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About
ABOUT PUBLIC POLICY PROJECTS
Public Policy Projects (PPP) is a global policy institute offering practical analysis and development across a range
of sectors, including health, social care, life sciences, net-zero and climate change. At Public Policy Projects, we
believe that good public policy is the essential foundation of an open, liberal society. Most public policy issues are
complex and involve difficult choices and trade-offs. There is plenty of scope for honest disagreement about how
to balance conflicting interests; it is the role of political leaders to make those choices and accept responsibility
for the choices they make.
The mission of Public Policy Project is to learn both from our own experience and from the experience of others
and to make contributions to the policy debate which address real world choices based on real-world evidence.

ABOUT THIS DOCUMENT
ICS Futures is a roundtable series held by the Public Policy Projects ICS Network and chaired by Matthew
Swindells, Chair of the North West London Acute Collaborative and former Deputy CEO of NHS England. The
Network is made up of senior leaders from across the health and care sectors. These include but are not limited
to:
ICS leaders and ICB members
NHS directors and c-suite executives
Primary care leaders
Social care providers
Local government leaders
Private sector health and care experts
The Network convened for three Chatham House roundtables between May 16th and June 17th 2022. The
objective of discussions was to highlight challenges and opportunities in integrated care based on real-world
examples, to scale best practice and provide ongoing practical advice for system leaders and care providers.
Thoughts were also given on key legislative developments, with some national policy recommendations
highlighted.
This document summarises the key findings and recommendations from each meeting. It is not an exhaustive
description of health and care system leaders’ views but rather provides a snapshot into the thoughts and
concerns of a specific cohort of senior stakeholders.
This executive summary precedes a full report to be published in the coming weeks.
Discussion within each meeting centred around the following topics:
Digital infrastructure and health data
The development of primary and community care and links with social care
Prevention, early intervention and health inequalities
This initial roundtable series will kick-off an ongoing series of work, delivering regular insights through succinct
reports and regional conferences.
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Introduction
Having been in development since 2018, ICSs will take up new statutory footing in July 2022, providing a legal
obligation to deliver joined-up care and arrange services along a place-based approach. This will help ensure that
decisions about how services are arranged are made as closely as possible to those who use them.
Yet the formal legal constitution of ICSs and their underlying new structures and governance, underpinned by
Integrated Care Boards (ICBs), can only be the start of a journey towards a fully realised vision of integrated care.
With ICSs soon to be legally independent entities, the focus must now turn to their decision-making processes,
and how they choose to adapt their services to meet local population needs.
The ICS Network agrees that tackling health inequality is the central objective of integrated care, and sessions
one and two of the ICS Futures Series were discussions that laid the groundwork for achieving this objective.
Session one’s discussion centred around data sharing – both in terms of the data infrastructure that will facilitate
transformational change, as well as issues relating to trust of data sharing within the workforce and wider public.
Session two attempted to grapple with profound questions relating to system vs place-based decision making,
dissecting key issues relating to governance and accountability.
If the first two sessions are to be framed as the groundwork for action, the third and final session focused on the
core outputs that the ICS agenda must achieve, namely the reduction of health inequalities across England.
Crucial to this discussion is differentiating between determining factors associated with long-term economic
inequality and social deprivation against factors well within NHS control, such as inequalities within waiting lists.
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Chapter One
DIGITAL INFRASTRUCTURE AND HEALTH DATA
While there is an increased acceptance of the importance of data and digital in health and care, now enshrined by
the government legislation, ICSs face myriad issues to truly implement data led transformation. Although a
certain level of digital maturity has been mandated by the government, ICSs are at varying stages of progress and
many face unique inhibitors specific to their locality, often as a result of historically fragmented approaches to
data platforms.
Much of the NHS has made steady progress to digitally transform care provision in recent years, however, the
social care sector is a long way behind. The Network believes that this digitally fragmented system must be fixed
and granted parity of esteem with more digitally mature sectors to truly create the ‘partnership of equals’
envisioned in the development of ICSs.
