directors, lay members and elected councillors are not 
as involved in ICSs as they should be. Some areas are starting to address this within 
their governance structures and through engagement events.

There is also limited evidence of involvement of the voluntary and community 
sector. There were some examples of the sector being represented within ICS 
governance arrangements, and a sense from some that engagement was improving; 
however, this was often stronger at the level of local places than the wider ICS. In 
most cases, much more needs to be done to fully engage groups from this sector.
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8 	How	has	the	process		
been	managed	by	national	
NHS	bodies?	

National NHS bodies were responsible for selecting the ‘first-wave’ ICSs and have 
had an important role in overseeing and supporting their development. While local 
leaders were generally positive about the support they had received from national 
teams, their views on the approach of the regional teams were much more mixed. 
In this section we describe how the ICS process has been managed and supported 
at a national level and explore the experiences of local leaders in dealing with 
central and regional teams from the national bodies. We also describe views on 
how ICSs should be regulated in future. 

National	support	for	ICSs

Interviewees were typically supportive of the approach taken by the national teams 
leading the development of ICSs. Each area has a named senior sponsor within the 
central team at NHS England and regular meetings are held between ICS leads and 
senior leaders from NHS England and NHS Improvement. These provided a forum 
for discussion and allowed issues to be raised.

Most interviewees felt that having direct access to senior national leaders had 
helped them to make progress. We were told that the national team had provided 
valuable advice and had helped local leaders to overcome barriers. External support 
was also made available to ICSs – for example, around leadership development and 
population health analytics. 

The access that we’re now getting to effectively the very top leadership team  
has been excellent. And I think the relationship with that team has been one of,  
‘We want to make it work, tell us what we can do to make it work’. They’re very  
open to ideas, they’re very open to trying to support and if there’s a blockage,  
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they will try their damnedest, I would say, to actually unblock that and come up 
with a solution. 
(Commissioner, Dorset)

The overall approach to the development of ICSs was felt to be relatively 
permissive, with flexibility for local areas to put in place arrangements that work 
for them. The national team at NHS England had emphasised to local leaders that 
their aim was to work alongside them to co-produce the changes, rather than to 
impose a strict blueprint. Interviewees were particularly positive about regular 
opportunities to meet with leaders from other ICSs, enabling them to share 
knowledge and experience, work through common challenges and collectively 
raise concerns with national bodies.

I think the most useful thing has been the sessions that have been arranged for the 
accelerating sites… the honest discussions about the wicked issues and how they 
can best be navigated. And that has felt, to me, like a breath of fresh air actually 
and incredibly helpful… You can’t just impose a blueprint from Skipton House or 
Whitehall. This has to be more iterative and co‑produced. 
(Local authority, Nottingham and Nottinghamshire)

However, some aspects of the national programme were viewed less positively. 
Interviewees were critical of initial proposals for the system control total financial 
incentive scheme, as they felt these created a disproportionate risk that all 
sustainability funding across a system could be lost if one organisation missed its 
control total. While most ICS leaders were supportive of the principle of taking 
collective financial risk, many were unwilling to do so on this basis. In response, the 
national bodies revisited proposals in consultation with ICS leaders. The revised 
scheme offered greater flexibility on the proportion of sustainability funding that is 
linked to the system control total, and most ICSs have signed up to it. 

The memorandum of understanding (MoU) between ICSs and national bodies was 
also criticised. Deliverables in the MoU – which largely brought together existing 
national performance targets – were viewed as unachievable for many systems due 
to financial and performance challenges. We were told that the MoU had ‘missed 
the point’ of ICSs and should have contained more focus on transformation and 
population health. A further concern related to it being ‘health centric’, with little 
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mention of the role of local authorities. Leaders also described a lack of clarity over 
the implications of failing to deliver against the expectations set out in the MoU 
and whether they would be held to account over this. 

It’s not realistic. In fact, we signed up to it on the basis that anybody who delivers 
all of this will be extraordinary. We know we have to deliver these things, but 
there’s not a chance that any system anywhere I know of was going to deliver all 
of those targets. 
(Other stakeholder, Nottingham and Nottinghamshire)

What I think of the MoU is it isn’t worth the paper it’s written on, if I’m honest.  
The reality is, it doesn’t describe at all the work or the intention behind any  
of the ICSs. 
(Acute provider, Dorset)

National bodies responded to this by changing their approach when developing 
MoUs for the second year. The content of these MoUs is being developed in 
partnership with local areas, and each MoU will include a section setting out 
local priorities. 

Regional	support	and	co-ordination	with	the	national	teams

In contrast to the broadly positive attitudes on the approach of the national teams, 
ICSs were more critical of the approach taken by the regional teams. Some systems 
gave examples of the approach beginning to change, including joint assurance 
meetings with NHS England and NHS Improvement and system-based assurance 
meetings replacing those for individual organisations. One interviewee told us that 
this had led to ‘a different set of conversations’. 

But despite some examples of progress, most felt that the regulators still had a 
long way to go at regional level. While they had been told that ICS status would 
mean a ‘one-stop shop’ regulatory relationship, local leaders often felt that 
day-to-day interactions are largely unchanged and remain focused on managing the 
performance of individual organisations, which is still the regulators’ core priority. 
This was also raised as an issue in relation to the CQC’s focus on organisations. 
These findings are in keeping with the conclusions of the CQC’s recent local 
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system reviews (reviews of how health and social care services for older people 
are working together in 20 areas of England), which highlighted the ‘significant’ role 
of regulators in driving behaviours that run counter to collaboration (Care Quality 
Commission 2018). 

