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Public Policy Projects (PPP) is a global policy institute offering practical analysis and expertise 
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 foundation of an open, liberal 
society. While most public policy issues are complex and involve difficult choices and trade-offs, 
there is 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 hosted 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 to 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.

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

Restricted access to health data and a limited 
digital transformation has hindered the ability 
of the NHS and wider care sector to meet 
skyrocketing service demands. This challenging 
situation is being further exacerbated by 
increasingly ominous workforce shortages. 
Successive attempts to digitally transform the 
health and care sector have failed to deliver 
meaningful service transformation and these 
unsuccessful attempts have undermined trust 
among the public and the health and care 
workforce.

Digital innovation and data usage are central 
components to the success of integrated care 
systems (ICSs). The government’s recent white 
paper, People at the Heart of Care, establishes 

clear expectations for citizens to have 
access to personalised care records, for 
integrated care boards (ICBs) to establish 
digital investment plans and for data to flow 
seamlessly between NHS trusts, primary 
care centres and other care providers. If 
implemented correctly, ICSs will provide better 
transparency and choice to patients through 
the sharing of data between local authorities, 
the NHS and patients.   

The sharing of data will enable the delivery of 
more personalised and predictive care, based 
on an individual’s risk. Real-time insights from 
joined-up, aggregated data will be crucial 
to achieving success in the fields of multi-
disciplinary working, clinical decision support and 
waiting list management, and will be crucial to the 
success of new community diagnostic centres.1

Chapter One

DIGITAL INFRASTRUCTURE AND HEALTH DATA
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The importance of data sharing and of digital 
transformation was repeatedly demonstrated 
during the global healthcare sector’s 
response to Covid-19. Pathogen surveillance 
and enhanced use of telehealth and digital 
systems enabled a truly global response to the 
pandemic, saving countless lives and reducing 
infection risk in care settings.

While there is an increased acceptance of 
the importance of data and digital in health 
and care, now enshrined by government 
legislation, ICSs must overcome myriad issues 
to truly implement a 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 
a result of historically fragmented approaches 
to data platforms.

Much of the NHS has made steady progress 
towards the digital transformation of 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 due care, uneven and incoherent 
digital and data transformation plans risk 
exacerbating disparities across the sector as 
well as widening health inequality through the 
creation of a ‘digital divide’.

The findings and recommendations in this 
chapter map out key challenges for ICS leaders 
and key stakeholders identified by the ICS 
Network, regarding the implementation of 
data and digital strategies. As well as outlining 
the concerns of the Network, several areas 
of opportunity are defined. The core focus of 
discussion was enhanced data usage and the 
infrastructure around it, the ‘currency’ which 
can be used to enable digital transformation.

Key points

• ICSs have started developing data 
strategies well, creating data analytics 
teams across the country. Covid-19 
has shifted the dial in favour of greater 
interoperability and data sharing – this 
is 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 is significant apprehension about 
sharing health data, both across the 
public and within the health and care 
workforce. This relates to previous 
lapses in data security, and fears 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 cultural, with certain 
structures still lacking digital and data 
expertise at board level.

• There are significant gaps in basic 
digital skillsets across the health and 
care workforce. Previous programmes 
to address this skills deficit have been 
regarded as a ‘drop in the ocean’.

• Data platforms across ICSs currently 
lack cohesion and there are many 
legacy systems used previously by 
individual CCGs that do not necessarily 
inter-operate with one another.
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Chapter recommendations

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 why their data is being 
used and how it will be of benefit. These 
communications and engagement strategies 
should also include a responsibility to 
explain to the public that providers will be 
unable to support their population health 
without better data sharing.

3) ICSs must take this opportunity to re-
examine their data platform strategies, 
ensuring that there is an interface that can 
be engaged with by all staff and 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 the use of 
data platforms between ICS functions 
has hampered the effectiveness of 
population health strategies and greater 
interoperability will enable integrated care. 
ICS leadership must be empowered to 
make tough decisions and potentially scrap 
individual systems if they do not facilitate 
system wide transformation.

5) ICSs must be mandated to include digital 
expertise in their board composition and 
place digital and data as critical business 
priorities. Digital and data capabalities 
should be seen as equally fundamental to 
health service provision as gas and electricity.