Without modern and cohesive data infrastructure, it will be impossible for ICSs to develop the right oversight
management system, support service redesign, support the correct interventions and actions, but most
importantly, understand the population's needs to predict and prevent health inequalities. Data should be
regarded as being as essential to health and care delivery as are gas and electricity. As such, it was data
infrastructure that took up much of the Network’s first discussion. ICSs must take all necessary measures to
embed digital and data at the heart of care delivery.
Many systems are already making good progress. Somerset ICS, for instance, introduced a comprehensive local
health care record system in November 2020. The system is now live with information from Yeovil District
Hospital, 62 out of 64 PH practices, Somerset NHS Foundation Trust and the local adult social care providers as
well as St Margaret’s Hospice. If similar initiatives can be replicated across England’s 41 other ICSs, care
pathways can become truly transformed through data.
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Much of the change required comes down to people, both at leadership level and across the wider health and care
workforce. Cultural shifts in favour of digital and data will need to be driven by ICB leadership with greater
financial support from Whitehall to drive digital upskilling. North East and North Cumbria ICS, for instance, has
appointed a voting CIO executive on its board to help drive digital and data transformation strategies.
The government’s latest data strategy is a good start at mapping the scope of the task, but more support will be
needed to help bring the social care sector to the table and enable system-wide digital transformation, led by
data.
It is important that the NHS recognises the importance of data for planning, management and addressing health
inequalities alongside the need for electronic patient records to be ubiquitous. There is a clear direction from NHS
England that every hospital needs to deploy an EPR and that there should be convergence in the systems used at
ICS level.
In parallel to this NHS England needs to make a reality of its federated data platform plan, so that there is a
“single source of truth”. ICSs and provider collaboratives need to be resourced to have the tools locally sitting on
that platform to enable population health management, productivity improvement, operational management of
care pathways and queues across systems to reduce elective and emergency waiting times and analytics, to drive
reductions in unequal access to services.
Improving internal digital cultures will help to instil greater trust among the public around data sharing. Repeated
attempts at digital and data reform have suffered from, not only poor implementation, but also lacklustre
communications strategies. Informed consent must be a guiding principle for ICSs as they seek to use data to
enable personalised care, and citizens must be brought on board prior to implementation to garner trust and allow
for data to flow seamlessly between care providers.
Crucially, trust must also be built within the health and care workforce itself. This will partly be addressed through
a process of digital upskilling but will also require proactive engagement from ICSs with staff, to demonstrate that
data will be used safely and ethically.
For too long, the success of IT transformation in health and care has been defined by the absence of failure. To
move the digital and data agenda forward, providers must be bold, brave and ambitious, with clear and
transparent objectives.
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KEY DISCUSSION POINTS
ICSs have made a good start in developing data strategies by creating data analytics teams across the
country and Covid-19 has shifted the dial in favour of greater interoperability and data sharing – this could be
further emphasised by the ICP onus on collaboration above competition. This is a ‘window of opportunity’ for
ICSs to capitalise on data transformation, but it will not last forever.
There remains significant apprehension about sharing health data, both across the public and within the
health and care workforce. Much of this relates to previous lapses in data security (or at least the
communications strategies that surrounded them), but also a fear that data will be used for performance
management purposes.
The long-fragmented social care sector still suffers from a ‘race to the bottom’ mentality that is hampering its
efforts to digitise services.
Many of the barriers to better data sharing and digital innovation in health and care are ones of culture, with
certain structures still not benefiting from expert digital and data expertise at board level.
There remain significant gaps in basic digital skillsets across the health and care workforce. The Network
regards previous programmes to address this skills deficit as a ‘drop in the ocean’.
Data platforms across ICSs currently lack cohesion and there are many legacy systems, often used by
individual CCGs, that do not necessarily interoperate with system wide solutions.
