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About Public 
Policy Projects

Public Policy Projects (PPP) is a global policy institute 
o!ering practical analysis and development across a 
range of sectors, including health and social care. The 
institute is independent and cross-party, and brings 
together public and private sector leaders, investors, 
policymakers and commentators with a common 
interest in the future of public policy. Chair, Rt Hon 
Stephen Dorrell and Deputy Chairs, Rt Hon Amber 
Rudd, Rt Hon Damian Green MP, Baroness Blackwood 
of North Oxford and Stephen Hammond MP, lead 
a truly unique policy institute that o!ers practical 
analysis and actionable insight around the world. Public 
Policy Projects publishes annual State of the Nation 
and State of the Globe reports in a series of policy areas 
including integrated care, social care, genomics, rare 
diseases, women’s health, AMR, health inequalities, 
diagnostics, economics, environment and energy, 
connectivity and 5G, rail infrastructure and planning. 
All these programmes, and their corresponding events, 
publications and conferences, receive contributions 
from sector leaders from around the world.
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About 
DevoConnect 

DevoConnect is a unique public a!airs and 
communications agency – shaping and informing 
national and local government policy. Led by Gill 
Morris, they are the "irst, and only, UK communications 
and public a!airs agency to focus on devolution 
and its potential to drive growth and rebalance the 
UK economy. They are dedicated to building strong, 
coherent campaigns and coalitions to drive economic 
success for the cities and regions outside London. They 
provide research, risk analysis, strategic advice, PR 
and media campaigns, intelligence and policy training 
to help private and public sector clients inform, shape 
and in"luence the future policy debate. In particular, 
DevoConnect understands the North’s political 
landscape, its decision makers and how it works. They 
have a track record of delivering results. Their services 
and approach always work to build consensus and 
deliver change.
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About TPP
TPP is a digital health company, committed to 
delivering world-class healthcare software. Their 
solutions are used by over 7,000 organisations 
across the NHS and local government. TPP operate in 
more than 25 di!erent care settings, including Acute 
Hospital, Emergency Department, Community Care, 
Mental Health, General Practice, and Social Care. TPP’s 
database holds the electronic health records of more 
than 50 million patients in England alone. The company 
has worked with the NHS for 24 years. They pioneered 
the use of shared electronic health records and 
continuously work to provide technology that enables 
genuine integrated care.
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About 
Cerner 

Cerner believes in building positive, long-term 
partnerships that drive value across the health and 
care landscape. Their intelligent platforms and services 
connect people, information and care at 27,500+ 
facilities of all sizes in 35+ countries, and help manage 
the health of 223 million citizens across the globe.
Together with clients and industry partners, they’re 
innovating for the future, integrating entire health and 
care systems to enable them to deliver smarter, value-
based care, better outcomes, and proactively manage 
and improve the wellbeing of their populations.
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Foreword: Rt Hon Stephen Dorrell 
and Phil Hope  

Rt Hon Stephen Dorrell
Chair
Public Policy Projects

Phil Hope
Integrated Care Report Chair 
Public Policy Projects

The need to achieve parity between local government and the NHS and address 
social care with the same vigour as acute care was brought sharply into public view 
by the Covid-19 pandemic. The Government sought to address these issues via 
the publication of the white paper Integration and Innovation: working together to 
improve health and social care for all, which announced a set of radical proposals for 
NHS reform.  

The following report sets out a blueprint for how integrated care reform can be 
delivered in practice. Consultation with a range of stakeholders from Integrated 
Care Systems (ICSs), local government, public services and across political parties 
has demonstrated that the white paper does not su#iciently prioritise the local 
government voice and fails to achieve parity of esteem between the NHS and social 
care.  

It is fundamental that joint working between the NHS and local government is a 
genuine partnership of equals. Amidst concerns surrounding the e#icacy of the 
government’s ‘levelling-up agenda’, the white paper provides an opportunity 
to empower local actors to target resources according to the needs of their 
communities. Regrettably, the proposed reforms have left many questions 
unanswered regarding the extent to which power will be devolved to the local level 
and the scope for the local delivery within the national strategy. 

These reforms must also signal a clear and decisive e!ort towards achieving parity of 
esteem for social care, both in terms of representation and in terms of funding. The 
Covid-19 pandemic has raised dramatically the status and value of social care in the 
public eye. Those working in the sector need to be awarded with status and pay to 
match that of their NHS colleagues.  

The white paper also prioritises the voice of the acute sector in its plans for a dual 
ICS governance structure, whereby only the ICS NHS board is placed on a statutory 
footing, and the views of the ICS health and care partnership board may be ignored 
or cast to the wayside. It is crucial that the health and care partnership board is also 
given statutory responsibility for the wider priorities and decisions of the ICS. 

The Government’s plans to situate our NHS into a broader network of partnerships 
with local government and public services has been celebrated by many as a long-
awaited acknowledgement of the need to reconceive our acute-focused and siloed 
health and care system. If better population health management and the reduction 
of health inequalities are to be given the due consideration they so desperately 
require, the Government must place the voice of local government and social care on 
an equal footing to the NHS. 
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The Government’s proposals for 
reform of the NHS are radical. Their 
purpose is “to lay the foundations 
IRU�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�
accountable health and care system 
Ȃ�RQH�ZKLFK�DOORZV�VWD�WR�JHW�RQ�
with their jobs and provide the best 
possible treatment and care for their 
patients; and to give the NHS and local 
authorities the tools they need to level 
up health and care outcomes across 
the country, enabling healthier, longer 
and more independent lives.”

This represents a paradigm shift in 
the purpose and structure of the 
health, social care and public health 
landscape. If fully implemented, this 
would move the NHS from a single 
national body of organisations focused 
primarily on clinical care, to a broad 
network of partnerships between the 
NHS and local government, with other 
non-statutory partners, which delivers 
both better health and social care 
services based on population health 
planning, and delivers improvements 
to the population’s health while 
reducing health inequalities.

This report analyses the proposals, 
draws out a series of conclusions and 
recommendations for change with 
UHJDUG�WR�ȴYH�NH\�DUHDV�RI�LQWHJUDWHG�
care systems (ICS) functioning: 
governance, funding, the health and 
social care workforce, digital health 
and the public estate.

Governance

In each ICS, the statutory relationships 
within and between the NHS board 
and the health and care partnership 
board, is key to ensuring that 
Ζ&6V�IXOȴO�WKHLU�SXUSRVH�DQG�OHJDO�
responsibilities. The legislative 
arrangements provide a strong 

SODWIRUP�XSRQ�ZKLFK�WR�EXLOG�HHFWLYH�
working relationships between 
leaders, managers and front-line 
VWD�DFURVV�WKH�KHDOWK��VRFLDO�FDUH�
and public health landscape. The 
partnership board must have authority 
to ensure the ICS health and wellbeing 
strategy is fully and transparently 
UHȵHFWHG�LQ�WKH�GHFLVLRQV�RI�WKH�1+6�
board.

The membership and working 
methods of the NHS board should 
ensure a genuine partnership of 
equals between the NHS and local 
government; have a balanced 
UHSUHVHQWDWLRQ�RI�WKH�GLHUHQW�
sectors within local NHS providers; an 
independent secretariat, management 
and clinical leadership; and work 
within the Nolan Principles of Public 
Life.1

The partnership board should provide 
the leadership within the local system 
to develop and ensure the delivery of a 
wide-reaching ICS health and wellbeing 
strategy to improve population health 
and reduce health inequalities. As 
part of its purpose, it should have the 
pursuit of a “health in all policies” by all 
the public, independent and voluntary, 
community and social enterprise 
(VCSE) sector organisations within 
the ICS footprint. The partnership 
board should be placed on a statutory 
IRRWLQJ��KDYH�VXɝFLHQW�UHVRXUFHV�DW�LWV�
disposal to carry out its tasks; have a 
EURDG�PHPEHUVKLS�WR�UHȵHFW�LWV�VFRSH��
DQG�LQȵXHQFH�WKH�GHFLVLRQV�RI�WKH�1+6�
board directly.

The statutory relationship between 
the two ICS boards is necessary, but 
QRW�VXɝFLHQW�IRU�LW�WR�DFKLHYH�LWV�DLPV�
in practice. Experience shows that 
WLPH��HRUW�DQG�UHVRXUFHV�PXVW�EH�
invested in building strong working 

relationships between the partners at 
every level: board members, senior 
leaders, middle managers and  
IURQW�OLQH�VWD�

The Government should make 
clear that a partnership-of-equals 
approach to place-based partnerships 
should be the norm with maximum 
subsidiarity and devolution of ICS NHS 
resources and powers. Place-based 
health and social care partnerships 
should be accountable to the 
communities they serve and their ICS. 
The relationship and accountability 
between place-based partnerships 
and the neighbourhood’s NHS primary 
care networks (PCNs) within their 
geography must be clear.

Each ICS should put in place a strategy 
for supporting and investing in the 

VCSE sector for it to play a full role 
in the decision-making and delivery 
of local partnerships, and should 
produce an annual report on the 
state of the sector and its plans for 
development.

Provider collaboratives should not 
default to an acute-led model that 
FRXOG�VWLȵH��UDWKHU�WKDQ�SURPRWH��
integration and innovation through 
engagement with the VCSE sector. The 
GHYHORSPHQW�RI�LQFOXVLYH�DQG�HHFWLYH�
provider collaboratives should be 
promoted through an outcome-based 
commissioning model (not payment-
by-activity) based on improving 
patient and service user outcomes and 
experience of care.