While we want to operate as a system, there have been quite numerous occasions 
when my colleagues within the system tell me that one regulator or another has 
simply reminded them, ‘That’s all very fine, but just remember that you will be held 
to account for the performance of your individual organisation’. 
(Local authority, Bedfordshire, Luton and Milton Keynes)

It’s a major challenge for the ICSs that we’ve got two regulators giving two different 
messages… I think it’s ironic that the national leaders are encouraging us to work in 
an integrated manner and in reality they struggle to do so themselves. 
(Other stakeholder, Nottingham and Nottinghamshire)

A lot of the demands from the centre, around things like workforce plans, delivery 
plans, and reporting requirements, are happening in the new world, but we’ve also 
still got the old‑world reporting. We’re finding lots of duplication… It feels, at the 
moment, like the new world and the old world seem to operate slightly siloed. 
(Community/mental health provider, Frimley)

NHS England was generally felt to be further ahead than NHS Improvement in 
adjusting its approach to work with systems. There was also a sense that the views 
of the most senior individuals in the national bodies are not aligned with those 
further down the organisations. 

NHS England certainly are putting their money where their mouth is around aligning 
their staff to work with the ICS… NHSI [NHS Improvement] are finding it much, 
much more difficult to break with existing ways of working. 
(GP/GP commissioner, Lancashire and South Cumbria)

When we have a dialogue in London it’s a completely different attitude, they’re 
listening, they’re saying, ‘What would it take, what do you think the answers are, 
what can we do to help?’ Whereas I would say regionally, we’re getting the  
same old really. 
(GP/GP commissioner, Bedfordshire, Luton and Milton Keynes)

http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
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Some felt that this was due to a lack of communication and understanding, while 
others suggested there was active resistance to the changes, highlighting that ‘We 
mustn’t lose sight of the fact that this does encroach on their roles, their careers’. 

There are some people who are very steeped in the way the NHS has worked for 
a very long period who are finding it very difficult to think in any other way. And 
I don’t think we should underestimate that there needs to be some space created 
for people to unlearn behaviours that they’ve learned over a very long time. 
(Local authority, Bedfordshire, Luton and Milton Keynes)

Future	regulation	

It was widely felt that national bodies need to change the way they work with ICSs 
in the future, and people were positive about their willingness to do so. During the 
period in which we carried out our interviews, NHS England and NHS Improvement 
announced commitments to work together, including integrating regional 
teams and appointing single regional directors for the seven new regions. The 
announcement was welcomed by many ICS leaders as a clear national commitment 
to align regulation with system working. The CQC has indicated similar willingness, 
calling for new powers to regulate local systems (building on their recent local 
system reviews) and nationally agreed metrics for system performance (Care Quality 
Commission 2018). We also heard some evidence of a commitment to change among 
the regulators at a regional level. 

There is a genuine attempt of dialogue going on, to be fair to them, which is to say, 
‘How can we get this right?’ So, they do want to get it right and they recognise that 
they’re not at the moment. 
(Community/mental health provider, Frimley)

In terms of future regulation, some interviewees described an ambition for more 
assurance and regulatory activity to be done within or alongside local systems, 
rather than at arm’s length from them. This was particularly the case for large 
systems such as South Yorkshire and Bassetlaw. It is expected that, over time, this 
will involve the transfer of people and resources from regional teams into ICSs. 

There is a lack of clarity over how the seven regions will relate to ICSs, and some 
interviewees questioned what the function and value of the regions will be if 

http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
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regulation and assurance is increasingly managed within ICSs. However, we heard 
that most systems are currently some way off having the capacity and capability 
to ‘self-regulate’. There is still work to be done to determine how this could 
work, and to ensure that this does not add another layer of bureaucracy to the 
system architecture.
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9 	Are	ICSs	making		
a	difference?	

In this section we consider the areas where the impact of ICSs has been most 
visible. Recognising that ICSs are still developing and have been in operation for 
only a year, we also highlight areas where they would like to see more progress 
in future. The examples we report show where improvements are emerging and 
demonstrate that these are more evident in some ICSs than others, as might be 
expected at such an early stage in their development.

Bringing	about	service	change

All ICSs reported that there was considerable work under way, with some early 
indications of progress – for example, work on primary care transformation, 
integrated community teams, information-sharing and acute pathway changes  
and reconfigurations. 

However, there was also a sense that, so far, evidence of measurable change is 
limited. We heard a mixed picture regarding progress; some ICSs (such as Frimley) 
pointed to evidence that they have begun to moderate increasing demand 
for acute care, while others suggested that the changes have not yet had a 
measurable impact.

We have got some really good change impact starting and we perhaps have 
experienced more observable impact as a proxy on hospital‑based activity than 
we might have expected to achieve at this stage. 
(Acute provider, Frimley)

I think given our starting position nine months ago, my personal sense is we 
could be making more progress than we are… We could have advanced faster 
than we have and further than we have with the transformation elements of 
community services. 
(Acute provider, Dorset)
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Unlike the vanguards programme which went before it, there is no agreed approach 
to evaluation built into the national ICS programme. This may lead to challenges in 
tracking progress. 

There was recognition that delivering substantial change – and being able to 
demonstrate its impact – takes time. We heard views on the importance of planning 
over an appropriate timeframe and setting goals that are achievable. 

So my thing now is look, let’s set a realistic target. If it’s not a one‑year programme, 
fine, I want to see a three‑year programme. I want to see it phased over three years 
and let’s not judge it at the end of nine months and have a report and say ‘well, 
actually, we haven’t delivered’ because nothing happens in a year. 
(GP/GP commissioner, Berkshire West)

ICSs were intended to provide a vehicle for spreading best practice within their 
area, and this continues to be a key aim of many systems. We heard some examples 
of progress, but also many examples of the challenges involved in spreading models 
across a broader system footprint. 

The pockets of work at a locality level, which are integrated care in its truest sense, 
with broader partnerships other than the statutory bodies, I think has delivered and 
is working. I think trying to roll that out remains difficult because of the complexity. 
(Healthwatch, Nottingham and Nottinghamshire)

The	role	of	ICSs	in	driving	change	

Where there was evidence of tangible change, our research suggested that these 
changes were not fully attributable to ICSs. In practice, the main focus of delivery 
is commonly at the place or neighbourhood level, although ICSs have sometimes 
played an important role in supporting these local changes. 