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SUMMARY OF CHAPTER RECOMMENDATIONS
Data sharing
(1) The NHS constitution should be amended to establish data sharing as a duty of care. ICS leadership should
work to embed this mentality, both for clinicians using the data, and for the patients and end users on the
receiving end of its benefits.
(2) Population health strategies being implemented across ICSs must include a responsibility to explain to
citizens and patients for what purpose their data is being used and how it will benefit the population. These
communication and engagement strategies should also include a responsibility to explain to the public that
health providers will be unable to support their population health without better data sharing.
Fresh approaches to data platforms
(3) ICSs must take this opportunity to re-examine their data platform strategies, ensuring that there is an
interface that can be engaged with, both by staff to facilitate integrated working, and by end-users, who
must be empowered to take greater ownership and control of their data.
(4) As ICSs take shape and gain digital maturity, providers must be willing to replace individual legacy systems in
favour of system-wide solutions. Historically fragmented approaches to data platforms have hampered
population heath strategies and greater interoperability will enable integrated care. ICS leadership must be
empowered to make tough decisions, potentially scrapping individual systems if they do not facilitate system
wide transformation.
A digital and data culture
(5) ICBs must be mandated to include digital expertise in their board composition and place digital and data as
critical business priorities. Digital and data should be seen as fundamental to health service provision as gas
and electricity are to running hospitals.
(6) Greater emphasis should be placed on base level digital skillsets of the health and care workforce with more
support given to digital apprenticeship schemes across the sector. This should extend beyond clinical areas
of work and into operational, administrative and finance-based roles.
(7) The social care sector must be brought to a digital parity of esteem with the health sector and this should
include a process of digital professionalisation of the social care workforce. To help this shift a system level
forum should be established across ICSs, through which social care providers can share digital concerns and
scale digital and data best practice.
(8) The NHS must invest in a broad reaching, public facing, digital network, through which citizens can more
easily access digital healthcare, regardless of their levels of digital literacy. This will help bridge digital divides
across less digitally literate sections of the population.

8

Chapter Two
THE DEVELOPMENT OF PRIMARY AND COMMUNITY HEALTH SERVICES
AND LINKS WITH SOCIAL CARE
Central to ICS development is the integration between NHS, primary care, social care, local government and wider
community support to raise the quality, continuity and personalisation of patient care. It is important that,
throughout this period of reform and beyond, ICSs come to represent a ‘partnership of equals’ between different
parts of the system.
ICSs taking up statutory footing is a major step towards collaborative, personalised, placed based care, but
without further statutory collaboration in place, the Network doubts whether integrated care systems will be
capable of fulfilling their brief entirely - or at least not without significant regional variation. Addressing and
indeed reversing the widening health inequality gaps in England will take an unprecedented degree of cooperation
and breaking down of siloes between the different players in the healthcare sector and local government.
The realisation of an egalitarian partnership between the different healthcare sectors will necessitate cultural as
well as structural reform, but the level of collaboration seen during the Covid-19 pandemic demonstrated what
can be done when there is an urgent need.
An example of this collaborative effort to address the determinants of poor health is Plymouth City Council, which
began integrating local services in 2015. To incentivise the engagement of different sectors, the Council initiated
the pooling of local organisation budgets and shortly after set up a delivery group, comprising representatives
from the local authority, primary and secondary care, public health, social care, housing and employment services,
as well as the housing and social prescribing sectors.
A core theme of this chapter is the principle of subsidiarity, or the general decentralisation of decision making and
resource allocation. The Network is cognisant of the danger that ICBs become centralised, bureaucratic entities,
and agree that ICSs must enable and support local action, rather than inhibit it.
The age-old tensions between place-based personalisation with aggregation and scale are still prominent across
health and care discourse. Often, actions that are designed to be delegations come to be seen as central direction
from Whitehall or from ICBs. ICSs must not become ‘mothership’ organisations and should instead try to maintain
strategic overview (particularly with regards to funding) while place based organisations, such as local care
partnerships, and neighbourhood organisations, such as PCNs, designate the care that is needed for their locality.