The performance measures of an 
Ζ&6�VKRXOG�UHȵHFW�LWV�SXUSRVH�E\�

including both health and social care 
service delivery indicators, and health 
and wellbeing outcome indicators 
relating to population health 
improvement and the reduction of 
health inequalities. Achieving the 
health improvement and equality 
goals of the ICS will require them 
to address the social and economic 
determinants of health within 
their footprint through adopting 
a health-in-all-policies approach. 
This includes understanding and 
LQȵXHQFLQJ�WKH�LPSDFW�RI�GHFLVLRQV�
on the population’s health and health 
inequalities by local organisations 
across the public, VCSE, and 
independent sectors. 

Transparency, openness and honesty 
should be the principles underpinning 
the way ICSs operate. An ICS joint 

scrutiny committee should be 
created. This should consist either 
of representatives from the existing 
local government scrutiny committees 
within the ICS footprint; or based on 
the model of the Parliamentary Public 
Accounts Committee, so as to involve 
MPs from the region as well as local 
government.

External regulation and inspection 
of the ICSs undertaken by the Care 
Quality Commission should include 
within its scope the functioning of 
the NHS and partnership boards 
and their working relationship; 
the performance of the system in 
achieving its service objectives and 
care quality; and the performance 
of the system in achieving its health 
improvement and reducing health 
inequality objectives.

Executive Summary

.LQJȇV�0LOO�+RVSLWDO��0DQVȴHOG�5RDG��6XWWRQ�LQ�$VKȴHOG��1RWWLQJKDPVKLUH�

1514



The Government’s proposals for 
reform of the NHS are radical. Their 
purpose is “to lay the foundations 
IRU�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�
accountable health and care system 
Ȃ�RQH�ZKLFK�DOORZV�VWD�WR�JHW�RQ�
with their jobs and provide the best 
possible treatment and care for their 
patients; and to give the NHS and local 
authorities the tools they need to level 
up health and care outcomes across 
the country, enabling healthier, longer 
and more independent lives.”

This represents a paradigm shift in 
the purpose and structure of the 
health, social care and public health 
landscape. If fully implemented, this 
would move the NHS from a single 
national body of organisations focused 
primarily on clinical care, to a broad 
network of partnerships between the 
NHS and local government, with other 
non-statutory partners, which delivers 
both better health and social care 
services based on population health 
planning, and delivers improvements 
to the population’s health while 
reducing health inequalities.

This report analyses the proposals, 
draws out a series of conclusions and 
recommendations for change with 
UHJDUG�WR�ȴYH�NH\�DUHDV�RI�LQWHJUDWHG�
care systems (ICS) functioning: 
governance, funding, the health and 
social care workforce, digital health 
and the public estate.

Governance

In each ICS, the statutory relationships 
within and between the NHS board 
and the health and care partnership 
board, is key to ensuring that 
Ζ&6V�IXOȴO�WKHLU�SXUSRVH�DQG�OHJDO�
responsibilities. The legislative 
arrangements provide a strong 

SODWIRUP�XSRQ�ZKLFK�WR�EXLOG�HHFWLYH�
working relationships between 
leaders, managers and front-line 
VWD�DFURVV�WKH�KHDOWK��VRFLDO�FDUH�
and public health landscape. The 
partnership board must have authority 
to ensure the ICS health and wellbeing 
strategy is fully and transparently 
UHȵHFWHG�LQ�WKH�GHFLVLRQV�RI�WKH�1+6�
board.

The membership and working 
methods of the NHS board should 
ensure a genuine partnership of 
equals between the NHS and local 
government; have a balanced 
UHSUHVHQWDWLRQ�RI�WKH�GLHUHQW�
sectors within local NHS providers; an 
independent secretariat, management 
and clinical leadership; and work 
within the Nolan Principles of Public 
Life.1

The partnership board should provide 
the leadership within the local system 
to develop and ensure the delivery of a 
wide-reaching ICS health and wellbeing 
strategy to improve population health 
and reduce health inequalities. As 
part of its purpose, it should have the 
pursuit of a “health in all policies” by all 
the public, independent and voluntary, 
community and social enterprise 
(VCSE) sector organisations within 
the ICS footprint. The partnership 
board should be placed on a statutory 
IRRWLQJ��KDYH�VXɝFLHQW�UHVRXUFHV�DW�LWV�
disposal to carry out its tasks; have a 
EURDG�PHPEHUVKLS�WR�UHȵHFW�LWV�VFRSH��
DQG�LQȵXHQFH�WKH�GHFLVLRQV�RI�WKH�1+6�
board directly.

The statutory relationship between 
the two ICS boards is necessary, but 
QRW�VXɝFLHQW�IRU�LW�WR�DFKLHYH�LWV�DLPV�
in practice. Experience shows that 
WLPH��HRUW�DQG�UHVRXUFHV�PXVW�EH�
invested in building strong working 

relationships between the partners at 
every level: board members, senior 
leaders, middle managers and  
IURQW�OLQH�VWD�

The Government should make 
clear that a partnership-of-equals 
approach to place-based partnerships 
should be the norm with maximum 
subsidiarity and devolution of ICS NHS 
resources and powers. Place-based 
health and social care partnerships 
should be accountable to the 
communities they serve and their ICS. 
The relationship and accountability 
between place-based partnerships 
and the neighbourhood’s NHS primary 
care networks (PCNs) within their 
geography must be clear.

Each ICS should put in place a strategy 
for supporting and investing in the 

VCSE sector for it to play a full role 
in the decision-making and delivery 
of local partnerships, and should 
produce an annual report on the 
state of the sector and its plans for 
development.

Provider collaboratives should not 
default to an acute-led model that 
FRXOG�VWLȵH��UDWKHU�WKDQ�SURPRWH��
integration and innovation through 
engagement with the VCSE sector. The 
GHYHORSPHQW�RI�LQFOXVLYH�DQG�HHFWLYH�
provider collaboratives should be 
promoted through an outcome-based 
commissioning model (not payment-
by-activity) based on improving 
patient and service user outcomes and 
experience of care.

The performance measures of an 
Ζ&6�VKRXOG�UHȵHFW�LWV�SXUSRVH�E\�

including both health and social care 
service delivery indicators, and health 
and wellbeing outcome indicators 
relating to population health 
improvement and the reduction of 
health inequalities. Achieving the 
health improvement and equality 
goals of the ICS will require them 
to address the social and economic 
determinants of health within 
their footprint through adopting 
a health-in-all-policies approach. 
This includes understanding and 
LQȵXHQFLQJ�WKH�LPSDFW�RI�GHFLVLRQV�
on the population’s health and health 
inequalities by local organisations 
across the public, VCSE, and 
independent sectors. 

Transparency, openness and honesty 
should be the principles underpinning 
the way ICSs operate. An ICS joint 

scrutiny committee should be 
created. This should consist either 
of representatives from the existing 
local government scrutiny committees 
within the ICS footprint; or based on 
the model of the Parliamentary Public 
Accounts Committee, so as to involve 
MPs from the region as well as local 
government.

External regulation and inspection 
of the ICSs undertaken by the Care 
Quality Commission should include 
within its scope the functioning of 
the NHS and partnership boards 
and their working relationship; 
the performance of the system in 
achieving its service objectives and 
care quality; and the performance 
of the system in achieving its health 
improvement and reducing health 
inequality objectives.

Executive Summary

.LQJȇV�0LOO�+RVSLWDO��0DQVȴHOG�5RDG��6XWWRQ�LQ�$VKȴHOG��1RWWLQJKDPVKLUH�

1514



There should be accountability of ICSs 
to both communities and to central 
Government for the performance of 
the system as a whole. The Secretary 
of State for Health and Social Care 
should have step-in powers where 
there is clear system failure that local 
partners in the ICS cannot resolve. 

Funding

7KH�ZD\�WKDW�PRQH\�ȵRZV�ZLWKLQ�DQ�
ICS is key to the challenge of whether 
resources are being allocated in the 
best way to achieve the system’s 
service and population health 
improvement goals. Key measures 
of success in the way that funding 
ȵRZV�ZLWKLQ�WKH�Ζ&6�DUH�WKH�EDODQFH�RI�
UHVRXUFHV�ȵRZLQJ�WR�

• health and care services or health 
improvement/equality measures;

• ICS level partnerships or place-
based partnerships;

• health services or social care 
services;

• and institution-based health 
services or community-based 
health services.

7KHUH�QHHGV�WR�EH�FOHDU�ȴQDQFLDO�
accountability for funds that are held 
DQG�FRQWUROOHG�E\�GLHUHQW�SDUWV�RI�
the new system including the ICS NHS 
board and the ICS partnership board, 
by the providers separately and jointly 
within provider collaboratives, by 
place-based partnerships, through 
pooled funding arrangements and by 
PCNs. 

Action will be needed to ensure that 
WKH�ȴQDQFLDO�VL]H��LQGHSHQGHQFH�DQG�
impact of large acute care foundation 
trusts and their needs and priorities 
GR�QRW�GRPLQDWH�WKH�ORFDO�Ζ&6�ȴQDQFLDO�
landscape.

The NHS has been comparatively 
successful in securing government 
funding to support the NHS Long 
Term Plan and its response to the 
Covid-19 pandemic, but the NHS will 
require additional resources to meet 
future post-pandemic challenges. 