We also heard that much of what is now coming to fruition builds on work that 
has been under way for some time. This includes existing work on developing new 
models of community-based care in many of the sites, and longstanding work on 
acute reconfigurations in Dorset and South Yorkshire and Bassetlaw.
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I think you can try and make the ICS too instrumental in this. The fact that 
Buckinghamshire put itself forward for an ICS was because it was doing these kinds 
of things and saw the ICS as the right kind of framework to help support doing them. 
(Community/mental health provider, Buckinghamshire)

Many ICSs are building on the work of vanguards within their areas (see boxes 
below), as these provide a foundation on which to further develop service models 
and relationships. Even in areas without vanguards, interviewees often referred to a 
history of relationships and collaboration within their systems that predated the ICS. 

Primary	and	acute	care	system	(PACS)	vanguard	in	North	East	Hampshire	
and	Farnham,	Frimley

The PACS vanguard in North East Hampshire and Farnham introduced a range of 
measures to join up services and enhance community support, including:

	• five integrated care teams to support individuals with complex care needs in their 
own homes. These teams include community nurses, occupational therapists, 
physiotherapists, social workers, paramedics, pharmacists, mental health 
practitioners, geriatricians, GPs and voluntary sector workers 

	• schemes to prevent ill health and support self-care, including support for carers, 
training for pharmacists and other professionals to give self-care and wellbeing 
advice, and a social prescribing scheme to link people to local services and support 

	• improved access to primary care through extended opening hours and an online 
tool that allows patients to consult with a GP without having to visit the surgery 

	• a wider variety of health care professionals in primary care, with direct access to 
physiotherapists and clinical pharmacists, and a paramedic home visiting service 

	• a range of initiatives to improve the connections between hospital and out-of-
hospital services – for example, GPs working in A&E and on hospital wards to 
facilitate discharge 

	• better mental health crisis support through the introduction of Safe Havens, as well 
as expansion of the Recovery College to improve the health and wellbeing of people 
living with, or recovering from, chronic mental or physical health conditions. 

continued on next page
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Enhanced	support	for	care	homes	in	Rushcliffe,	Nottinghamshire

As part of the Principia MCP vanguard, a package of enhanced support was introduced 
for older people living in care homes across Rushcliffe. The model involves:

	• aligning care homes with practices

	• regular visits from a named GP, including proactive review of residents’ medications 
and care plans, reviews of new residents within five days of moving to the  
care home and comprehensive geriatric assessments within two weeks

	• improved support from community nurses, who accompany GPs on regular visits 
and support care home nurses through peer-to-peer support, training courses 
and signposting to specialist community services

	• independent advocacy and support delivered by Age UK 

	• support for care home managers, including a care home managers’ network and 
regular meetings with the CCG. 

Analysis indicates that the package led to lower use of emergency care for residents: 
A&E attendances were 29 per cent lower for residents of the care homes than for a 
matched comparison group, and there were 23 per cent fewer emergency hospital 
admissions for this group. It did not find any impact on hospital length of stay, or the 
number of elective admissions or outpatient attendances. 

Source: Lloyd et al 2017

Primary	and	acute	care	system	(PACS)	vanguard	in	North	East	Hampshire	
and	Farnham,	Frimley	continued

The local system has reported evidence on the positive impact of these models, including: 

	• year-on-year reductions of 2 per cent for emergency hospital admissions and  
10 per cent for avoidable admissions, as well as a 4 per cent reduction in GP referrals 

	• a plateau in A&E attendances compared to increases for demographically similar CCGs

	• reductions in mental health-related hospital attendances and admissions since  
the introduction of the Safe Havens. 

Sources: North East Hampshire and Farnham CCG 2018; Naylor and Charles 2018

http://www.health.org.uk/publication/impact-enhanced-support-rushcliffe
http://www.northeasthampshireandfarnhamccg.nhs.uk/documents
http://www.kingsfund.org.uk/publications/developing-new-models-care-pacs-vanguards
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Building on existing work was often seen as positive, because it created a sense of 
local ownership of the changes. 

We’re really clear we are using it as a way of scaling up what we’ve learned… People 
like to have done their own thing, so it isn’t a lift and shift, but we’ve had some real 
success particularly in our out‑of‑hospital integrated care services. 
(Commissioner, Frimley)

Our research highlighted a range of ways in which being part of an ICS had ‘added 
value’; this included the ‘permission’ that came from being part of the national 
programme, improved working relationships, and having the decision-making 
structures in place to support delivery.

I’m very clear in my mind – we would have got nowhere near it unless we had the 
ICS framework to operate within. People wouldn’t have had the relationships, there 
wouldn’t have been the understanding that you could think differently about how 
we might tackle the problems that were presenting themselves. So I think it is, 
undoubtedly in my mind, attributable to the STP–ICS movement in some way. 
(Local authority, Bedfordshire, Luton and Milton Keynes)

Changing	ways	of	working

The impact of ICSs is visible in ways of working between partner organisations and 
their leaders. We heard about changes in the nature of conversations between 
leaders and the way that organisations are working together, and about the 
development of a sense of ‘mutual accountability’ for performance. Interviewees 
described a more collaborative and less competitive approach, moving away from 
the purchaser–provider split that has existed for more than three decades.

I think we’re transforming away from that internal market economy that we were 
all exposed to, and I think it was a travesty in terms of setting us in competition 
against each other as providers, when it’s the same pot of money that we’re all 
fighting for. And actually it’s been so refreshing to be able to try and park that and 
to think differently about how can we work collaboratively… I think the travesty 
with competition is that people don’t share those good models of practice that they 
are developing. 
(Community or mental health provider, Frimley)
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Areas also described a more transparent and open-book way of working, especially 
on financial matters, resulting in more honest conversations. The appointment 
of a shared finance director between the acute provider and commissioners in 
Frimley illustrates how far some systems have come in breaking down transactional 
approaches and overcoming organisational protectionism.

In some cases, this change in approach has had a tangible impact on the way that 
funding flows within the system. Both the Frimley and Dorset ICSs, for example, 
have moved money between organisations in order to achieve financial balance 
and to maximise the benefits to the system of additional funding through the 
Sustainability and Transformation Fund. In Dorset, there has been a move away 
from a Payment by Results (PbR) approach for the acute trust, releasing funding for 
investment in community and primary care services (see box below). 