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KEY DISCUSSION POINTS
Historic tensions between the subsidiarity of place with aggregation and scale remain prominent across
England’s health and care system. ICSs will need to grapple with these challenges in a way that works best
for their localities, adopting flexible approaches that allow for system wide direction while not stifling local
innovation.
There remains a lack of awareness among the public, and indeed within the health service, of the full range of
care provision available within a locality, whether that be social care, secondary care, primary care, social
prescription, or tertiary care.
The expertise and insight of the social care sector remains an underused resource in driving system
transformation and understanding and awareness of social care across within ICSs remains low.
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SUMMARY OF CHAPTER RECOMMENDATIONS
Governance and leadership
(9)

The membership and structures of ICPs should represent a genuine ‘partnership of equals’ between the
voluntary, community and social enterprise sectors (VCSEs), local social care providers and the local
healthcare provision; the government should mandate representation of social care providers within ICPs.
Otherwise, while some ICSs may choose to include social care providers, disparities will likely occur with
those who do not, and regional health inequalities may become exacerbated.

(10) The full spectrum of primary care, including dentistry, optometry and community pharmacy, should receive
representation at ICP level to ensure that each sector is engaged and supported to direct patients to the
appropriate care for them.
(11) In the absence of nationally driven, joint workforce planning and ringfenced funding, ICBs should consider
implementing system-level joined up workforce planning across ICSs to enable comprehensive integrated
care delivery.
(12) Subsidiarity should be the core principle of decision making and resource allocation within ICSs.
(13) Reducing admissions to hospital should become an overarching objective of ICS strategy. Unnecessary
admission to hospital, except in cases of acute and urgent need, should be viewed as a system failure.
Funding
(14) Social care funding must be ringfenced to ensure sufficient provision and that money is not simply
redirected to the NHS to meet acute care shortages.
(15) New government commitments to social care funding must be made available to ICSs at place level where
local organisations can best allocate funding to support a healthy and thriving social care sector.
(16) ICS leaders must recognise that primary care is not solely general practice and efforts must be made to
increase public awareness of the range of primary care services available to them to ensure that the full
range of services are utilised. Systems should look to transform primary care service provision through the
‘Primary Care at Scale’ principle.
(17) ICSs should better utilise the support available from non-profit organisations and social care forums to
increase understanding of the care provision available within their regions and better utilise social care
insight to inform wider population health strategies.
(18) ICSs should work within their geographies to understand and address the barriers to VCSE participation in
community health service delivery, and ensure support, investment and improved monitoring of those
working in their jurisdiction.
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(19) A framework of ‘fluid referrals’ should be established across ICSs, enabling VCSE and social care sector
organisations to make referrals to primary care where necessary, and vice versa.
(20) In enhancing and improving understanding of services available within an ICS region, care should be taken to not
‘over-medicalise’ service provision. Non-medical referrals, such as social prescribing, should be made available to
all branches of primary care.
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Chapter Three
PREVENTION, EARLY INTERVENTION AND HEALTH INEQUALITIES
The Network agrees that the central aim of an ICS is to tackle health inequality. The fact that population health, a
core tenet of ICS strategy, is to improve the health and wellbeing of a population means that, by definition, ICSs
should be coded to make improvements on health inequalities.
Current data reveals stark correlations between a system’s position on the Insight and Collaboration Engine (ICE),
developed by Carnall Farrar (which uses a series of metrics to measure the level of integration within an ICS) and
the region’s level of deprivation. The data clearly demonstrates that the lower down the ICE a system falls, the
higher the Index of Multiple Deprivation score (IMD, the relative measure of deprivation) it receives.