Local authorities have experienced 
major reductions in their funding 
support from central Government 
RYHU�PDQ\�\HDUV��ΖW�LV�GLɝFXOW�WR�
see how any of the ICS goals for 
improving health and social care 
services, improving population 
health or reducing health inequalities 
FDQ�EH�DFKLHYHG�ZLWKRXW�VLJQLȴFDQW�
and immediate additional resources 
for social care and public health. 

The Government must provide 
additional ring-fenced funds to local 
government and the VCSE, and 
clearly shift the allocation of NHS 
funds from a focus on treatment 
to the goal of improving the 
population’s health.

Workforce

ICSs provide a new opportunity to act 
to transform the health and social 
care workforce within its geography. 
Local partners will be aware of the 
workforce needs in their locations in 
terms of both place-based ways, and 
the care pathways that span health 
and social care needs. ICSs can work 
across organisational silos to enable 
an aligned and strategic approach 
to workforce planning, such as 
developing the digital workforce 
within their area. 

Government action nationally to 
address NHS workforce challenges 
– such as nursing shortages, and 
VKRUWDJHV�RI�VWD�LQ�JHQHUDO�SUDFWLFH�

DQG�SULPDU\�FDUH�ȂbVKRXOG�EH�
complemented by action at the ICS 
OHYHO�WR�DGGUHVV�VSHFLȴF�ORFDO�QHHGV�
and challenges. ICSs should seek 
to align and consider integration of 
the methods used by the NHS to 
plan health workforce needs based 
on population health management 
with those used by local authorities 
to plan and meet the social care 
workforce needs in their area.

ICSs will be unable to achieve the 
Government’s triple aim for health 
and social care without more 
fundamental reform of the social 
care workforce at a national level. 
The fundamental question of the 
inequalities in pay and working 
conditions of health and social care 
VWD�KDYH�WR�EH�DGGUHVVHG�QDWLRQDOO\�
as part of the wider challenge of 
reform of social care funding and 
delivery. 

In the meantime, ICSs should 
promote parity of esteem between 
the health and social care workforce 
in their health geography, and act 
to reduce the cultural barriers such 
as joint approaches to training 
and education of their health and 
VRFLDO�FDUH�VWD�DQG�PDQDJHUV��
develop a joint workforce planning 
and management strategy; jointly 
addressing issues of culture, 
equality, diversity and inclusion; 
and support joint working within 
community-based health and social 
care services.

ICSs should consider who else might 
be included in a joint health and 
social care people strategy including 
volunteers, unpaid carers and the 
wider public-sector workforce. They 
should consider developing an ICS 
volunteering committee as part of 

their structure; produce a plan for 
supporting unpaid carers within their 
health geography; and promote joint 
working of health and social care 
VWD�ZLWK�WKRVH�LQ�RWKHU�VHWWLQJV�
such as social housing, youth and 
community workers, nursery workers 
and teachers, the environment, and 
local economic development.

Digital health

Digital health has a crucial 
contribution to make to ICS success 
in delivering the Government’s 
intended outcomes of population 
health improvement and reducing 
health inequalities, providing 
HHFWLYH�SHUVRQ�FHQWUHG�KHDOWK�
and social care services, improving 
patient experience of care, ensuring 
HɝFLHQF\�LQ�VHUYLFH�GHOLYHU\��DQG�
enabling better self-care. However, 
ICSs should plan how they will ensure 
equality of access to the internet 
and digital devices in their area, and 
improve digital literacy to prevent a 
widening of digital health inequalities.

ICSs should develop a 
comprehensive digital health 
strategy for its area setting out 
clear plans of its purpose, priorities, 
funding, leadership and performance 
management. A robust ICS digital 
architecture for connecting the 
GLHUHQW�SDUWV�RI�WKH�V\VWHP�DQG�
services will be central to success, 
and will need to connect services and 
patient records within and between 
the NHS and social care.

ICSs must review their current 
commitments to assess which areas 
of their hardware and software 
V\VWHPV�FDQ�ȴW�ZLWKLQ�WKHLU�GLJLWDO�
health strategy and plan a transition 
period for any changes that may be 

needed to ensure their systems are 
ȴW�IRU�SXUSRVH��Ζ&6�GLJLWDO�KHDOWK�
strategies should ensure that their 
digital systems have interoperability 
and properly ensure privacy, safety 
and security of data. The cost of 
investing in digital health may be 
high, but the consequences of not 
doing so, in terms of the success of 
ICSs, could be severe. These costs 
and consequences must be better 
understood.

ICSs will need strong digital 
leadership, including a joint digital 
health and social care board within 
its structure. The ICS workforce 
strategy will need to include an 
explicit strategy for improving the 
digital literacy and skills of the 
health and social care workforce. 
The cultural shift in moving to 
more digital ways of working is 
VLJQLȴFDQW�DQG�UHTXLUHV�LQYHVWPHQW�
in education and training to improve 
knowledge, develop skills and 
change attitudes at every level.

The NHS and public estate

A health-in-all-policies approach 
UHTXLUHV�Ζ&6V�WR�LQȵXHQFH�FDSLWDO�
VSHQGLQJ�GHFLVLRQV�WKDW�DHFW�WKHLU�
goals of improving public health and 
delivering community-based person-
centred services. This may include, 
for example, decisions on roads and 
transport, economic and industrial 
development, the provision of green 
spaces and housing development. 

A broad-based strategic healthy 
community asset plan should be 
developed by every ICS to ensure 
better health and wellbeing for 
everyone. It should embrace 
hospital sites and land, sites for 
primary care, community and 

mental health services, residential 
care and community social care 
services, housing sites and land, 
green spaces, the economic 
development/industrial estate, and 
the digital infrastructure.

(DFK�Ζ&6�ZLOO�KDYH�GLHUHQW�FDSLWDO�
needs and priorities depending on 
their circumstances and historical 
legacies. The balance of hospital 
and community health capital 
investment will vary, but every 
ICS should include both, and 
FOHDUO\�VKRZ�KRZ�GHFLVLRQV�UHȵHFW�
local health needs. The capital 
programme of an ICS should not be 
led or dominated by the acute care 
sector. The nature of investment in 
community health facilities should 
UHȵHFW�EHVW�SUDFWLFH�LQ�FUHDWLQJ�
SHUVRQ�FHQWUHG�IDFLOLWLHV�WKDW�RHU�
a wide range of services to patients 
and service users.

Large hospital sites have a 
VLJQLȴFDQW�LPSDFW�RQ�WKH�ORFDO�
and neighbourhood economy in 
providing employment and demand 
for services. An ICS estates and 
infrastructure strategy should 
have regard to these impacts and 
adopt an economics-in-all-health-
policies approach that ensures the 
ZLGHU�EHQHȴWV�RI�LQYHVWPHQW�LQ�WKH�
health and social care estate are 
realised for the wider community 
through, for example, town centre 
development.

Government capital programmes 
VKRXOG�UHȵHFW�ORFDO�QHHGV�DQG�
priorities, rather than risk distorting 
them with nationally determined 
SULRULWLHV�WKDW�UHȵHFW�DQ�LQVWLWXWLRQ�
based or hospital-build approach to 
health investment.
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There should be accountability of ICSs 
to both communities and to central 
Government for the performance of 
the system as a whole. The Secretary 
of State for Health and Social Care 
should have step-in powers where 
there is clear system failure that local 
partners in the ICS cannot resolve. 

Funding

7KH�ZD\�WKDW�PRQH\�ȵRZV�ZLWKLQ�DQ�
ICS is key to the challenge of whether 
resources are being allocated in the 
best way to achieve the system’s 
service and population health 
improvement goals. Key measures 
of success in the way that funding 
ȵRZV�ZLWKLQ�WKH�Ζ&6�DUH�WKH�EDODQFH�RI�
UHVRXUFHV�ȵRZLQJ�WR�

• health and care services or health 
improvement/equality measures;

• ICS level partnerships or place-
based partnerships;

• health services or social care 
services;

• and institution-based health 
services or community-based 
health services.

7KHUH�QHHGV�WR�EH�FOHDU�ȴQDQFLDO�
accountability for funds that are held 
DQG�FRQWUROOHG�E\�GLHUHQW�SDUWV�RI�
the new system including the ICS NHS 
board and the ICS partnership board, 
by the providers separately and jointly 
within provider collaboratives, by 
place-based partnerships, through 
pooled funding arrangements and by 
PCNs. 

Action will be needed to ensure that 
WKH�ȴQDQFLDO�VL]H��LQGHSHQGHQFH�DQG�
impact of large acute care foundation 
trusts and their needs and priorities 
GR�QRW�GRPLQDWH�WKH�ORFDO�Ζ&6�ȴQDQFLDO�
landscape.

The NHS has been comparatively 
successful in securing government 
funding to support the NHS Long 
Term Plan and its response to the 
Covid-19 pandemic, but the NHS will 
require additional resources to meet 
future post-pandemic challenges. 

Local authorities have experienced 
major reductions in their funding 
support from central Government 
RYHU�PDQ\�\HDUV��ΖW�LV�GLɝFXOW�WR�
see how any of the ICS goals for 
improving health and social care 
services, improving population 
health or reducing health inequalities 
FDQ�EH�DFKLHYHG�ZLWKRXW�VLJQLȴFDQW�
and immediate additional resources 
for social care and public health. 