Managing	system	finances	in	Dorset

Within Dorset there has been a fundamental change in the financial system 
underpinning the ICS. This is based on the view that it is not sustainable to have 
individual organisations with separate budgets competing against each other. All 
organisations in the system have agreed that working with a combined budget is the 
way to achieve the best outcomes for the population of Dorset. 

Building on the CCG’s analysis of the current and future financial position for 
the system, a two-year financial collaboration deal in Dorset has been formally 
agreed. All organisations are open with their financial information and decisions are 
taken to ensure that the combined budget is spent in the most effective way for 
the population. 

In practical terms, Payment by Results (PbR) has been effectively suspended, 
removing the incentive for providers to ‘trade their way out of financial difficulties’. 
While each statutory organisation retains its own financial position and 
responsibilities, the collaborative approach means that funding decisions are taken 
collectively to maximise access to national resources such as the Sustainability and 
Transformation Fund. This has involved the movement of money between partners 
to ensure that they all achieved their control total to benefit the whole system. The 
system has also moved spending from acute care to enable investment in community 
and primary care services.
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There is evidence that organisations and their leaders are finding ways of behaving 
altruistically towards each other, in line with work showing that this is one of the 
most important ways of creating trust and building collaborative relationships (Hulks 
et al 2017). However, this is taking time and some ICSs have made less progress 
than others.

Our research suggested that, by working together through ICSs, different 
organisations and parts of the system had a better understanding of one 
another’s priorities and viewpoints. They are finding ways of ‘walking in each 
other’s shoes’ and in this way are adding a system understanding to their 
organisational perspectives. 

There’s a lot more understanding of the mutual accountability and the 
interdependencies. So if you think about if the ICS wasn’t here, or we didn’t have 
that kind of joint working, each of the places and the providers and commissioners 
within there just worry about their own boundaries… What the ICS enables us to 
do is to have that much bigger lens of actually what’s happening and how might 
that impact detrimentally or positively on each of those five places? But also, what 
does it do to the system overall? 
(Commissioner, South Yorkshire and Bassetlaw)

These changes in relationships are being reflected in increased collaboration 
between providers – for example, through the creation of provider alliances, and 
similarly between commissioners through joint committees, committees in common, 
CCG mergers, joint appointments, and other changes. We also heard examples of 
increased collaboration between providers and commissioners, and between the 
NHS, local authorities and other local partners.

I think one of the things about our ICS, it’s not unique, it’s certainly a strength, and 
it’s the provider collaborative… [it] has given us a real strength in shifting from a 
clinical commissioning‑led conversation around models of care to one where the 
providers are in the room taking responsibility for improving the models of care and 
reducing that cost. 
(Acute provider, Buckinghamshire)

Collaboration is the real change… We’re not there yet entirely, but there has been 
a shift within the room to a more equal partnership. And I think from a voluntary 

http://www.kingsfund.org.uk/publications/leading-across-health-and-care-system
http://www.kingsfund.org.uk/publications/leading-across-health-and-care-system
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sector point of view, we’re starting to feel that at that level (although within our 
place we feel embedded), at that level, we are now being respected as an equal 
partner round the table. 
(Other stakeholder, South Yorkshire and Bassetlaw)

Next	steps	

The delivery of tangible service change and measurable improvements in outcomes 
is a key priority for all ICSs. Many interviewees highlighted the need to demonstrate 
improved services for patients to increase the credibility of and confidence in ICSs. 
Identifying some ‘quick wins’ to show progress was suggested as one way to build 
this confidence.

I think we’ve got to invest in the top three priorities to do something. We’ve got to 
make a difference. If we don’t do something this year on preventing older people 
coming to hospital and keeping them at home and things, if we don’t achieve it 
this year, we won’t have any confidence that we can ever achieve it, because we’ve 
talked and talked. 
(Acute provider, Bedfordshire, Luton and Milton Keynes)

I think next steps are actually to demonstrate quick wins… People are already 
starting to buy into the concept more… but there’s also a big hearts and minds 
thing to do. 
(GP/GP commissioner, Buckinghamshire)

There has been limited progress to date in terms of scaling up improvements across 
ICSs. This challenge is not limited to ICSs; there are well-known challenges to 
widespread adoption of innovation (Collins 2018). This highlights the importance  
of ICSs developing systematic, evidence-based plans for spreading good practice.

From our perspective, there may be pockets of [good practice on integration], but 
what we are not aware of, and don’t seem to be able to find is, well, how are you 
going to make that happen in the rest of the county? How’s that going to be rolled 
out? There must be a plan for that. 
(Healthwatch, Dorset)

http://www.kingsfund.org.uk/publications/innovation-nhs
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While there is still much to be done, our research found clear support for the 
ICS model among those involved in implementing it. There was broad consensus 
that the model has great potential to bring about change, and the principles 
underpinning ICSs were seen as critical to placing health and care services on  
a sustainable footing.

This is the only game in town at the minute. That – until such time as something 
changes – is the only way in which we can deliver safe and sustainable services. 
We can’t deliver competing with each other. We can’t deliver by taking an 
isolationist stance. We can’t deliver by reinforcing the borders. We can only deliver 
by recognising what the challenges we’ve all got are and working together to try 
and solve them. 
(Local authority, South Yorkshire and Bassetlaw)

I’m really positive about the whole programme. By the way, if I bump into Simon 
Stevens tomorrow in the corridor and I had 10 seconds to say anything to him, 
I would say ‘Please keep going with this and don’t let it drift or let someone 
convince you it’s the wrong thing to do, because it’s not’. This is absolutely the 
right thing to be doing for the NHS and I’m really proud that we’re at the vanguard 
of it. 
(Commissioner, Berkshire West)
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10 	Emerging	lessons	from	ICSs	

Drawing on the views and experiences of interviewees from the eight ICSs included 
in this study, we have identified key factors that are supporting or holding back 
progress within local systems. 

What	factors	are	helping	progress?