In addressing health inequalities, it is vital that ICSs become a coordination point for broad public service
integration and not simply a machinery to break down siloes within the NHS. ICBs should look to leverage their
position as conveners of key public sector organisations and push for policies that promote economic
regeneration and help target deprived and disenfranchised communities. This could include initiatives to push
health providers to make prioritised recruitment drives from more deprived areas within their systems, and an
onus to not outsource public sector contracts that could hold employment opportunities for local communities.
The NHS has, for too long, understated and underestimated its ability to affect the economics and long-term
health outcomes in populations, particularly by the strategy by which it recruits and trains people from local
communities. Part of the problem of low vaccine uptake in certain demographics can be pinned in to a general
distrust of the public sector, perpetuated by the fact that the public sector is often not representative enough of
the communities it serves. The Network calls for the NHS to re-examine its recruitment processes as well as
ensure that job applications are available in multiple languages, and that it is possible to apply without a
presumed level of digital connectivity.
A certain degree of humbleness from the NHS needed if current efforts to address health inequality are going to
yield better results than previous attempts. The NHS has been attempting to address this issue for decades and
yet, has so far been unable to enact meaningful change. As services become more integrated, NHS organisations
must be prepared to give up control and let other parts of the sector, particularly place based organisations, bring
new ideas to the decision-making process.
At the same time, the NHS must become more aware of issues that impact health inequality that are almost
entirely under its control. It must, for instance, address rampant inequality within waiting lists and it must better
use its role as an anchor institution to drive local economic and social rejuvenation. Simply labelling health
inequality as an “ICS problem” misses the point and understates the capacity for the NHS to make a difference in
the short to medium term.

.

13

NHS organisations must be prepared to have frank internal discussions asking why it is that people who do not
have English as a first language have to wait longer for elective care appointments, and why it is that people with
learning disabilities currently wait longer than the rest of the population for hip replacements. These facts should
be considered a national scandal, but the frank truth is that it is harder to schedule and accommodate these
groups of people.
The Network hopes that statutory footing for ICSs will provide a catalyst to not only address generational issues
of health inequality, but also drive immediate action to make tangible improvements upon millions of lives.
The Network also highlighted crucial distinctions throughout the discussion, one being that people's ability to
access services they need, and hat the NHS does when you access it, are very different indeed.

.
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KEY DISCUSSION POINTS
The central purpose of integrated care is to address health inequalities and should a unifying objective for
providers across ICSs.
There are clear correlations between a region’s deprivation level and its levels of integration and health
outcomes. Areas of higher deprivation have lower levels of integration and poorer health outcomes at system
level, and it is likely these trends extend to place and neighbourhood level.
Outside of health inequalities defined by long-term economic factors, there are major inequalities within
access to quality healthcare service provision that the NHS must address in the immediate term.
The NHS has yet to fully harness its potential as an anchor institution with the ability to affect real change on
local economies and spark social rejuvenation.
There is a tension between aspiration and reality within health inequalities, there is a sense that reporting
structures have been taken to system level when the truly valuable data can be measured and harnessed at
place level.
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SUMMARY OF CHAPTER RECOMMENDATIONS
Driving actionable insights from data
(21) ICSs should look to build on the data strategies developed during Covid-19, where patient indexes were
used to identify areas with low vaccine uptake – this facilitated targeted interventions such as increasing
the number of pop-up vaccine centres and coordination with local community and faith leaders.
(22) To target health inequality in a specific region, ICSs should look to drive actionable insights from data by
focusing on ‘robust’ data points that the wider system can relate to. This could include focusing on the link
between cancer diagnosis and deprivation.
(23) Data must drive actionable insights and be available on the right platform within a trusted environment
where communities can access and interrogate it, allowing for people take a positive interest in what is
happening in their region.
Connecting wider public services
(24) ICSs must come to act as a coordinator and convener of broad public sector service provision and not
simply act as a machinery to break down silos within the NHS. ICBs should constantly leverage their
system level position to engage with the wider public sector.
(25) ICSs must prioritise building relationships with wider public services rather than focusing on creating
structures. Time should be treated as a commodity used to build relationships at place level as much as
prioritising operational delivery of health and care services.