The Government must provide 
additional ring-fenced funds to local 
government and the VCSE, and 
clearly shift the allocation of NHS 
funds from a focus on treatment 
to the goal of improving the 
population’s health.

Workforce

ICSs provide a new opportunity to act 
to transform the health and social 
care workforce within its geography. 
Local partners will be aware of the 
workforce needs in their locations in 
terms of both place-based ways, and 
the care pathways that span health 
and social care needs. ICSs can work 
across organisational silos to enable 
an aligned and strategic approach 
to workforce planning, such as 
developing the digital workforce 
within their area. 

Government action nationally to 
address NHS workforce challenges 
– such as nursing shortages, and 
VKRUWDJHV�RI�VWD�LQ�JHQHUDO�SUDFWLFH�

DQG�SULPDU\�FDUH�ȂbVKRXOG�EH�
complemented by action at the ICS 
OHYHO�WR�DGGUHVV�VSHFLȴF�ORFDO�QHHGV�
and challenges. ICSs should seek 
to align and consider integration of 
the methods used by the NHS to 
plan health workforce needs based 
on population health management 
with those used by local authorities 
to plan and meet the social care 
workforce needs in their area.

ICSs will be unable to achieve the 
Government’s triple aim for health 
and social care without more 
fundamental reform of the social 
care workforce at a national level. 
The fundamental question of the 
inequalities in pay and working 
conditions of health and social care 
VWD�KDYH�WR�EH�DGGUHVVHG�QDWLRQDOO\�
as part of the wider challenge of 
reform of social care funding and 
delivery. 

In the meantime, ICSs should 
promote parity of esteem between 
the health and social care workforce 
in their health geography, and act 
to reduce the cultural barriers such 
as joint approaches to training 
and education of their health and 
VRFLDO�FDUH�VWD�DQG�PDQDJHUV��
develop a joint workforce planning 
and management strategy; jointly 
addressing issues of culture, 
equality, diversity and inclusion; 
and support joint working within 
community-based health and social 
care services.

ICSs should consider who else might 
be included in a joint health and 
social care people strategy including 
volunteers, unpaid carers and the 
wider public-sector workforce. They 
should consider developing an ICS 
volunteering committee as part of 

their structure; produce a plan for 
supporting unpaid carers within their 
health geography; and promote joint 
working of health and social care 
VWD�ZLWK�WKRVH�LQ�RWKHU�VHWWLQJV�
such as social housing, youth and 
community workers, nursery workers 
and teachers, the environment, and 
local economic development.

Digital health

Digital health has a crucial 
contribution to make to ICS success 
in delivering the Government’s 
intended outcomes of population 
health improvement and reducing 
health inequalities, providing 
HHFWLYH�SHUVRQ�FHQWUHG�KHDOWK�
and social care services, improving 
patient experience of care, ensuring 
HɝFLHQF\�LQ�VHUYLFH�GHOLYHU\��DQG�
enabling better self-care. However, 
ICSs should plan how they will ensure 
equality of access to the internet 
and digital devices in their area, and 
improve digital literacy to prevent a 
widening of digital health inequalities.

ICSs should develop a 
comprehensive digital health 
strategy for its area setting out 
clear plans of its purpose, priorities, 
funding, leadership and performance 
management. A robust ICS digital 
architecture for connecting the 
GLHUHQW�SDUWV�RI�WKH�V\VWHP�DQG�
services will be central to success, 
and will need to connect services and 
patient records within and between 
the NHS and social care.

ICSs must review their current 
commitments to assess which areas 
of their hardware and software 
V\VWHPV�FDQ�ȴW�ZLWKLQ�WKHLU�GLJLWDO�
health strategy and plan a transition 
period for any changes that may be 

needed to ensure their systems are 
ȴW�IRU�SXUSRVH��Ζ&6�GLJLWDO�KHDOWK�
strategies should ensure that their 
digital systems have interoperability 
and properly ensure privacy, safety 
and security of data. The cost of 
investing in digital health may be 
high, but the consequences of not 
doing so, in terms of the success of 
ICSs, could be severe. These costs 
and consequences must be better 
understood.

ICSs will need strong digital 
leadership, including a joint digital 
health and social care board within 
its structure. The ICS workforce 
strategy will need to include an 
explicit strategy for improving the 
digital literacy and skills of the 
health and social care workforce. 
The cultural shift in moving to 
more digital ways of working is 
VLJQLȴFDQW�DQG�UHTXLUHV�LQYHVWPHQW�
in education and training to improve 
knowledge, develop skills and 
change attitudes at every level.

The NHS and public estate

A health-in-all-policies approach 
UHTXLUHV�Ζ&6V�WR�LQȵXHQFH�FDSLWDO�
VSHQGLQJ�GHFLVLRQV�WKDW�DHFW�WKHLU�
goals of improving public health and 
delivering community-based person-
centred services. This may include, 
for example, decisions on roads and 
transport, economic and industrial 
development, the provision of green 
spaces and housing development. 

A broad-based strategic healthy 
community asset plan should be 
developed by every ICS to ensure 
better health and wellbeing for 
everyone. It should embrace 
hospital sites and land, sites for 
primary care, community and 

mental health services, residential 
care and community social care 
services, housing sites and land, 
green spaces, the economic 
development/industrial estate, and 
the digital infrastructure.

(DFK�Ζ&6�ZLOO�KDYH�GLHUHQW�FDSLWDO�
needs and priorities depending on 
their circumstances and historical 
legacies. The balance of hospital 
and community health capital 
investment will vary, but every 
ICS should include both, and 
FOHDUO\�VKRZ�KRZ�GHFLVLRQV�UHȵHFW�
local health needs. The capital 
programme of an ICS should not be 
led or dominated by the acute care 
sector. The nature of investment in 
community health facilities should 
UHȵHFW�EHVW�SUDFWLFH�LQ�FUHDWLQJ�
SHUVRQ�FHQWUHG�IDFLOLWLHV�WKDW�RHU�
a wide range of services to patients 
and service users.

Large hospital sites have a 
VLJQLȴFDQW�LPSDFW�RQ�WKH�ORFDO�
and neighbourhood economy in 
providing employment and demand 
for services. An ICS estates and 
infrastructure strategy should 
have regard to these impacts and 
adopt an economics-in-all-health-
policies approach that ensures the 
ZLGHU�EHQHȴWV�RI�LQYHVWPHQW�LQ�WKH�
health and social care estate are 
realised for the wider community 
through, for example, town centre 
development.

Government capital programmes 
VKRXOG�UHȵHFW�ORFDO�QHHGV�DQG�
priorities, rather than risk distorting 
them with nationally determined 
SULRULWLHV�WKDW�UHȵHFW�DQ�LQVWLWXWLRQ�
based or hospital-build approach to 
health investment.
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Structures and powers in ICSs

�� The decisions of the ICS NHS 
Board should be compliant with 
the aims and priorities of the 
ICS partnership board. Further 
guidance should be produced on 
how the ICS NHS board should 
have due regard to the ICS health 
and care partnership board 
health and wellbeing plan, and 
there should be a statutory duty 
on the NHS and local government 
to collaborate.

�� Membership of the ICS 
1+6�ERDUG�VKRXOG�UHȵHFW�D�
partnership of equals between 
the NHS and local government, 
include independent clinical 
OHDGHUVKLS��UHȵHFW�D�EDODQFHG�
representation of the range of 
NHS providers, have a secretariat 
independent of local providers, 
and work within the Nolan 
Principles of Public Life.

�� The ICS NHS board must give 
due regard to the impact of 
its decisions on the social and 
economic wellbeing of the 
communities it serves, through 
an ‘economic wellbeing in all 
health policies’ approach that 
UHȵHFWV�WKH�Ζ&6�KHDOWK�DQG�
wellbeing strategy and the 
priorities of local place-based 
partnerships within the health 
geography.

�� The ICS partnership board 
should be placed on a statutory 
footing with a duty to plan and 
deliver a comprehensive health 
and wellbeing strategy, built on 
local place-based strategies, to 
improve population health and 
reduce health inequalities within 

its health geography.

�� Membership of the ICS partnership 
board should have a broad 
PHPEHUVKLS�WR�UHȵHFW�LWV�SXUSRVH�
drawn from the wider public 
sector, the VCSE sector and the 
independent sector.

�� The Government should provide 
VXɝFLHQW�DGGLWLRQDO�UHVRXUFHV�WR�
ICSs and place-based partnerships 
to build strong working 
relationships within and between 
local partners to ensure each area 
develops a strong partnership 
‘esprit de corps’ to deliver both 
the service development and 
population health improvement 
goals of the system.

�� Each ICS should maximise the 
devolution of NHS resources 
and decision-making powers to 
place-based partnerships that 
work through a partnership-of-
equals-at-place approach, have a 
strong focus on outcomes and are 
accountable to communities.

Collaboration and commissioning

�� Each ICS should develop a strategy 
for supporting and investing in 
its VCSE sector, and produce 
an annual report on the state 
of the sector and plans for its 
development.

�� The development of ICS provider 
collaboratives should avoid 
reliance upon an acute-led 
model, adopt an outcomes-based 
approach to commissioning, 
and ensure that mechanisms 
are in place to ensure the active 
involvement of smaller social care, 
VCSE and independent health 

providers in every appropriate 
provider collaborative.