6) Greater emphasis should be placed on 
developing base level digital skillsets 
within the health and care workforce, and 
more support should be 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. A 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 access digital healthcare, 
regardless of their level of digital literacy. 
This will help bridge digital divides across 
less digitally literate sections of the 
population.

Harnessing data for a truly clear picture

Data analysis and sharing across sectors 
helped to drive a truly global response 
to Covid-19, saving countless lives in the 
process. The success of this global response 
has emphasised the need to drive a data-
led transformation of the health and care 
sector, and ICSs must be empowered to seize 
this opportunity. It is time to capitalise on a 
renewed sense of urgency and use data to 
transform health and care.

Across England, Covid-19 brought with it an 
emphasis on getting shared care records 
in place for those that did not already have 
them, as well as developing more robust data 
connections. Under a recent announcement, 25 
of the least ‘digitally mature’ NHS trusts are set 
to receive a funding boost to implement EPRs.2 
The government’s recent social care white 
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paper contains the commitment to digitise 
care records in 80 per cent of adult social care 
providers by March 2024.3

This impetus has led to some early initiative 
from NHS trusts to develop population health 
management strategies, with many trusts 
pursuing strategic approaches and some 
performing one-off analyses in parallel with 
their ongoing, centrally run population health 
development programmes.

In some systems, data platforms are also being 
applied to operational management challenges 
as is seen in other sectors, particularly those 
operating supply chains. ICSs should continue 
to use data to inform and reinvent innovative 
ways to deliver care, but they should also share 
data relating to workforce, finance and other 
assets (whether building services, logistics or 
medical devices).

Notwithstanding recent progress towards data 
integration, there remains significant data 
fragmentation across NHS trusts, provider 
collaboratives and ICSs. These organisations 
must work to bring disparate data systems 
together to provide a clear picture of what 
is happening on the ground in care settings. 
Providers are in a race against time to capitalise 
on the momentum for data sharing that was 
generated as a by-product of our Covid-19 
response, and the current level of public 
engagement cannot be taken for granted. The 
Network calls upon the sector to seize this 
moment to fully harness data.

However, the landscape of data platforms 
and the historically disjointed approaches to 
digital in the NHS and beyond has created a 

series of challenges that threaten the data led 
transformation of health and care. This has 
made it difficult to develop data strategies 
which account for primary care as well as social 
care, both of which are made up of networks of 
thousands of disparate organisations.

Limited access to capital for the implementation 
of electronic patient records, as well as 
fundamental cultural issues around trust and 
understanding of how health data is used also 
serve as barriers for effective data strategies. 
The NHS Confederation recently found that 
two thirds of NHS trusts lack the capital to 
meet their “digital ambitions”, including the 
implementation of electronic patient records.4 

Data sharing as a duty of care

As ICSs and the provider collaboratives within 
them move the health and care landscape 
away from a place of competition to one of 
collaboration, as set out in the NHS England ICS 
design framework, providers should utilise the 
opportunity to share data across systems and 
enable better joined up care.5

This collaboration will facilitate closer, stronger, 
place-based partnerships between the NHS, 
councils and voluntary organisations. It will 
also make the most of provider collaboratives, 
bringing NHS providers together in one or 
more ICSs through clinical networks. Data will 
open up new opportunities and help to merge 
current boundaries between providers.

Data sharing is central to  developing true 
population health management and delivering 
on the four priorities of health reform set out 
by the Secretary of State in March 2022.6 This 

Providers are in a race against time to capitalise on the momentum for data sharing 
that was generated as a by-product of our Covid-19 response, and current level of 
public engagement cannot be taken for granted
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includes improving outcomes in population 
health, tackling inequalities, and enhancing 
productivity, all to help the NHS support 
broader social and economic development. The 
NHS should accordingly consider amending its 
constitution to establish data sharing as a duty 
of care for health professionals.

Building trust and overcoming hesitancy in the 
public and in staff

If sharing data is to be mandated, then 
government and providers must work tirelessly 
to increase trust and transparency in data 
sharing practice. Despite the unequivocal 
benefits, there remains significant distrust of 
data sharing in health and care settings – both 
across the public and within the health and care 
workforce. This apprehension remains a barrier 
to better data sharing across the health sector.