Collaborative	relationships	

ICSs rest first and foremost on the willingness of partner organisations and 
leaders to work together and their ability to trust one another to share risk and 
responsibility across organisational boundaries. ICS areas that are furthest ahead 
often have a history of positive working relationships and continuity of senior 
leaders in the system. Regular face-to-face meetings and focused development 
work have helped to build and strengthen these relationships. 

Shared	vision	and	purpose

Having a collective understanding of what the ICS is for and how it will improve the 
health and wellbeing of the local population is essential to align priorities and goals 
across organisations. Agreeing a shared vision and purpose early and in an inclusive 
way is a prerequisite in the development of effective system working and enables 
ICSs to determine collective priorities for action. This in turn allows common 
objectives to be set.

System	leadership	

Leaders in ICSs have adapted their behaviours to lead differently, using a facilitative 
and enabling approach instead of the pacesetting style that has predominated in the 
NHS in the past. Many ICSs have benefited from the influence of respected local 
leaders who have earned the trust of their peers over time through their actions and 
achievements. In some cases, new leaders have enabled progress by bringing new 
skills and capabilities, as in the case of ICS leaders drawn from local government. 
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Clinical	leadership	and	engagement	

Clinical leadership is a key factor behind the implementation of successful service 
changes within ICSs such as those developed through the vanguards programme 
and related innovations like the primary care home programme. A wider group of 
clinical leaders will be needed to realise the full potential of ICSs as they move to 
the next stage, recognising that the benefits of integration arise first and foremost 
from clinical and service integration rather than organisational integration. These 
leaders need to be drawn from a wide range of professions and roles.

Partnerships	with	local	authorities	

Local authority partnerships have brought several benefits, including: a stronger 
connection between ICSs and elected members; better engagement and 
involvement of local people; closer working across health and social care; and 
opportunities to address wider determinants of health through connections to 
wider public services such as housing and leisure services. Local authority leaders 
have shared their experience of leading across systems with NHS leaders, who have 
traditionally been more focused on their organisations and on looking up rather 
than out.

A	meaningful	local	identity

A shared understanding of the area with which a system is aligned helps in building 
a commitment to collaborative working. What defines the area varies; for some 
systems, a local authority boundary has provided a natural footprint, while in others 
it has been defined by the patient flows around an acute provider. It has been 
harder to develop partnerships in systems where there is no sense of place to unite 
around. This is sometimes the case where areas within an ICS have a strong identity 
and the footprints covered by systems are seen as artificial constructs. 

Established	models	of	integrated	working	

A track record of successful service improvement can act as a catalyst for further 
change. Pre-existing work provides foundations on which to build both in terms of 
clinical delivery models and collaborative working arrangements. Tangible examples 
of changes and evidence of their impact breeds confidence and supports clinical 
and public buy-in to the work.
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Stability	of	local	finances	and	performance

Where partner organisations were meeting core targets and achieving financial 
balance, systems were generally able to make faster progress on the development 
of the ICS. This was partly due to local leaders having more time to spend on 
transformation work rather than dealing with operational pressures. Other factors 
included these systems experiencing less intervention from the regulators and 
fewer obstacles to taking on shared financial risk across organisations. 

Funding	to	support	transformation

ICSs have received some additional funding to support their development and this 
has helped to backfill the time of managers and clinicians to work on the ICS and 
to pump-prime the development of new service models. Some ICSs have benefited 
from the allocation of capital monies to fund investment in community services and 
planned changes in specialist services. The sums involved have not been large but 
they have helped in enabling ICSs to show what they can achieve.

A	permissive	and	supportive	national	programme	

ICSs have been given freedom to develop arrangements to suit their local context 
rather than being required to follow a national blueprint. They have also received 
support from national bodies in regular meetings that have enabled two-way 
communication on how the programme is developing. Difficult issues such as  
the introduction of system control totals have been debated openly and national 
bodies have shown a willingness to work with ICSs, individually and collectively,  
to find solutions.

What	factors	are	making	progress	harder?

The	legislative	context	does	not	support	system	working

The current NHS architecture is designed around organisations working relatively 
autonomously rather than as collaborative systems. There is a limit to how far 
systems can shift functions and decision-making as ICSs have no legal basis, and 
system objectives may conflict with statutory accountabilities. The financial system 
may incentivise organisations to act in ways that run counter to system interests 



A year of integrated care systems

Emerging lessons from ICSs 85

 10 5 1  2  3 4  8 6  9 7 11

and layering system control totals onto the current regime does not address 
the fundamental tensions and perverse incentives at play. Some elements of 
competition law also run counter to the ethos of collaboration.

A	legacy	of	competitive	behaviours

Years of transactional relationships have created challenging relationships between 
many NHS organisations and their leaders. Collaboration requires different 
behaviours and new relationships to be built from the bottom up and cannot be 
mandated by regulators or others. Scepticism on the part of some organisations 
and their leaders about the concept of ICSs and their ability to lead change is also 
a factor, resulting in a focus on organisational priorities rather than a commitment 
to system working. Not all organisational leaders are yet persuaded that system 
working will bring benefits, and this is acting as a brake on progress.

Regulation	and	oversight	is	not	aligned	behind	ICSs	

Regional regulation and oversight is focused mainly on the performance of 
organisations rather than systems. This risks undermining the work that local 
systems are doing and makes it harder for partner organisations and their leaders to 
shift their focus to the interests of the overall system. ICSs may receive conflicting 
messages from national bodies and from the central and regional teams within 
them. Recent commitments to bring together the work of NHS England and NHS 
Improvement and local system reviews by the CQC are both steps in the right 
direction (Care Quality Commission 2018). 

Frequently	changing	language	and	the	lack	of	a	clear	narrative

STPs have left a legacy of mistrust in some areas that systems have had to work 
hard to overcome. The use of the term ‘accountable care systems’ to describe ICSs 
in their first months fuelled concern in some quarters around the association with 
the US health system and privatisation. At both national and local levels, insufficient 
attention has been given to communicating the purpose of ICSs and how changes 
are expected to benefit local populations and staff. The absence of a clear narrative 
has made it harder to secure buy-in from staff, communities and local politicians. 

http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
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Leaders	face	competing	demands	

ICSs currently rely on people doing the work on top of their day jobs. Leaders face 
many competing demands on their time and priorities and sometimes struggle to 
devote the time needed to the work of ICSs. This is not sustainable in the long run, 
and if ICSs are to take on greater responsibility, they will need dedicated capacity 
and resourcing to match. 