Performance and incentives

��� A suite of system-level service 
performance measures and 
actions should be developed for 
every ICS that includes output 
measures and actions to assess 
DQG�LPSURYH�HɝFLHQF\��DQG�
outcome measures and actions 
to assess and improve the 
HHFWLYHQHVV�RI�WKH�V\VWHP��7KHUH�
VKRXOG�EH�DQ�DFFRXQWDEOH�RɝFHU�
for system improvement in each 
ICS. 

��� Each ICS should develop an 
approach based on ‘the right 
personalised care, for the right 
person, in the right place, at 
the right time’ to help address 
inequalities of access to health and 
care by disadvantaged population 
groups and communities.

��� ICSs should adopt a health-in-
all-policies approach and seek to 
LQȵXHQFH�GHFLVLRQV�WDNHQ�DFURVV�

public, VCSE and independent 
sector organisations that have an 
impact on population health and 
health inequalities. 

��� Metro mayors should be 
encouraged to adopt a health-
in-all-policies approach to their 
decisions and given the option of 
including a statutory responsibility 
for promoting population health 
improvement within their role.

��� ICSs should, with the support of 
the Government, develop a suite of 
performance measures, incentives 
and benchmarks relating to the 
social determinants of health, 
population health improvement 
and reducing health inequalities.

��� Transparency, openness and 
honesty should be the principles 
underpinning the way that ICSs 
operate, delivered in part through 
ensuring a diversity of people 
‘in the room’ when decisions 
are made, including people 
representing the voice of patients 
and service users. 

��� External regulation and inspection 
of ICSs should be undertaken by 
Care Quality Commission that 
includes within its scope the 
functioning of the NHS board, 
the partnership board and the 
relationship between them; and 
the performance of the system 
in achieving both its service 
objectives and its population 
health improvement and equality 
objectives.

��� A joint ICS scrutiny committee 
should be developed from the 
existing local government scrutiny 
committees within the ICS health 
geography or on a similar model 
to that of the Parliamentary Public 
Accounts Committee involving 
local government and local MPs.

Funding 

��� Funding mechanisms within 
the ICS should ensure that 
D�EDODQFH�RI�UHVRXUFHV�ȵRZ�
to health improvement and 
equality activities, place-based 
partnerships, social care services 

and community-based health 
services.

��� Foundation Trusts should be 
subject to ICS performance targets 
that relate to their contribution 
to achieving the ICS priorities for 
improving patient and service 
user outcomes and experience 
of care, and population health 
improvement and equality 
objectives. 

��� The Government should make 
DQ�LPPHGLDWH�DQG�VLJQLȴFDQW�
investment in both social care and 
public health through additional 
resources for local government; 
and publish how it plans for long-
term reform of social care funding 
and the restoration of funding 
for local public health services to 
return to a 2010 equivalent level.

Workforce

��� The government policy on health 
and social care workforce planning 
and supply should be published 
every two years and should 
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Structures and powers in ICSs

�� The decisions of the ICS NHS 
Board should be compliant with 
the aims and priorities of the 
ICS partnership board. Further 
guidance should be produced on 
how the ICS NHS board should 
have due regard to the ICS health 
and care partnership board 
health and wellbeing plan, and 
there should be a statutory duty 
on the NHS and local government 
to collaborate.

�� Membership of the ICS 
1+6�ERDUG�VKRXOG�UHȵHFW�D�
partnership of equals between 
the NHS and local government, 
include independent clinical 
OHDGHUVKLS��UHȵHFW�D�EDODQFHG�
representation of the range of 
NHS providers, have a secretariat 
independent of local providers, 
and work within the Nolan 
Principles of Public Life.

�� The ICS NHS board must give 
due regard to the impact of 
its decisions on the social and 
economic wellbeing of the 
communities it serves, through 
an ‘economic wellbeing in all 
health policies’ approach that 
UHȵHFWV�WKH�Ζ&6�KHDOWK�DQG�
wellbeing strategy and the 
priorities of local place-based 
partnerships within the health 
geography.

�� The ICS partnership board 
should be placed on a statutory 
footing with a duty to plan and 
deliver a comprehensive health 
and wellbeing strategy, built on 
local place-based strategies, to 
improve population health and 
reduce health inequalities within 

its health geography.

�� Membership of the ICS partnership 
board should have a broad 
PHPEHUVKLS�WR�UHȵHFW�LWV�SXUSRVH�
drawn from the wider public 
sector, the VCSE sector and the 
independent sector.

�� The Government should provide 
VXɝFLHQW�DGGLWLRQDO�UHVRXUFHV�WR�
ICSs and place-based partnerships 
to build strong working 
relationships within and between 
local partners to ensure each area 
develops a strong partnership 
‘esprit de corps’ to deliver both 
the service development and 
population health improvement 
goals of the system.

�� Each ICS should maximise the 
devolution of NHS resources 
and decision-making powers to 
place-based partnerships that 
work through a partnership-of-
equals-at-place approach, have a 
strong focus on outcomes and are 
accountable to communities.

Collaboration and commissioning

�� Each ICS should develop a strategy 
for supporting and investing in 
its VCSE sector, and produce 
an annual report on the state 
of the sector and plans for its 
development.

�� The development of ICS provider 
collaboratives should avoid 
reliance upon an acute-led 
model, adopt an outcomes-based 
approach to commissioning, 
and ensure that mechanisms 
are in place to ensure the active 
involvement of smaller social care, 
VCSE and independent health 

providers in every appropriate 
provider collaborative.

Performance and incentives

��� A suite of system-level service 
performance measures and 
actions should be developed for 
every ICS that includes output 
measures and actions to assess 
DQG�LPSURYH�HɝFLHQF\��DQG�
outcome measures and actions 
to assess and improve the 
HHFWLYHQHVV�RI�WKH�V\VWHP��7KHUH�
VKRXOG�EH�DQ�DFFRXQWDEOH�RɝFHU�
for system improvement in each 
ICS. 

��� Each ICS should develop an 
approach based on ‘the right 
personalised care, for the right 
person, in the right place, at 
the right time’ to help address 
inequalities of access to health and 
care by disadvantaged population 
groups and communities.

��� ICSs should adopt a health-in-
all-policies approach and seek to 
LQȵXHQFH�GHFLVLRQV�WDNHQ�DFURVV�

public, VCSE and independent 
sector organisations that have an 
impact on population health and 
health inequalities. 

��� Metro mayors should be 
encouraged to adopt a health-
in-all-policies approach to their 
decisions and given the option of 
including a statutory responsibility 
for promoting population health 
improvement within their role.

��� ICSs should, with the support of 
the Government, develop a suite of 
performance measures, incentives 
and benchmarks relating to the 
social determinants of health, 
population health improvement 
and reducing health inequalities.

��� Transparency, openness and 
honesty should be the principles 
underpinning the way that ICSs 
operate, delivered in part through 
ensuring a diversity of people 
‘in the room’ when decisions 
are made, including people 
representing the voice of patients 
and service users. 

��� External regulation and inspection 
of ICSs should be undertaken by 
Care Quality Commission that 
includes within its scope the 
functioning of the NHS board, 
the partnership board and the 
relationship between them; and 
the performance of the system 
in achieving both its service 
objectives and its population 
health improvement and equality 
objectives.

��� A joint ICS scrutiny committee 
should be developed from the 
existing local government scrutiny 
committees within the ICS health 
geography or on a similar model 
to that of the Parliamentary Public 
Accounts Committee involving 
local government and local MPs.

Funding 

��� Funding mechanisms within 
the ICS should ensure that 
D�EDODQFH�RI�UHVRXUFHV�ȵRZ�
to health improvement and 
equality activities, place-based 
partnerships, social care services 

and community-based health 
services.

��� Foundation Trusts should be 
subject to ICS performance targets 
that relate to their contribution 
to achieving the ICS priorities for 
improving patient and service 
user outcomes and experience 
of care, and population health 
improvement and equality 
objectives. 

��� The Government should make 
DQ�LPPHGLDWH�DQG�VLJQLȴFDQW�
investment in both social care and 
public health through additional 
resources for local government; 
and publish how it plans for long-
term reform of social care funding 
and the restoration of funding 
for local public health services to 
return to a 2010 equivalent level.

Workforce

��� The government policy on health 
and social care workforce planning 
and supply should be published 
every two years and should 

Recommendations
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embrace the critically important 
contributions of volunteers and 
unpaid carers, as well as the paid 
workforce.

��� Action by the Government 
to support parity of esteem 
between health and social 
care in general, and parity of 
earnings in particular, is essential 
for ICSs to plan and manage 
their ICS workforce based on 
the requirements of the local 
population’s health, social care 
and public health needs.

��� A key step towards integration of 
the planning and management 
of local health and social care 
workforces by ICSs is for the 
Government to publish a social 
care people plan that mirrors the 
NHS People Plan. A further step 
would be to merge these into 
a single health and social care 
people plan to underpin local 
plans developed by ICSs.

��� ICSs should develop a joint NHS 
and social care people plan for 
their areas, with an initial focus 
on developing joint approaches 
to training and education of 
WKHLU�KHDOWK�DQG�VRFLDO�FDUH�VWD�
and managers; developing a 
joint workforce planning and 
management strategy; jointly 
addressing issues of culture, 
equality, diversity and inclusion; 
and supporting joint working 
within community-based health 
and social care services. 