Becoming a catalyst for economic and social rejuvenation
(26) The NHS has a major role to play in local economic rejuvenation that is currently not being harnessed;
trusts must invest more in local apprenticeship schemes to engage and employ people from local
communities.
(27) ICBs should ensure that contracts that could potentially hold social value to the community, such as major
construction projects, are not let out and that opportunities for addressing health inequalities are not
missed.
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Inequality within health service provision
(28) When discussing or trying to deal with health inequalities, health and care providers must be clear on what
exactly they are addressing. A distinction must be made between health inequality defined by long-term
economic strategy against unequal access to quality healthcare – the latter of which is often already within
NHS control and can be addressed in the short term.
(29) ICBs should lobby for the government to set national recovery targets that are defined by health
inequalities, not simply broad targets and waiting list figures. Against these targets, governance and
accountability for health inequalities must be made clear to give validity to health inequality strategies.
(30) Health inequality strategy must be rooted in communities so that systems are able to respond to
challenges most appropriately. Solutions must be co-created with populations and not simply ‘done to
them’.
(31) ICSs should consider publishing waiting list data split on key demographic and protected characteristics to
prompt quicker action on health inequalities. Data could be categorized based ethnicity, mental health
history or language spoken. If the system is more aware of the characteristics of the people on waiting lists
and the disparities in care they face, it may facilitate a drastically different response with regards to
backlogs, waiting lists and health inequalities, enabling more targeted interventions in the future that
prevent backlogs from manifesting.
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Conclusions
Integrated care is not a new concept, and ICSs do not represent the first attempt to join up health and care
services. For this wave of reform to be successful, ICSs will need to break with historical mistakes, focusing on
outcomes over outputs, relationships over structures and above all else, people.
Previous iterations of integrated care have failed to affect significant change because decision makers have not
had the tools they needed to drive service reform, or were simply not aware of what was available to them. This
lack of awareness is still present within current ICSs structures, partly due to ongoing tensions between
aggregation and scale against place-based decision making.
ICBs will need to leverage their positions as system leaders to harness the full breadth of public service provision
to drive care improvements and tackle health inequalities. The Network believes that the statutory remit of an ICB
should be greatly expanded to mandate comprehensive representation from social care, as well as local
government leadership, all four pillars of primary care and a sufficient level of digital expertise.
Many ICSs are already taking these considerations into their own hands, taking steps to broaden statutory
representation across ICBs or at least mandate an advisory role from crucial areas of expertise. Without being
mandated from the top, however, inconsistencies between ICS governance structures may result in significant
regional variation on health outcomes.
Part of this answer will come from simply helping ICBs understand the nature of the problems in front of them. If
ICBs do not know what is driving repeat hospital admissions or are not aware of the make-up of people on
waiting lists, then tackling the underlying causes will be an impossible task.
Data sharing, therefore, is perhaps the single biggest tool for ICSs to harness and, as the first recommendation in
this document states, the Network believes that sharing data should be considered a duty of care. The pandemic
demonstrated time and again the benefits of allowing data to flow seamlessly between care settings and ICBs
must build momentum from this period of crisis collaboration and embed the mentality into the norm of system
transformation.
There is a unique opportunity, presented by new technology and a broader understanding of data, to overcome
historical barriers regarding trust, communication and platforms. This infrastructure could lay the foundations for
finally tackling the root cause of ill health and indeed of health inequality.
However, tackling long term causes of health inequality cannot become an excuse for failing to tackle factors
already firmly within NHS control. Citizens should no longer face unacceptable disparities in care provision for no
reason other than being born in the ‘wrong’ place or with the ‘wrong’ skin colour.
It is vital that the product of this period of system transformation is one of sustained service transformation. If
implemented correctly, the ICS can be the convener of public services, the organisation that spotlights social and
economic deprivation and the enabler of personalised, place-based care that empowers citizens.
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