Funding	pressures	can	both	help	and	hinder	progress

The challenging financial position of some organisations has made it harder for 
local systems to take collective responsibility for resources, due to concerns 
about sharing financial risk with organisations in deficit. However, we also heard 
that current pressures have been a key driver of change in making the status quo 
unsustainable. In this sense, financial and operational pressures have created  
a ‘burning platform’, uniting organisations behind the case for change.



A year of integrated care systems

Where next? 87

 11 5 1  2  3 4  8 6  9 7 10

11 	Where	next?	

Building on our findings, we now set out our recommendations on what needs to 
happen to consolidate progress and realise the full potential of ICSs. 

Our recommendations reiterate many arguments we have previously made about 
what is required to develop integrated care at scale and pace (Ham et al 2016; Ham 
and Murray 2015; Ham and Walsh 2013). The lack of progress in aligning funding 
mechanisms and regulation with the direction of travel since we made these 
recommendations represents a chronic failure on the part of national policy-makers 
to remove barriers to integration. If this continues, ICSs will end up as another 
worthy idea that did not deliver on its promise.

Recommendations	for	local	systems	and	leaders

Invest	in	building	collaborative	relationships	at	all	levels	of	the	system

A system can only really be transformed by transforming relationships between  
the people within it (Senge et al 2015). ICSs should therefore continue to give 
priority to strengthening trust and relationships between partner organisations  
and their leaders. This must be done locally and will take time and commitment.  
It requires leaders and staff from different organisations to spend time together 
face-to-face, to work through challenges and create a shared purpose and 
objectives. It also involves leaders developing an understanding of each other’s 
organisations by ‘walking in each other’s shoes’ (Timmins 2015). Regular dialogue 
and exercises such as peer-to-peer shadowing can facilitate this. 

Promote	and	value	system	leadership

Leadership in ICSs demands a collective and distributed approach spanning 
organisational and sectoral boundaries. This involves different skills and behaviours 
from organisational leadership and requires leaders to shift their mindsets and 
behaviours from pacesetting to facilitative and enabling styles (West et al 2014). 
Core capabilities identified by Senge et al (2015) include: an ability to see the larger 

http://www.kingsfund.org.uk/publications/five-year-forward-view-progress-report
http://www.kingsfund.org.uk/publications/implementing-nhs-five-year-forward-view
http://www.kingsfund.org.uk/publications/implementing-nhs-five-year-forward-view
http://www.kingsfund.org.uk/publications/making-integrated-care-happen-scale-and-pace
http://www.kingsfund.org.uk/publications/practice-system-leadership
http://www.kingsfund.org.uk/publications/developing-collective-leadership-health-care
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system; fostering reflection and generative conversations; and a collective shift 
in focus from reactive problem-solving to co-creating the future. Our research 
suggests that the ICSs that are most advanced are working to develop these 
capabilities and others need to learn from their experience.

Integrate	at	different	levels	of	the	system,	building	up	from	places		
and	neighbourhoods

ICSs should continue to support work in places and neighbourhoods in line with the 
principle of subsidiarity. They should set the overall vision and provide leadership 
across the system, undertaking functions that are best performed at scale, such as 
work on specialist services, workforce, use of the estate and IT. Where appropriate, 
ICSs should collaborate with each other to address issues that are best tackled 
across bigger footprints, as is already happening in many areas.

Draw	on	the	skills	and	leadership	of	frontline	staff	

Improvements in service delivery depend on the leadership and involvement of the 
frontline staff who will be putting them into practice. Their involvement should be 
front and centre of plans to redesign services and should be underpinned by clear, 
focused workstreams and clinical leadership. Resources must be found to release 
clinicians and frontline staff from some of their current responsibilities to enable 
them to lead innovations in care. 

Build	governance	in	an	evolutionary	way	to	support	delivery

Further work is needed to put in place governance to support decision-making and 
accountability. This should be iterative and locally led, recognising the need for 
arrangements to evolve as systems mature. Oversight and scrutiny should be built 
in to ensure that ICS leadership teams can be held to account. Arrangements must 
work alongside the current statutory framework and organisational accountabilities 
until the law is changed.
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Develop	system-wide	capabilities	to	gather,	share	and	act	on	public	insights	

ICSs must take active steps to listen to and work with the public on an ongoing 
basis. This means much more than informing them of plans or carrying out 
consultation exercises. It means finding ways to listen to and act on what the public 
says and bringing their insights into decision-making. A useful starting point is 
to identify specific objectives in relation to public engagement and the methods 
that can be used to meet those objectives. ICSs should also agree on how to bring 
together dispersed elements within the system, mapping out existing patient 
insight and feedback data, identifying gaps, and bringing together data gathered 
by different organisations (Wellings and Evans 2018). 

Develop	active	strategies	to	facilitate	wider	adoption	of	new	care	models

All ICSs have ambitions to spread models of care from pockets within their systems 
across the whole area, but this is challenging (Collins 2018). Research on large-scale 
change highlights the need to take an active approach (rather than relying on  
passive diffusion of good practice), and to balance fidelity to a model with 
adaptability to local context. Peer-to-peer learning and networks are generally more 
effective in driving adoption than central edicts (Albury et al 2018; McCannon et al 
2016; McCannon et al 2007). 