��� ICSs should promote joint 
working, training and 
development between ICS 
KHDOWK�DQG�VRFLDO�FDUH�VWD�ZLWK�
RWKHU�SXEOLF�DQG�9&6(�VWD�DW�D�

neighbourhood and place-based 
level, to help achieve their aim to 
improve population health and 
improve experience of care.

Digital Health 

��� The proposal to ensure all digital 
systems are inter-operable is 
key. The Government should go 
further and place a requirement 
on ICSs to design and deliver a 
comprehensive digital health 
strategy and implementation 
plan to support their aims; and 
provide dedicated funding for this 
purpose. 

��� ICSs should adopt the widest 
approach to digital health, 
including: the use of population 
data for population health 
management; the sharing of 
patient data in a common 
electronic patient record to 
HQVXUH�HHFWLYH�SHUVRQ�FHQWUHG�
services, enable multi-disciplinary 
team-working, and improve the 
experience of care; the use of 
digital ways of delivering better 
health and social care services. 
and the use of digital health 
technologies for better self-care.

��� ICSs should develop a digital 
health strategy that includes 
its purpose, priorities, funding, 
leadership and performance 
management.

��� ICSs should create a joint digital 
health board to lead the strategy 
that includes NHS and local 
government representatives 
and appropriate contributions 
from the independent and VCSE 
sectors, which is accountable to 
the ICS partnership board.

The NHS and public estate

��� The Government should 
UHFRJQLVH�WKDW�WR�EHWWHU�IXOȴO�LWV�
responsibility for delivering the 
triple aim of “better health and 
wellbeing for everyone, better 
quality of health services for all 
individuals, and sustainable use 
of NHS resources”, ICSs will need 
to develop a strategic approach 
to the development of a wider 
range of buildings and land within 
its health geography, including 
the NHS Estate, the wider local 
government and public estate, 
and digital infrastructure for 
ensuring connectivity.

��� There are many constraints on 
action to improve the NHS and 
social care estate within the 
health geography of an ICS and 
overcoming these will require 
energy, resources, leadership and 
focus. Each ICS should have a joint 
estates board, including NHS and 
local government, to oversee the 
ICS estates strategy with terms of 
UHIHUHQFH�WKDW�UHȵHFW�WKH�ZLGHU�
health-in-all-policies approach. 
Good estate planning has to be 
linked to the wider operational 
goals of the ICS e.g. placemaking 
and healthy communities, and 
have innovation and sustainability 
at their heart.

Recommendations
1.1 Government policy

The Government published its White Paper Integration and Innovation: Working 
together to improve health and social care for all in February 2021. The subsequent 
Queen’s speech to Parliament included the announcement of a Health and Care Bill to 
drive integration of health and care through the delivery of an ICS in every part of the 
country.2�6HW�RXW�LQ�WKH�4XHHQȇV�6SHHFK������SDFN��WKH�SXUSRVH�DQG�EHQHȴWV�RI�WKDW�%LOO�
clearly describe what the Government is seeking to achieve:

This goal represents a shift in the purpose and structure of the health, social care and 
public health landscape. If fully implemented, this would move the NHS from a single 
body of organisations focused primarily on clinical care, to a broad partnership of the 
NHS and local government with other non-statutory partners that delivers both better 
health and social care services based on population health planning, and delivers 
improvements to the population’s health and reduces health inequalities. These 
changes are not about new leadership of an old system but are a new paradigm of 
KHDOWK�ZLWK�QHZ�SDUWQHUVKLS�VWUXFWXUHV�WKDW��LQ�WLPH��VKRXOG�EH�UHȵHFWHG�LQ�D�UHYLVHG�
NHS constitution.

A fundamental change of the kind envisaged by the Government has been called 
for by many organisations, including the Health Devolution Commission in its 2020 
report Building back health and prosperity. The challenge now is to ensure that these 
ambitions are made real in practice by the proposed statutory ICS.

Section 1: 
Introduction

The purpose of the Bill is to: 

ȏ� /D\�WKH�IRXQGDWLRQV�IRU�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�DFFRXQWDEOH�KHDOWK�DQG�
FDUH�V\VWHP���RQH�ZKLFK�DOORZV�VWD�WR�JHW�RQ�ZLWK�WKHLU�MREV�DQG�SURYLGH�WKH�
best possible treatment and care for their patients. 

• Give the NHS and local authorities the tools they need to level up health 
and care outcomes across the country, enabling healthier, longer and more 
independent lives. 

The main bene!its of the Bill would be: 

• Delivering on the proposals put forward by the NHS in its own Long Term 
Plan, while building on the lessons learned from the successful vaccine 
rollout. 

ȏ� 0DNLQJ�LW�HDVLHU�IRU�GLHUHQW�SDUWV�RI�WKH�KHDOWK�DQG�FDUH�V\VWHP��LQFOXGLQJ�
GRFWRUV�DQG�QXUVHV��FDUHUV��ORFDO�JRYHUQPHQW�RɝFLDOV�DQG�WKH�YROXQWDU\�
sector to work together to provide joined-up services. 

• Removing bureaucratic and transactional processes that do not add value, 
thus freeing up the NHS to focus on what really matters to patients. 

ȏ� (QDEOLQJ�WKH�V\VWHP�WR�PRVW�HHFWLYHO\�SUHYHQW�LOOQHVV��VXSSRUW�RXU�DJHLQJ�
population, tackle health inequalities, tailor support to the needs of local 
populations, and enhance patient safety and quality in the provision of 
healthcare services. 
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embrace the critically important 
contributions of volunteers and 
unpaid carers, as well as the paid 
workforce.

��� Action by the Government 
to support parity of esteem 
between health and social 
care in general, and parity of 
earnings in particular, is essential 
for ICSs to plan and manage 
their ICS workforce based on 
the requirements of the local 
population’s health, social care 
and public health needs.

��� A key step towards integration of 
the planning and management 
of local health and social care 
workforces by ICSs is for the 
Government to publish a social 
care people plan that mirrors the 
NHS People Plan. A further step 
would be to merge these into 
a single health and social care 
people plan to underpin local 
plans developed by ICSs.

��� ICSs should develop a joint NHS 
and social care people plan for 
their areas, with an initial focus 
on developing joint approaches 
to training and education of 
WKHLU�KHDOWK�DQG�VRFLDO�FDUH�VWD�
and managers; developing a 
joint workforce planning and 
management strategy; jointly 
addressing issues of culture, 
equality, diversity and inclusion; 
and supporting joint working 
within community-based health 
and social care services. 

��� ICSs should promote joint 
working, training and 
development between ICS 
KHDOWK�DQG�VRFLDO�FDUH�VWD�ZLWK�
RWKHU�SXEOLF�DQG�9&6(�VWD�DW�D�

neighbourhood and place-based 
level, to help achieve their aim to 
improve population health and 
improve experience of care.

Digital Health 

��� The proposal to ensure all digital 
systems are inter-operable is 
key. The Government should go 
further and place a requirement 
on ICSs to design and deliver a 
comprehensive digital health 
strategy and implementation 
plan to support their aims; and 
provide dedicated funding for this 
purpose. 

��� ICSs should adopt the widest 
approach to digital health, 
including: the use of population 
data for population health 
management; the sharing of 
patient data in a common 
electronic patient record to 
HQVXUH�HHFWLYH�SHUVRQ�FHQWUHG�
services, enable multi-disciplinary 
team-working, and improve the 
experience of care; the use of 
digital ways of delivering better 
health and social care services. 
and the use of digital health 
technologies for better self-care.

��� ICSs should develop a digital 
health strategy that includes 
its purpose, priorities, funding, 
leadership and performance 
management.

��� ICSs should create a joint digital 
health board to lead the strategy 
that includes NHS and local 
government representatives 
and appropriate contributions 
from the independent and VCSE 
sectors, which is accountable to 
the ICS partnership board.

The NHS and public estate

��� The Government should 
UHFRJQLVH�WKDW�WR�EHWWHU�IXOȴO�LWV�
responsibility for delivering the 
triple aim of “better health and 
wellbeing for everyone, better 
quality of health services for all 
individuals, and sustainable use 
of NHS resources”, ICSs will need 
to develop a strategic approach 
to the development of a wider 
range of buildings and land within 
its health geography, including 
the NHS Estate, the wider local 
government and public estate, 
and digital infrastructure for 
ensuring connectivity.

��� There are many constraints on 
action to improve the NHS and 
social care estate within the 
health geography of an ICS and 
overcoming these will require 
energy, resources, leadership and 
focus. Each ICS should have a joint 
estates board, including NHS and 
local government, to oversee the 
ICS estates strategy with terms of 
UHIHUHQFH�WKDW�UHȵHFW�WKH�ZLGHU�
health-in-all-policies approach. 
Good estate planning has to be 
linked to the wider operational 
goals of the ICS e.g. placemaking 
and healthy communities, and 
have innovation and sustainability 
at their heart.