The recent opt-in/out from NHS data sharing 
in spring 2021 energised a passionate public 
debate on the nature of data usage across 
the NHS and illustrated widespread suspicion 
of sharing health data. Even Professor Ben 
Goldacre, author of the government’s recent 
review into NHS data, claimed to have opted 
out of having his data shared within the NHS.7

Historically, there has been significant 
reluctance among GPs to share patient data. 
This mentality is often a result of advice from 
local data protection teams, who advise on the 
potential risks of data leakage. Apprehension 
against data sharing can also be partly 
attributed to a fear that the data shared will be 
used for performance management purposes.

ICSs must create a cultural environment for 
health and care staff in which data practice 
and data sharing become normalised and 
trusted practices. GPs should not be held 
accountable as data controllers; this is unfair 
on them as individuals and is prohibitive to the 
technological advancement of care services.

While the NHS has a right to shared patient 
data, it must take more legal responsibility for 
ensuring that data is shared securely. Providers 
should look to broaden the responsibility for 
managing datasets beyond health and care 
operators. There are many qualified individuals 
from across the sector (such as those in 
operational functions) that could be assisting 
systems with understanding the needs of its 
population. It is detrimental to the aims of 
population health management to keep these 
datasets closed and open-sourced data should 
be used wherever possible.

Enhanced communication and strategic links 
between data and population health

There is an assumption amongst some system 
providers that the justifications for data 
sharing in healthcare are clear and obvious. 
However, there are valid concerns about data 
security and a lack of understanding among 
the general public about how these systems 
work together.

Lacklustre communication plans often lead 
to deficits in public trust, as demonstrated 
by the Care.Data controversy. ICSs must use 
their new statutory position to implement 
comprehensive public engagement plans, 

ICSs must be creative about demonstrating the value of sharing data to build trust 
with throughout the public, and the wider health and care workforce
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based on transparency and openness, that 
clearly outline the purpose of data sharing and 
of the positive health outcomes it leads to.

ICSs must be creative in demonstrating the 
value of sharing data to build trust with 
throughout the public, and the wider health 
and care workforce. The Network calls for ICSs 
to capitalise on the success of data sharing 
during the Covid-19 pandemic and build on this 
momentum to demonstrate the benefits of 
increased data sharing in the NHS.

In building trust, systems should start small 
and gradually build confidence in data sharing. 
National initiatives that are overly ambitious and 
complex will result in major breakdowns of trust 
if not implemented correctly or communicated 
properly. This was seen during the Care.Data 
controversy, and with the government’s GP data 
sharing scheme in 2021. Momentum must be 
built between data reforms to receive iterative 
buy-in from patients.

Fundamentally, ICSs must create strategic 
and compelling links between data and 
interventions, and be able to outline the 
benefits of enhanced data sharing. Digital 
and data solutions should be implemented 
with a clear outline from the ICS of what they 

are looking to achieve by implementing this 
solution, and why shared solutions offer more 
benefits.

This will require enhanced communication from 
the NHS, from ICS level and from government. 
The two largest attempts at IT transformation 
in recent history have undermined public trust, 
and the government is already rethinking its 
communications strategy around data sharing 
after 1.5 million people opted out of NHS data 
sharing over concerns about security and 
access to their data.8

ICSs must communicate to the public about 
the value of sharing data. There is a unique 
opportunity with the public being more 
engaged in health and care than at any other 
point in time. As well as being engaged in 
ongoing conversations around data and data 
sharing, providers must be confident enough to 
have transparent conversations with the public.

The importance of platforms

The Network acknowledges that the health 
and care system is at an inflection point, 
where there is increasing acceptance that 
data is instrumental to transforming service 
provision. However, having the data itself is not 
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enough - ensuring its timeliness and accuracy is 
paramount. This cannot occur without the right 
digital infrastructure.

Robust data platforms will help collect and 
share data, and are fundamental to effective 
health intervention. This infrastructure must 
be evident at both an individual and system 
level, with patient-centred digital health 
enabling patients to book appointments, order 
prescriptions, and communicate with their care 
providers on one unified interface.

