
NHS England and NHS Improvement

Integrated Care Systems – 1 year into the 

Long Term Plan

Jacquie White

Director of System Development

@jaqwhite1

February 2020 



Why?



Tackling broader health and well-being needs



What is an Integrated Care System?
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Integrated care systems (ICSs) are 

local partnerships with shared 

responsibility for improving population 

health within allocated resources.

There are currently 14 now covering over a 

third of the population:

1.South Yorkshire & Bassetlaw

2.Frimley Health & Care

3.Dorset

4.Bedfordshire, Luton & Milton Keynes

5.Nottinghamshire

6.Lancashire & South Cumbria

7.Buckinghamshire, Oxfordshire & Berkshire West 

8.Greater Manchester (devolution deal)

9.Surrey Heartlands (devolution deal)

10.Gloucestershire

11.West Yorkshire & Harrogate

12.Suffolk & North East Essex

13.The North East & North Cumbria

14.South East London
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What does an ICS look like? 



6 |6 |

The principle of subsidiarity should be applied when deciding the tier at which a 
decision will be made, ensuring there is support from those who will have to 
implement the decision and it is fit for local circumstances.

Functions at System, Place and Neighbourhood

The system acts as a 
convener, ensuring that 

delivery at place and 
neighbourhood is 

strategically aligned to meet 
the needs of the population.

Building on existing 
arrangements, in particular 
local authority, the focus of 

place should be on agreeing 
delivery of services and 

transformation

Place aggregates 
neighbourhoods to a 

scale for agreeing wider 
service changes

System sets the 

overall strategy

Local services are delivered 
and partners collaborate with 

primary care. The 
neighbourhood should be 
enabled to be a decision 

making member of the ICS, 
particularly at place

Neighbourhood plans 
care around the 

individual
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Moving to Integrated Care Systems everywhere

As set out in the NHS Long Term Plan by April 2021 the population of England will be 

served by an ICSs. They are described as the practical delivery vehicle to address the 

‘triple integration’ aim of joining together: (1) primary and secondary / specialist care, (b) 

physical and mental health services, and (c) health with social care. 

ICS have two roles:  

1. System transformation – deliver a co-ordinated programme of transformational 

change, to secure the long-term sustainability of the system, ensure local delivery of 

the LTP and delivery of plans agreed collectively for the population.

2. Management of system performance – together ICS partners  work to improve 

operational performance of the system, and hold each other to account; supported by 

appropriate governance.  

2020/21 is therefore a critical year in the development of system working as we start 

working through ICS and STPs on a ‘system by default’ basis. 
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We will need to be mindful of the different starting points…  

Systems are operating at different stages of 

development. The transition ultimately to 

“thriving” ICS through a collective model of 

accountability with a greater degree of autonomy 

will take time and is dependent on a 

differentiated approach in support from NHSEI. 

The figure on the right illustrates this system 

development journey:

A consistent set of ways of working that enables 

all systems to move to the right

A set of improvement and support interventions 

with the less mature systems that supports more 

rapid development and ‘condenses the curve’

A flexible approach with more mature systems 

that supports greater autonomy and that enables 

and inspires them to go further, faster – by 

agreement with NHSEI regions. 
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In the Operational Planning and Contracting guidance for 2020/21 NHSEI described some 

of the steps that will be taken to enable all systems to operate as ICSs from 2021/22:

• Integrated Care Systems will undertake two core roles: system transformation and collective 

management of system performance.

• There are some consistent operating arrangements that we expect all systems to agree with 

Regional Directors and to put in place during 2020.

• In 2020/21 NHSEI will start working through ICSs/STPs on a “system by default” basis. 

Consistent ICS operating arrangements from 2021/22

• System-wide governance arrangements, including a system partnership board with NHS, 

Local Government and other partners, to enable a collective model of responsibility and 

decision-making between system partners.

• Leadership model for the system, including a system leader with sufficient capacity, and a 

non-executive chair appointed in line with NHSEI guidance.