Recommendations
1.1 Government policy

The Government published its White Paper Integration and Innovation: Working 
together to improve health and social care for all in February 2021. The subsequent 
Queen’s speech to Parliament included the announcement of a Health and Care Bill to 
drive integration of health and care through the delivery of an ICS in every part of the 
country.2�6HW�RXW�LQ�WKH�4XHHQȇV�6SHHFK������SDFN��WKH�SXUSRVH�DQG�EHQHȴWV�RI�WKDW�%LOO�
clearly describe what the Government is seeking to achieve:

This goal represents a shift in the purpose and structure of the health, social care and 
public health landscape. If fully implemented, this would move the NHS from a single 
body of organisations focused primarily on clinical care, to a broad partnership of the 
NHS and local government with other non-statutory partners that delivers both better 
health and social care services based on population health planning, and delivers 
improvements to the population’s health and reduces health inequalities. These 
changes are not about new leadership of an old system but are a new paradigm of 
KHDOWK�ZLWK�QHZ�SDUWQHUVKLS�VWUXFWXUHV�WKDW��LQ�WLPH��VKRXOG�EH�UHȵHFWHG�LQ�D�UHYLVHG�
NHS constitution.

A fundamental change of the kind envisaged by the Government has been called 
for by many organisations, including the Health Devolution Commission in its 2020 
report Building back health and prosperity. The challenge now is to ensure that these 
ambitions are made real in practice by the proposed statutory ICS.

Section 1: 
Introduction

The purpose of the Bill is to: 

ȏ� /D\�WKH�IRXQGDWLRQV�IRU�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�DFFRXQWDEOH�KHDOWK�DQG�
FDUH�V\VWHP���RQH�ZKLFK�DOORZV�VWD�WR�JHW�RQ�ZLWK�WKHLU�MREV�DQG�SURYLGH�WKH�
best possible treatment and care for their patients. 

• Give the NHS and local authorities the tools they need to level up health 
and care outcomes across the country, enabling healthier, longer and more 
independent lives. 

The main bene!its of the Bill would be: 

• Delivering on the proposals put forward by the NHS in its own Long Term 
Plan, while building on the lessons learned from the successful vaccine 
rollout. 

ȏ� 0DNLQJ�LW�HDVLHU�IRU�GLHUHQW�SDUWV�RI�WKH�KHDOWK�DQG�FDUH�V\VWHP��LQFOXGLQJ�
GRFWRUV�DQG�QXUVHV��FDUHUV��ORFDO�JRYHUQPHQW�RɝFLDOV�DQG�WKH�YROXQWDU\�
sector to work together to provide joined-up services. 

• Removing bureaucratic and transactional processes that do not add value, 
thus freeing up the NHS to focus on what really matters to patients. 

ȏ� (QDEOLQJ�WKH�V\VWHP�WR�PRVW�HHFWLYHO\�SUHYHQW�LOOQHVV��VXSSRUW�RXU�DJHLQJ�
population, tackle health inequalities, tailor support to the needs of local 
populations, and enhance patient safety and quality in the provision of 
healthcare services. 
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1.2 New organisational forms and geographies

The history of the NHS is one of many layers of reform and restructuring 
where the emphasis has been on technical productivity in the use of 
UHVRXUFHV��UDWKHU�WKDQ�DOORFDWLYH�HɝFLHQF\�LQ�HQVXULQJ�WKDW�UHVRXUFHV�DUH�
spent in the best place for achieving outcomes. This has led to a pattern of 
relatively high spending on acute care to provide health treatments, and 
relatively low spending on community measures to prevent poor health in the 
ȴUVW�SODFH��7KH�FKDOOHQJH�QRZ�LV�ZKHWKHU�WKLV�QHZ�DSSURDFK�ZLOO�GHOLYHU�ZKDW�
previous reforms have not.

The proposed new health and social care landscape will have new structures 
DQG�RUJDQLVDWLRQDO�IRUPV�DW�GLHUHQW�OHYHOV�RI�KHDOWK�JHRJUDSKLHV��VHYHQ�1+6�
England regions covering 42 ICSs, two or more place-based partnerships on 
local authority boundaries within each ICS, two or more PCNs within each 
place-based partnership, a variety of provider collaboratives within and across 
ICSs including locality-based integrated care partnerships (ICPs) within each 
local authority or ICS.

This new landscape will have a profound impact on the commissioning and 
delivery of health services; on the relationships between leaders, managers 
DQG�VWD�RI�DOO�1+6�DQG�VRFLDO�FDUH�VHUYLFHV��DQG�RQ�WKH�ZLGHU�JRDOV�RI�
improving population health and reducing health inequalities. 

Place-based partnerships (on local authority social care boundaries) within 
Ζ&6V�DUH�YLHZHG�E\�PDQ\�DV�WKH�IRXQGDWLRQ�RI�HHFWLYH�Ζ&6V�DQG�WKH�NH\�
vehicle for collaboration and joint working between health, social care and 
public health services to achieve both service improvement and population 
health improvement goals.3 Joint local government/NHS place-based 
strategies based on subsidiarity and a partnership of equals are seen by local 
government as the building blocks for the development of an overall ICS  
place-based strategy.4

NHS Providers believes that provider collaboratives are the engine room for 
transformation: “There is growing awareness and recognition at the centre – 
from government and national bodies – that providers are the ‘engine room’ 
for transformation, with a key role to play as leaders and co-leaders in this 
fast-changing landscape, and as the point of delivery for services.” 5

Some of the issues are, of course, ‘small p’ political in a debate about where 
SRZHU�OLHV�LQ�WKH�V\VWHP�EHWZHHQ�GLHUHQW�VWDNHKROGHUV��DQG�KRZ�WKHVH�
stakeholders are held accountable both locally and nationally for their actions. 
Other issues are more operational in determining how the new systems and 
structures will work in practice.

This report analyses the proposals and draws out a series of conclusions and 
UHFRPPHQGDWLRQV�IRU�FKDQJH�ZLWK�UHJDUG�WR�ȴYH�NH\�DUHDV�RI�Ζ&6�IXQFWLRQLQJ��
governance, funding, the health and social care workforce, digital health and 
the public estate.

These proposals for change will help to make real the ambition of the 
*RYHUQPHQW�WR�FUHDWH�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�DFFRXQWDEOH�KHDOWK�
and care system; and give the NHS and local authorities the tools they need 
to level up health and care outcomes across the country, enabling healthier, 
longer and more independent lives. 

Key Conclusions

The statutory relationships within and between the NHS board and the health and 
FDUH�SDUWQHUVKLS�ERDUG�LQ�HDFK�Ζ&6�LV�NH\�WR�HQVXULQJ�WKDW�Ζ&6V�IXOȴO�WKHLU�SXUSRVH�DQG�
legal responsibilities. The legislative arrangements provide a strong platform upon 
ZKLFK�WR�EXLOG�HHFWLYH�ZRUNLQJ�UHODWLRQVKLSV�EHWZHHQ�OHDGHUV��PDQDJHUV�DQG�IURQW�
OLQH�VWD�DFURVV�WKH�KHDOWK��VRFLDO�FDUH�DQG�SXEOLF�KHDOWK�ODQGVFDSH��7KH�SDUWQHUVKLS�
board must have authority to ensure the ICS health and wellbeing strategy is fully and 
WUDQVSDUHQWO\�UHȵHFWHG�LQ�WKH�GHFLVLRQV�RI�WKH�1+6�ERDUG�

The membership and working methods of the NHS board should ensure a genuine 
partnership of equals between the NHS and local government; have a balanced 
UHSUHVHQWDWLRQ�RI�WKH�GLHUHQW�VHFWRUV�ZLWKLQ�ORFDO�1+6�SURYLGHUV��DQ�LQGHSHQGHQW�
secretariat, management and clinical leadership; and work within the Nolan Principles 
of Public Life.6

The partnership board should provide the leadership within the local system to 
develop and ensure the delivery of a wide-reaching ICS health and wellbeing strategy 
to improve population health and reduce health inequalities. It should have as part 
of its purpose the pursuit of a health-in-all-policies by all the public, independent and 
VCSE sector organisations within the ICS footprint. The partnership board should be 
SODFHG�RQ�D�VWDWXWRU\�IRRWLQJ��KDYH�VXɝFLHQW�UHVRXUFHV�DW�LWV�GLVSRVDO�WR�FDUU\�RXW�LWV�
WDVNV��KDYH�D�EURDG�PHPEHUVKLS�WR�UHȵHFW�LWV�VFRSH��DQG�LQȵXHQFH�WKH�GHFLVLRQV�RI�WKH�
NHS board directly.

7KH�VWDWXWRU\�UHODWLRQVKLS�EHWZHHQ�WKH�WZR�Ζ&6�ERDUGV�LV�QHFHVVDU\��EXW�QRW�VXɝFLHQW�
IRU�LW�WR�DFKLHYH�LWV�DLPV�LQ�SUDFWLFH��([SHULHQFH�VKRZV�WKDW�WLPH��HRUW�DQG�UHVRXUFHV�
must be invested in building strong working relationships between the partners at 
HYHU\�OHYHO��ERDUG�PHPEHUV��VHQLRU�OHDGHUV��PLGGOH�PDQDJHUV�DQG�IURQW�OLQH�VWD�

The Government should make clear that a partnership-of-equals approach to place-
based partnerships should be the norm with maximum subsidiarity and devolution 
of ICS NHS resources and powers. Place-based health and social care partnerships 
should be accountable to the communities they serve and their ICS. Within their 
geography, the relationship and accountability between place-based partnerships and 
PCN must be clear.

Each ICS should put in place a strategy for supporting and investing in the VCSE sector 
for it to play a full role in the decision-making and delivery of local partnerships, 
and should produce an annual report on the state of the sector and its plans for 
development.