As the Goldacre Review recently found, the 
present system relies on a ‘platform soup’ 
mentality, wherein multiple disconnected 
data projects increase the costs and risks of 
implementation. This fragmented strategy 
fosters monopolies and obstructs innovation 
across the sector. A piecemeal approach to 
data platforms also serves to create complex 
governance systems, thereby weakening 
security capacity and, ultimately, public trust.9 

Integrated care should enable more cohesive 
data platform strategies. Fortunately, many 
systems are beginning to ‘grasp the nettle’ and 
take ownership of their data strategies. Every 
designated ICB leader has set up a population 
health analytics data team, recruiting people 
based on parity of esteem and parity of 
inclusion across the sector. Further, the NHS 
has recently announced plans for a Federated 
Data platform with a £240 million procurement 
tender.10  

However, revitalising data platforms across 
the sector cannot happen without a significant 
cultural shift. Health systems must become 
more unified and establish a clear purpose for 
which health data is being used, this will enable 
greater tracking and management of data.

Yet, even now, significant portions of crucial 
intelligence remain locked away in Excel sheets 
and email chains, and crucial day-to-day patient 
interactions are not recorded. With such a 

unique position within local communities, GPs 
should be encouraged and empowered to 
record and share their vital insight on day-to-
day patient interactions. This could be enabled 
through single use platforms with clear, easy to 
use, interfaces.

In addition to creating overly complex 
governance structures, a muddled data 
platform ecosystem hinders learning from 
care pathway decisions. There is now a unique 
opportunity to use technology to not only plan 
better care, but to capture decisions, as well as 
the interactions that led to them, and create an 
organisational culture of learning informed by 
data.

Single use platforms will also enable greater 
use of ‘granular access controls’, the practice 
of granting differing levels of data access to 
a particular resource to particular users. This 
is currently already being used for waiting 
list management, optimising discharge 
coordination and other operational processes. 
There are also signs of platforms informing 
more population health management 
techniques, and of these being applied to daily 
operational challenges beyond chronic disease 
and waiting list management.

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.11 If similar 
initiatives can be replicated across England’s 
41 other ICSs, care pathways can become truly 
transformed through data.

Operational data platforms will provide a 
solid basis for tackling challenges across 
ICSs.  Many of these challenges will be related 
to patient flow, but some will be in areas 
like cancer pathway management and how 
patients enter urgent and emergency care 
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pathways. There are also sizeable challenges 
around demand and capacity management 
for imaging diagnostics (currently CDCs are 
acting as hospital overflows, and data will help 
make properly informed decisions). Simulation 
modelling will further support better mutual 
understanding of the system.

Data is informing system understanding of 
health inequalities at a more granular level, as 
demonstrated during the height of Covid-19 when 
variations in vaccination uptake were highlighted 
and certain patients were prioritised on elective 
care waiting lists. Provider collaboratives must 
be empowered by data science to make radical 
service redesign decisions.

A public facing interface

Data usage must enable more effective 
communication between staff but also between 
the service and the public. Over the course of 
the Covid-19 pandemic, communication across 
the NHS was transformed by two platforms 
for communications: Zoom and Microsoft 
Teams. Overnight, millions of staff harnessed 
these platforms to transform and streamline 
communication practices across the health sector. 
Even as the worst of the pandemic is subsiding, 
video calling has become normalised globally.

ICBs should look to replicate a transformation 
of similar size and scale with data usage 
and develop comprehensive, system-wide, 
data platforms that enable streamlined data 
strategies. A single use interface to communicate 
data should be implemented in each ICS. The 
foundations for this platform already exist with 
the NHS app, which now has 22 million users.12 
This will enable more effective communication 
with the public and the use of their health data.

Embracing the cycle of technology and breaking 
with the past

As they grapple to integrate legacy CCG 
infrastructure, ICSs face a myriad of competing 
systems and data platforms. A lack of strategic 
direction until now has led to a fragmented 
platform landscape, created under siloed 
projects in disparate settings and lacking 
cohesion and coordination with the wider 
sector.