Build	robust	evaluation	into	the	ICS	programme	that	supports	learning		
and	improvement	and	measures	progress	

Objective-setting and evaluation should build on learning from the new care models 
programme (National Audit Office 2018). Metrics should reflect the breadth of ICSs’ 
priorities, capturing improvements in population health and avoiding a narrow focus 
on hospital activity. Realism is key; much of the impact is likely to emerge in the 
long term rather than the short or medium term, and a range of measures should be 
selected to track progress at different points in time. ICSs should consider how they 
can evidence early improvements and progress towards longer-term objectives. 

http://www.kingsfund.org.uk/publications/joined-up-listening-integrated-care-and-patient-insight
http://www.kingsfund.org.uk/publications/innovation-nhs
http://www.innovationunit.org/projects/against-the-odds/
https://ssir.org/articles/entry/many_ways_to_many
https://ssir.org/articles/entry/many_ways_to_many
http://www.nao.org.uk/report/developing-new-care-models-through-nhs-vanguards/
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Look	beyond	the	health	and	care	system	to	improve	population	health

Traditionally, health and care services have often been provided in a fragmented 
way, and joining up services to address this is an important objective of ICSs. But the 
bigger prize is to create broader partnerships that can lead to greater improvements 
in population health and inequalities through acting on wider determinants (see 
Figure 3). This requires local authorities’ involvement to go deeper than the links 
between health and social care, recognising their roles in public health, leisure 
and other services that shape health and wellbeing. It also requires ICSs to work 
much more closely with the voluntary and community sector, independent sector 
organisations and communities. ICSs should look to learn from systems that have 
made progress, including the devolution areas of Greater Manchester and Surrey 
Heartlands, and areas such as Wigan that have adopted asset-based approaches  
(for other examples see Buck et al forthcoming; Alderwick et al 2015). 

Figure	3	What	does	it	mean	to	move	from	integrated	care		
to	population	health	systems?
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http://www.kingsfund.org.uk/publications/population-health-systems
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Recommendations	for	national	leaders

Back	locally	led	change,	while	also	offering	central	guidance	and	support

National bodies must hold their nerve in supporting locally led change, learning 
from the failure of previous top-down approaches to NHS reform. ICSs are 
writing the manual for system working, and it is important that the learning is 
systematically captured and shared so that others can benefit from their insights. 
National bodies should also offer support to areas that are further behind in 
their maturity as integrated systems to avoid a situation where assistance is only 
available to help the best get better. The emphasis should be on facilitating all 
areas to share learning through peer-to-peer support, and co-designing how the 
programme evolves, with the full involvement of local leaders.

Clarify	the	future	size	of	ICSs	without	destabilising	existing	systems

Smaller ICSs will need to find ways to manage ‘system-level’ functions. This should  
be considered in the selection of future ICSs. Any move to bring smaller ICSs 
together should be locally led and rigorously tested to avoid destabilising 
relationships that are still under development. In the short term, it may be better  
for smaller ICSs to collaborate – as is happening in some areas – rather than to 
attempt to redefine boundaries. 

Make	a	long-term	national	commitment	to	ICSs	backed	by	dedicated	funding	

National bodies should ensure that ICSs are allowed time to develop and mature, 
and be realistic about the challenges they face. A national commitment to ICSs 
should be reflected by their future role being embedded in the NHS long-term plan, 
which should communicate clearly and simply why they are needed and set out a 
route map for all areas to progress from STPs to ICSs. This should be accompanied 
by dedicated funding to support their development. Some of the additional NHS 
funding recently announced by government should be earmarked for this purpose 
(Ham and Murray 2018) and ICSs should be able to determine how it is spent. 

http://www.kingsfund.org.uk/publications/nhs-10-year-plan
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Make	population	health	the	centrepiece	of	plans	to	transform	services

The NHS long-term plan should set realistic and measurable objectives for improving 
population health, and ICSs should be held to account for delivering these locally. 
National bodies should also consider what more could be done to create alignment 
at a national level with other government departments and bodies – for example, in 
relation to housing and education. The experience of areas that are further ahead 
in giving priority to population health should be documented and shared, and their 
leaders should be freed up to support areas that are further behind.

Reform	regulation	to	align	with	local	systems

Regulators must look at how they can measure and support the ability of whole 
systems to meet the needs of local populations, building on learning from the 
CQC’s local system reviews (Care Quality Commission 2018). This requires a shift in 
mindsets and behaviours among individuals working in regulatory organisations, 
particularly at a regional level, and staff need to be supported through this change 
to avoid a situation where national ambitions are not reflected by actions on 
the ground. 

Work	with	local	leaders	to	clarify	how	ICSs	fit	into	the	regional	architecture

As NHS England and NHS Improvement take forward commitments to come 
together, they should work with local systems to set out how relationships will 
evolve as systems mature. There are still significant questions over how the seven 
regions will relate to ICSs and these must be worked through to prevent duplication. 
The starting point should be to clarify the functions of the seven regions and how 
these relate to the functions of ICSs, as we have distilled them in this report.  
The risk of adding another tier of bureaucracy should be avoided at all costs. 

Model	collective	leadership,	and	create	a	supportive	regulatory	environment	

Mirroring the change in leadership styles taking place within the ICSs, national 
and regional leaders in NHS England and NHS Improvement should demonstrate 
a commitment to the collective, compassionate style of leadership set out in the 
Developing people – improving care framework (National Improvement and Leadership 
Development Board 2016). This means creating a supportive and proportionate 

http://www.cqc.org.uk/publications/themes-care/our-reviews-local-health-social-care-systems
https://improvement.nhs.uk/resources/developing-people-improving-care/
https://improvement.nhs.uk/resources/developing-people-improving-care/
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approach to regulation and modelling different behaviours and leadership styles in 
the regional teams to give local leaders the time and space they need to develop 
their own improvement capabilities. 

Redesign	the	financial	architecture	to	incentivise	integration	

Current financial rules must be changed to better support the aspiration to deliver 
more integrated care. The financial controls introduced in recent years have created 
a cluttered and complex finance regime, which is in urgent need of reform. System 
control totals are a step in the right direction and more significant change is needed 
to create a simpler, fairer and more effective system (Anandaciva et al 2018). The 
way that commissioners pay providers also needs to change, with the emphasis on 
capitated budgets, risk-sharing, and outcomes-based contracts rather than Payment 
by Results. 