3URYLGHU�FROODERUDWLYHV�VKRXOG�QRW�GHIDXOW�WR�DQ�DFXWH�OHG�PRGHO�WKDW�FRXOG�VWLȵH��
rather than promote, integration and innovation through engagement with the VCSE 
VHFWRU��7KH�GHYHORSPHQW�RI�LQFOXVLYH�DQG�HHFWLYH�SURYLGHU�FROODERUDWLYHV�VKRXOG�EH�
promoted through an outcome-based commissioning model (not payment-by-activity) 
based on improving patient and service user outcomes and experience of care.

Section 2: 
Governance
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1.2 New organisational forms and geographies

The history of the NHS is one of many layers of reform and restructuring 
where the emphasis has been on technical productivity in the use of 
UHVRXUFHV��UDWKHU�WKDQ�DOORFDWLYH�HɝFLHQF\�LQ�HQVXULQJ�WKDW�UHVRXUFHV�DUH�
spent in the best place for achieving outcomes. This has led to a pattern of 
relatively high spending on acute care to provide health treatments, and 
relatively low spending on community measures to prevent poor health in the 
ȴUVW�SODFH��7KH�FKDOOHQJH�QRZ�LV�ZKHWKHU�WKLV�QHZ�DSSURDFK�ZLOO�GHOLYHU�ZKDW�
previous reforms have not.

The proposed new health and social care landscape will have new structures 
DQG�RUJDQLVDWLRQDO�IRUPV�DW�GLHUHQW�OHYHOV�RI�KHDOWK�JHRJUDSKLHV��VHYHQ�1+6�
England regions covering 42 ICSs, two or more place-based partnerships on 
local authority boundaries within each ICS, two or more PCNs within each 
place-based partnership, a variety of provider collaboratives within and across 
ICSs including locality-based integrated care partnerships (ICPs) within each 
local authority or ICS.

This new landscape will have a profound impact on the commissioning and 
delivery of health services; on the relationships between leaders, managers 
DQG�VWD�RI�DOO�1+6�DQG�VRFLDO�FDUH�VHUYLFHV��DQG�RQ�WKH�ZLGHU�JRDOV�RI�
improving population health and reducing health inequalities. 

Place-based partnerships (on local authority social care boundaries) within 
Ζ&6V�DUH�YLHZHG�E\�PDQ\�DV�WKH�IRXQGDWLRQ�RI�HHFWLYH�Ζ&6V�DQG�WKH�NH\�
vehicle for collaboration and joint working between health, social care and 
public health services to achieve both service improvement and population 
health improvement goals.3 Joint local government/NHS place-based 
strategies based on subsidiarity and a partnership of equals are seen by local 
government as the building blocks for the development of an overall ICS  
place-based strategy.4

NHS Providers believes that provider collaboratives are the engine room for 
transformation: “There is growing awareness and recognition at the centre – 
from government and national bodies – that providers are the ‘engine room’ 
for transformation, with a key role to play as leaders and co-leaders in this 
fast-changing landscape, and as the point of delivery for services.” 5

Some of the issues are, of course, ‘small p’ political in a debate about where 
SRZHU�OLHV�LQ�WKH�V\VWHP�EHWZHHQ�GLHUHQW�VWDNHKROGHUV��DQG�KRZ�WKHVH�
stakeholders are held accountable both locally and nationally for their actions. 
Other issues are more operational in determining how the new systems and 
structures will work in practice.

This report analyses the proposals and draws out a series of conclusions and 
UHFRPPHQGDWLRQV�IRU�FKDQJH�ZLWK�UHJDUG�WR�ȴYH�NH\�DUHDV�RI�Ζ&6�IXQFWLRQLQJ��
governance, funding, the health and social care workforce, digital health and 
the public estate.

These proposals for change will help to make real the ambition of the 
*RYHUQPHQW�WR�FUHDWH�D�PRUH�LQWHJUDWHG��HɝFLHQW�DQG�DFFRXQWDEOH�KHDOWK�
and care system; and give the NHS and local authorities the tools they need 
to level up health and care outcomes across the country, enabling healthier, 
longer and more independent lives. 

Key Conclusions

The statutory relationships within and between the NHS board and the health and 
FDUH�SDUWQHUVKLS�ERDUG�LQ�HDFK�Ζ&6�LV�NH\�WR�HQVXULQJ�WKDW�Ζ&6V�IXOȴO�WKHLU�SXUSRVH�DQG�
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board must have authority to ensure the ICS health and wellbeing strategy is fully and 
WUDQVSDUHQWO\�UHȵHFWHG�LQ�WKH�GHFLVLRQV�RI�WKH�1+6�ERDUG�

The membership and working methods of the NHS board should ensure a genuine 
partnership of equals between the NHS and local government; have a balanced 
UHSUHVHQWDWLRQ�RI�WKH�GLHUHQW�VHFWRUV�ZLWKLQ�ORFDO�1+6�SURYLGHUV��DQ�LQGHSHQGHQW�
secretariat, management and clinical leadership; and work within the Nolan Principles 
of Public Life.6

The partnership board should provide the leadership within the local system to 
develop and ensure the delivery of a wide-reaching ICS health and wellbeing strategy 
to improve population health and reduce health inequalities. It should have as part 
of its purpose the pursuit of a health-in-all-policies by all the public, independent and 
VCSE sector organisations within the ICS footprint. The partnership board should be 
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WDVNV��KDYH�D�EURDG�PHPEHUVKLS�WR�UHȵHFW�LWV�VFRSH��DQG�LQȵXHQFH�WKH�GHFLVLRQV�RI�WKH�
NHS board directly.

7KH�VWDWXWRU\�UHODWLRQVKLS�EHWZHHQ�WKH�WZR�Ζ&6�ERDUGV�LV�QHFHVVDU\��EXW�QRW�VXɝFLHQW�
IRU�LW�WR�DFKLHYH�LWV�DLPV�LQ�SUDFWLFH��([SHULHQFH�VKRZV�WKDW�WLPH��HRUW�DQG�UHVRXUFHV�
must be invested in building strong working relationships between the partners at 
HYHU\�OHYHO��ERDUG�PHPEHUV��VHQLRU�OHDGHUV��PLGGOH�PDQDJHUV�DQG�IURQW�OLQH�VWD�

The Government should make clear that a partnership-of-equals approach to place-
based partnerships should be the norm with maximum subsidiarity and devolution 
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3URYLGHU�FROODERUDWLYHV�VKRXOG�QRW�GHIDXOW�WR�DQ�DFXWH�OHG�PRGHO�WKDW�FRXOG�VWLȵH��
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health and wellbeing underpinned by the latest public health theory. 

ΖQ�(EEVȵHHW��1RUWK�.HQW��WKH�GHYHORSPHQW�FRUSRUDWLRQ�LV�ZRUNLQJ�FORVHO\�ZLWK�
NHS and local and regional health bodies to ensure that the current and future 
population has appropriate access to health care. Their plans include a health 
DQG�ZHOOEHLQJ�KXE�ZLWKLQ�WKH�PDVWHUSODQ�IRU�(EEVȵHHW�JDUGHQ�&LW\�WKDW�

ȊΔPSURYHV�WKH�TXDOLW\�RI�OLIH�IRU�WKH�UHVLGHQWV�RI�(EEVȵHHW��QRUWK�.HQW�DQG�WKH�
wider catchment and help promote preventative healthcare and creatively link 
this with arts, environment, community, sports and leisure services. The health 
and wellbeing hub will have an important civic function, both in terms of its 
prominence and distinctiveness in the urban design context and physical access to 
support services and facilities.” 66

Recommendations

30� 7KH�*RYHUQPHQW�VKRXOG�UHFRJQLVH�WKDW�WR�EHWWHU�IXOȴO�LWV�UHVSRQVLELOLW\�
for delivering the triple aim of “better health and wellbeing for everyone, 
better quality of health services for all individuals, and sustainable use 
of NHS resources”, ICSs will need to develop a strategic approach to the 
development of a wider range of buildings and land within its health 
geography. This will need to include the NHS estate, the wider local 
government and public estate, and digital infrastructure for ensuring 
connectivity.

31 There are many constraints on action to improve the NHS and social care 
estate within the health geography of an ICS and overcoming these will 
require energy, resources, leadership and focus. Each ICS should have a 
joint estates board including NHS and local government, to oversee the ICS 
HVWDWHV�VWUDWHJ\�ZLWK�WHUPV�RI�UHIHUHQFH�WKDW�UHȵHFW�WKH�ZLGHU�KHDOWK�LQ�
all-policies approach. Good estate planning has to be linked to the wider 
operational goals of the ICS – e.g. placemaking and healthy communities – 
and have at their at heart innovation and sustainability.

������ Leeds Health and Care Academy 
������ The Devon Care Kitemark 
������ Born in Bradford Cohort Study 
������ Plymouth Health Care for the Elderly 
������ National standards and GP Connect 
������ ECLIPSE 
������ OpenSAFELY 

Roundtables and Case Studies 

Thank you to all who joined the report co-chairs for the series of roundtable 
discussions, hosted to debate the themes of this report. Contributors’ insights have 
proved invaluable to its direction and outcomes. The report recommendations 
are a direct outcome of the concerns, suggestions and ideas generated in those 
sessions. All who attended are welcome to join for future discussions. 

Thanks also to those individuals and organisations who submitted case studies. The 
evidence provided has helped steer and substantiate the recommendations made 
in this report. 
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