ICSs need coherency in their digital strategies 
and must avoid simply bolting together siloed, 
individual data plans. The objective must be 
to create single use platforms – a principle 
that should apply beyond  electronic patient 
records. The care sector, in particular, has long 
been hampered by piecemeal approaches to 
software purchasing.

Data and digital are capable of transforming 
the nature of care provision, as well as 
simply improving existing processes. A 
transformation-led approach necessitates a 
strategy that embraces technology, allowing for 
flexibility and regular updates as technology 
becomes increasingly advanced.

There is no better form of interoperability and 
visibility of information than using a single 
platform. Many ICSs are already undertaking 
considerable work in standardising EPRs, a 
process otherwise known as convergence, to 
enable this interoperability.

A unified approach to data and digital will 
address unwarranted variation across the 
sector and enable a data-led approach to 
population health management. Achieving 
this will require ICSs to make bold and tough 

ICSs need coherency in their digital strategies and must avoid simply bolting 
together siloed, individual data plans
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decisions, potentially scrapping platforms that 
do not align with broader system strategy.

A top-down digital culture

Unifying a fragmented data landscape will 
require a significant cultural shift across the 
health and care sector, led by enhanced digital 
leadership at ICB board level. It is up to leaders 
to set the digital tone and ready systems for a 
digitally enabled future. Culture is a top order 
issue, with no single solution available, but 
there are a number of areas that ICSs should 
look to prioritise in the coming months.

Systems need to have the right digital and data 
expertise at board level. This does not always 
need to be a CIO, but it must be someone 
that encourages boards to think about 
transformational possibilities around the use 
of digital and data – this is a key priority of the 
government’s paper on reforming leadership 
in health and care.13 North East and North 
Cumbria ICS, for instance, has appointed a 
voting CIO executive to its board to help drive 
digital and data transformation strategies.

ICBs do not necessarily need to be comprised 
of experts in all things digital, but they 
absolutely need to understand the central 
importance of digital to population health 
needs. If system leaders are not thinking about 
technological transformation of health and 
care services as central to integrated care and 
population health management, it is unlikely 
that they are fit to be a system leader. ICB 
board members and NHS leaders must have a 
digital strategy and be mandated to do so.

Bringing the wider workforce on the 
transformation journey

While digital solutions have become a major 
feature of most citizens’ daily lives, there is still 
some apprehension of using them to enhance 
care provision and efficiency. Growing digital 
confidence and addressing fundamental digital 
skills gaps across the health and care workforce 
will be a central challenge for ICSs to grapple with 
as they implement digital strategies.

Digital upskilling must occur beyond the clinical 
workforce and extend to colleagues working in 
administrative, operational or finance-based 
roles. Staff must be empowered to reinvent their 
roles through digital innovation and ICSs should 
work to support this by enhancing base level 
digital data literacy skills across health and care.

The Network highlights significant gaps in 
digital literacy among staff and calls for greater 
support for ICSs to professionalise certain career 
progressions. There are currently various digital 
skills and apprentice schemes in place, and Health 
Education England also leads on digital upskilling 
through its Technology Enhances Learning 
Programme. But these schemes are a drop in 
the ocean and studies consistently show that the 
level of ‘digital literacy’ across the health and care 
landscape is extremely mixed.14 To implement 
system wide digital strategies, ICSs need a 
generation of professionals and individuals to 
actively push forward the digital agenda.

Digital is needed to address ominous workforce 
challenges across the sector, including to 
ascertain how many people will be needed 

Staff must be empowered to reinvent their roles through digital innovation and 
ICSs should work to support this by enhancing base level digital data literacy 
skills across health and care
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to care for someone. There are international 
examples of best practice that ICSs should 
look to emulate. Japan, for instance, provides 
healthcare defined by “patient centredness”, 
which is underlined by a comprehensive data 
strategy that optimises the right treatment at the 
right time. The strategy uses digital technologies 
to improve the ratio working between clinical 
and non-clinical professions, as well as utilising 
the voluntary workforce. This rational approach 
has led to favourable mortality rates following 
key procedures when compared to major EU 
countries, the UK and USA.15

Bringing social care to the table

Only around 45 per cent of social care 
providers use electronic care records, with the 
remaining providers relying heavily on paper-
based methods. It is also estimated that 23 per 
cent of care home staff do not have consistent 
access to the internet at work. To address this, 
the Department of Health and Social Care has 
pledged to digitise 80 per cent of social care 
homes by March 2024.16 

Digitisation of patient healthcare records and 
the improvement of data collection methods 
will be essential to improving service efficiency 
and fully realising personal health records.