Bring	forward	proposals	for	legislative	change	drawing	on	the	experience		
of	leaders	within	the	health	and	care	system	

Changes will be needed to align the statutory framework with ICSs. Leaders should 
focus on identifying the most essential amendments and/or regulatory changes 
that could support progress in the short term, while formulating proposals for more 
significant changes in the longer term. Proposals should be based on the experience 
of leaders within the health and care system to avoid another damaging top-down 
reorganisation (Health and Social Care Committee 2018; Stevens 2018a). Key areas 
for consideration include: requirements on commissioners to use competitive 
procurements; barriers to the merger of NHS England and NHS Improvement; 
and changes to the Care Quality Commission’s regulatory powers. Finally, options 
should be explored for a statutory basis for ICSs to appropriately reflect their 
growing role through formal powers and accountabilities.

http://www.kingsfund.org.uk/publications/how-nhs-performing-june-2018
http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/publications/
http://www.parliament.uk/business/committees/committees-a-z/commons-select/public-accounts-committee/inquiries/parliament-2017/health-social-care-interface-17-19/publications/
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Top	tips	from	the	ICSs	

We asked local leaders what advice they would give to other systems starting out on 
the journey to developing an ICS. The pieces of advice most frequently offered were 
as follows.

Spend time developing trusting relationships. They saw strong, open relationships 
between ICS partners as key to effective joint working. These relationships were 
described as more important than new structures.

I will pinch from somebody else, who effectively said that the ICSs will move at the 
speed of trust. So that would probably be my advice – this is really about relationships 
and trust among the partners. 
(Commissioner, Dorset)

Establish and articulate a shared vision. Interviewees highlighted the importance 
of this being based on a common view of the ‘case for change’ and the need for ICS 
leaders to be united behind it. Engaging staff and the public was also seen as critical.

Have a strong narrative, and in a language that people can understand and that would 
include your patients and public, and believe in it. Believe you’re doing the right thing. 
(GP/GP commissioner, Dorset)

Don’t underestimate the time it takes to bring about change. Local leaders urged 
realism about the time and resources required to bring about complex change. 

If you try and race towards the perfect end point, you’ll probably never get there, 
and that can be demoralising, and it can damage relationships… Systems ought to 
establish, ‘What is it that we’re going to actually achieve in the next few months and 
does that take us broadly in the direction that we want to go in?’ 
(Commissioner, South Yorkshire and Bassetlaw)

Drawing on the lessons from their own experience, the overriding message from the 
people we interviewed was that the ICS model has great potential.

Go for it. It’s uncomfortable, it’s challenging. But the rewards throughout that journey 
are actually going home and feeling that you are starting to provide grass‑roots clinicians 
with a different opportunity and different ways of working. And break the rules! 
(Commissioner, Berkshire West)
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Appendix:	Methodology
This study examined progress in eight of the ten areas selected by NHS England  
to become ‘first-wave’ ICSs:

 • Bedfordshire, Luton and Milton Keynes 

 • Berkshire West

 • Buckinghamshire

 • Dorset 

 • Frimley 

 • Lancashire and South Cumbria

 • Nottingham and Nottinghamshire

 • South Yorkshire and Bassetlaw.

In each area, we carried out interviews with senior NHS and local government 
leaders involved in the work of the ICS, as well as other key stakeholders. 
Interviews took place between February and May 2018 and enabled us to explore 
local experiences and perceptions of the early development and impact of ICSs 
from a variety of perspectives. 

We identified between seven and eleven senior leaders from each area, using 
criteria to ensure that the sample was representative of a range of views from 
across each system. We conducted a total of 72 semi-structured interviews across 
the eight ICSs (see Table A1). Interviews were audio-recorded and professionally 
transcribed, and the data was subjected to a thematic analysis. All interviews were 
conducted on a confidential basis, and the anonymity of participants has been 
protected throughout this report.
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For each area, we also reviewed documents detailing the ICS’s strategy, governance 
arrangements, and plans and progress in implementing service change. This 
included published materials and additional documents provided to us directly 
by the ICSs. Together with information gathered during interviews, information 
from the document review was used to write a descriptive summary outlining key 
features of current arrangements and plans in each area. These summaries can be 
found in the supplementary online resource to this report. 

At the same time as this research was taking place, The King’s Fund was working 
on-site with ICS areas to deliver leadership and organisational development support 
commissioned by NHS England. No information from the support work has been 
used in this research project. However, it provided useful contextual background for 
the project team in understanding how ICSs are operating in practice. This report 
has been independently designed, conducted and funded by The King’s Fund.

Table	A1	Breakdown	of	interviews

Role Number	(across	all	ICSs)

Acute providers 14

Community and/or mental health providers 7

GPs and GP commissioners 9

Local authorities 11

Clinical commissioning groups 18

Local Healthwatch organisations 6

Other stakeholder 7

‘Other stakeholder’ includes individuals employed directly by ICSs and local groups representing people who 
use services. The ICS leader was interviewed in all sites.

https://www.kingsfund.org.uk/publications/year-integrated-care-systems
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Integrated care systems (ICSs) have been proposed as the future 
model for the health and care system in England – a way to meet the 
needs of the growing numbers of older people and people living with 
long-term conditions. ICSs represent a fundamental and far-reaching 
change in how the NHS works across different services and with 
external partners.

A year of integrated care systems: reviewing the journey so far is based  
on interviews with eight of the ‘first wave’ ICSs to understand how 
they are developing and to identify lessons for local systems and 
national policy-makers.

ICSs’ development has been locally led and there is no national 
blueprint. The systems vary widely in their size and complexity. Larger 
ICSs are working to improve health and care through neighbourhoods 
and places as well as across whole systems, emphasising the principle 
of subsidiarity.

The authors found early signs of organisations working more 
collaboratively as systems, including in managing finances and 
performance. There are also signs of progress on delivering service 
changes, for example in relation to strengthening primary care and 
developing integrated care teams.

The report concludes that is early days for these systems, and more 
time is needed to embed changes and determine their impact. The 
research found broad consensus that the ICS model has real potential 
to bring about improvements in health and care. The challenge now 
is to build on the foundations that have been laid by removing barriers 
and providing time and support to ICS leaders to take their work to 
the next stage of development. 
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