• System capabilities to fulfil the two core roles of an ICS, such as population health 

management, service redesign, workforce transformation, and digitisation.

• Agreement on a sustainable model for resourcing these collective functions or activities, 

NHSEI will contribute part-funding for system infrastructure in 2020/21.

• Ways of working agreed across the system in respect of financial governance and 

collaboration.

• Streamlining commissioning arrangements, including typically one CCG per system.

• Capital and estates plans at a system level, as the system becomes the main basis for 

capital planning, including technology.

Operating arrangements to become an ICS
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Key lessons from Integrated Care Systems

(1) Prioritise engagement and partnership working: Working across system partners including local 

government as equal partners from the start is crucial for a robust and achievable roadmap to 

integrated system working 

(2) Coalesce around a set of key and co-developed design principles:  Agreeing together the 

overall system aims and using these as the starting point for delivery objectives ensures a shared 

vision and direction of travel

(3) Start with what we know: Identify what is working well and build on it and call out barriers with 

candour to co-develop solutions ensures pace and mitigates duplicative work

(4) Make system working the end goal: Whilst ICS status is a good measure of system working, 

ensuring the objectives seek to develop and strengthen ways of working between all system 

partners within SHCP leads to true system integration 

(5) Make it system specific: Develop a local approach to subsidiarity, using the national steer as a 

guide to, consider where activities and decisions might best be housed within SHCP

(6) Ensure form follows function: Stress test the existing governance arrangements to ensure they 

support proposed changes.
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How local systems are making a practical difference 

Nottinghamshire 
Pioneering home alteration 

project helps get people 

home from hospital sooner

• Mansfield District Council’s ASSIST scheme means homes are made safe and accessible for a patient’s 

return from hospital – this could include fitting a ramp, grab rails and key safes, making sure their heating 

works, or moving furniture to make space for a hospital bed.

• Since October 2014, Assist has helped more than 3,000 people and is expected to save around £1.3m a 

year. 

Wakefield
Integrated care in action –

Health inequalities

• Wakefield CCG and Wakefield District Housing (WDH) have been working together to fund a number of 

schemes to improve housing and tenants’ and community health which has potentially reduced costs on 

the local health service by up to £1.5 million a year.

• Within WDH homes, 3,200 tenants have access to a care link responder service, an alarm with a 

response team that can help with crises including falls, no response calls, manual handling and assistance 

and reassurance. 

Surrey Heartlands 
Integrated care in action – older 

people’s care

• A Care Home Advice Line has been set up to reduce unnecessary hospital admissions for local care home 

residents support local nursing home staff out of hours and is available to both healthcare professionals and 

non-professional staff working in residential care homes.

• The service has now been rolled out across central and West Surrey and is helping to reduce the number of 

care home residents being taken to A&E, as staff are now able to look after them more confidently with the 

right medical advice as well as helping to reduce pressure on emergency services.

Doncaster 
Integrated care in action –

Health inequalities

• Vulnerable people and rough sleepers in Doncaster can access a monthly town centre pop-up hub created by 

the Doncaster Complex Lives Alliance, a partnership of support agencies working to engage with and help 

people caught in a cycle involving rough sleeping, addiction and mental ill health. 

• The hub provides support and an opportunity to reconnect with health services, in a bid to help them turn their 

lives around. It follows a successful pilot in July 2018 which saw people attend and receive support and advice 

from health and social care experts, with financial and housing advice all coming together in one place. 

Nurses and a street doctor were on hand to provide mental health support and wound care treatment to help 

tackle addiction and mental and physical health issues.
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Impact for local people

Paula from Pudsey

System analytical and PCN teams identified 

80 people, aged 60 - 74yrs within 

moderate frailty segment, multiple Long 

Term Conditions (LTCs), balance and 

nutrition issues, not connected to the 

neighbourhood teams.

PCNs Designed proactive outreach 

service with telephone based triage, 

including using PAM to assess ability to self 

manage. Patients triaged to either ‘live 

well’ group consultation, individual 

medical consult in clinic, home visit led 

by an OT.