The government’s Data Saves Lives Strategy 
follows the recent ministerial commitment 
to digitise the majority of care providers and 
implement electronic care records for health 
and social care.17 This announcement could 
prove to be a catalyst for organisations to uplift 
their technological and data capabilities, not 
just having one solution to how organisations 
are transforming their services.

In addition to this shift from Whitehall, it is 
likely that the NHS will need to put money 
on the table, to bridge the gap with the care 
sector and help travel the ‘last mile’ into 
people’s homes. The capacity of the NHS for 
being a ‘safety net’ for the social care sector 

has become severely weakened in the face 
of unprecedented service demand (further 
highlighted and exacerbated by the pandemic) 
and it should not wait for local authorities to 
provide monetary resource that isn’t available. 
During the height of the Covid-19 pandemic, 
NHS Digital stepped in to provide basic digital 
connectivity in social care homes, including 
both the private and voluntary sectors. The 
NHS should continue to support the care sector 
to establish base level digital capability.

A digital professionalisation of social care

In clinical care there is a stronger culture in 
favour of securing a clinical audit for care 
records (which are today widely acknowledged 
as digital care records), but this culture has yet 
to be instilled in social care. This cultural divide 
needs to be bridged to bring system wide digital 
transformation across ICSs.

The fragmented, ‘race to the bottom’ nature 
of the social care sector has created huge 
disparity in funding when compared to 
partners in the hospital and primary care 
sectors. The Network insists this has created 
something of a barren environment when it 
comes to technology and data usage.

If clinical care suffers from a fragmented 
approach to data usage, this problem is yet 
more evident within social care. There is 
currently no unified voice or single organisation 
that is able to bring social care together and 
enable better joined up digital activity.

With individual organisations and providers 
taking steps to digitise their services, remote 
patient monitoring is increasingly reducing the 
need for physical bodies to care for patients. 
However, progress to date has often been 
undertaken in a siloed manner and has failed 
to truly bring the social care sector together 
in a way that develops an integrated digital 
plan. This will be hugely difficult without more 
comprehensive guidance and a forum through 
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which social care providers can share concerns 
and discuss how systems can be aligned with 
local government.

As ICSs find ways of ensuring that social care 
is properly represented at a leadership level in 
ICSs, it should look to establish forums through 
which social care providers can share concerns 
around digital and data.

A recent study from PwC found that the 
potential size of the care economy is 
approximately the same size as the NHS. If ICSs 
were able to lead a digital redesign of social 
care it would have a transformational effect on 
giving people ability to care for their loved ones.

Preventing a digital divide

The top 10 per cent of people who require the 
most care are often those who perhaps do not 
have a rich understanding of digital technology. 
To prevent a ‘digital divide’ emerging, the NHS 
should invest in establishing a broad reaching 
network through which people can access digital 
healthcare. This will enable the 10 per cent of 
people who do not have digital readiness to reap 
the benefits of technology. This conceptual leap 
will be crucial to transforming service delivery.

Conclusion

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 gas and electricity 
are to running a hospital. 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 
in the heart of care delivery.

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 support from 
Whitehall. The government’s latest data strategy 
is a good start, but more support will be needed 
to help bring the social care sector to the table 
and enable system-wide digital transformation.

Improving internal culture will help to engender 
to greater trust amongst the public around 
data sharing. Repeated attempts at digital 
and data reform have suffered, not only from 
poor implementation, but also from lacklustre 
communication strategies. For ICSs to use data 
to enable personalised care, citizens must be 
brought on board to garner trust and allow 
for data to flow seamlessly between care 
providers. But 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.

For too long, the success of IT transformation in health and care has been 
defined by the absence of failure
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Introduction

Integration between the NHS, primary 
care, social care, local government and 
wider community support are central to 
ICS development, and to raising the quality, 
continuity and personalisation of patient care. 
It is important throughout this period of reform 
and beyond that ICSs come to represent a 
‘partnership of equals’ between different parts 
of the system.