Paula’ is a 63 year old woman with 

moderate frailty. She has multiple medical 

conditions as well as challenges associated 

with falls, memory and nutrition. Following 

telephone triage, Paula was visited at home 

by an OT. The at-home visit gave a holistic 

view of Paula’s needs, with a focus on 

preventing falls, enabling better nutrition 

and improving Paula’s ability to self-care. 

Paula and the OT had a discussion about 

her needs and her own personal goals. The 

OT identified specific opportunities to 

enable a healthier lifestyle for Paula at 

home – for example by enabling easier use 

of kitchen tools to help her prepare food. 

Bob from BOB

Wokingham PCN with CCG and provider 

analytical teams linked local primary and 

secondary care data and identified a 

cohort of people aged 45-65 with 

diabetes who have attended A&E 2-3 

times last year.

PCN designed new care model to provide 

multi-disciplinary evening clinics (some 

via group consultations and some with 

co-morbidities 30 min consultations) 

with a lead diabetes GP, diabetes 

specialist nurse, health and lifestyle 

coach, with input from psychologists 

with the aim of developing personalised 

action plans. 

Bob is 56 years old and works as a 

management consultant. He has an 

extremely busy life, often travelling for work. 

He has had diabetes for 6 years and is 

overweight and has suffered from anxiety 

and depression. He struggles to attend his 

nurse-led diabetes appointments and he 

has high levels of HbA1c. After just one visit 

so far, focusing on a whole-person 

approach with a lifestyle medicine 

practitioner, Bob and his wife have made 

daily lifestyle changes and Bob’s HbA1c 

and weight both continue to decline 

weeks after the intervention.

Barbara from Blackpool

Partners across the ICS (PCNs, council and 

NHS analytical teams and third sector) 

linked NHS and council held data to find 

people who had seen a GP five times or 

more a year in the last three years, who 

lived in multi-occupancy housing and 

also had depression.

New care model of proactive and holistic 

health assessments by health coaches in 

the PCN. Follow up assessment of social 

situation by health and wellbeing workers 

in the council.

Barbara lived in poor quality housing, 

suffered from depression, was unemployed 

and recently experienced a bereavement. 

She was in rent arrears and turned to 

alcohol to help her relax. The PCN health 

and wellbeing worker identified severe risks 

in the quality of Barbara’s building and was 

concerned for her welfare and safety. The 

worker supported Barbara to call her letting 

agent and strengthen the locks on the door 

to help her feel safer. Barbara was referred 

to a local charity to support her with her 

bereavement. Other support around her 

housing was provided, and she found 

support for finding employment and 

building her skills and confidence. 

Barbara’s patient activation rose from a 

level 2 to a level 4 during this time.
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What’s next?
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Our aim is to use the 

next several years to 

make the biggest 

move to integrated 

care of any major 

western country in 

order to deliver a 

sustainable care 

model for population 

health 

In 20/21:

• Support to current ICSs to continue 

to mature, and in doing so help to 

develop policy for the rest of the 

country 

• Spread of ‘solutions’ and support to 

STPs to help them develop into 

integrated care systems

• Intensive support to systems with 

particular challenges

The hard work is being done in local systems: 

building relationships, making incremental change and 

accelerating this transformation at pace, while providing the best 

possible care for people who need it today



Find out more
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Website: 

www.england.nhs.uk/integratedcare and  

www.england.nhs.uk/pcn

Email: 

england.primarycareandsystemtransformation

@nhs.net

LinkedIn: 

www.linkedin.com/showcase/futurehealthandc

are

Twitter:

@NHSEngland #futureNHS

Future Health and Care’ e-bulletin:

Sign up at www.england.nhs.uk/email-bulletins

http://www.england.nhs.uk/integratedcare
http://www.england.nhs.uk/pcn
mailto:england.primarycareandsystemtransformation@nhs.net
http://www.linkedin.com/showcase/futurehealthandcare/
http://www.england.nhs.uk/email-bulletins
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Thank you

england.primarycareandsystemtransformation@nhs.net