The government’s recent white paper, People 
at the Heart of Care, identifies two core forms 
of integration underpinned by the recent 
legislation; integration within the NHS to 
streamline clinical pathways, and integration 
that enhances collaboration between the 

NHS, local government and wider community 
services such as the voluntary, community and 
social enterprise (VCSE) sector.18

During the pandemic, the country witnessed 
unprecedented, organic collaboration across 
different sectors of healthcare as the health 
service scrambled to cope with a situation 
unparalleled in modern times. It is precisely 
this kind of cross-sector collaboration and 
partnership in the public interest that ICSs are 
seeking to codify and enshrine.  

This discussion covered a broad range of topics 
around creating a system of integrated care 
that enables decentralised decision making 
and leverages the relevant expertise of each 
stratum of the health and care service.

Chapter Two
THE DEVELOPMENT OF PRIMARY AND COMMUNITY 
HEALTH SERVICES AND LINKS WITH SOCIAL CARE
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Chapter recommendations

1. ICS leaders must harness all four pillars of 
primary care 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.

2. Care should be taken to not ‘over-
medicalise’. Non-medical referrals, such 
as social prescribing, should be made 
available to all branches of primary care.

3. Reducing admissions to hospital should be 
an overarching principle of ICS strategy. 
Unnecessary admission to hospital should 
be viewed as a system failure.

4. The full spectrum of primary care, 
including dentistry, optometry and 
community pharmacy, should receive 
statutory representation at ICP level 
to ensure that each sector is engaged 
and supported to direct patients to the 
appropriate care pathway.

5. ICSs should develop frameworks to better 
utilise the support available from non-profit, 
voluntary, community and social enterprise 
(VCSE) organisations and social care forums 
to increase understanding of the care 
provision available within their regions and 
harness the inputs they can provide on 
wider population health strategies. 

6. 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.

7. 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.

8. The membership and structures of ICBs 
should ensure a genuine ‘partnership 
of equals’ between VCSEs, local social 
care providers and local healthcare 
provision. The government should 
mandate representation of the social 
care sector within ICPs. Otherwise, while 
some ICSs may choose to include social 
care providers on ICBs, disparities will 
likely occur with those who do not, and 
regional health inequalities may become 
exacerbated.

Key points

• Historical 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 
amongst the public, and indeed within 
the health service, of the full range of 
care provision available within a locality, 
whether that be social care,  primary or 
secondary care, social prescription, or 
tertiary care.

• The expertise and insight of the 
social care sector remains an 
underused resource in driving system 
transformation. The profile of social care 
within ICSs should accordingly be raised, 
and representatives of the sector should 
be platformed within ICBs and ICPs.
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9. The parity of esteem between social care 
and NHS care should be enshrined by 
legislation to ensure equitable access to, 
and provision for, social care services

10. Social care funding must be ringfenced to 
ensure sufficient provision and to prevent 
funds from being redirected to the NHS to 
meet acute care shortages.

11. 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.

12. Subsidiarity should be the core principle 
of decision making and resource allocation 
within ICSs, with ICBs maintaining a 
strategic overview.

13. 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.

14. Mechanisms must be in place to 
understand barriers to access and 
services. These should be co-produced 
with patients to address and eradicate 
these barriers.

Primary care

In many ways, the primary care sector connects 
the building blocks of integrated care. The 
unique connection that primary care has to 
local communities and the sector’s intimate 
knowledge of local health needs is central to 
community cohesion. Public sentiment towards 
local, family doctors is waning, yet is still 
powerful. Whether through GPs, dentists or 
opticians, primary care is usually people’s first 
point of contact when accessing NHS services 

and provides an ongoing liaison between 
patients and secondary services.

ICS development presents opportunities to 
harness the connection between primary care 
and local communities in new and innovative 
ways. An example can be seen in The Complete 
Care Community Programme (CCCP), launched 
in 2019, which is working with primary care 
providers to identify the key health inequality 
challenges faced by local populations. In 
particular, it addresses challenges associated 
with the wider determinants of health that 
require collaborative working with local councils 
and other agencies. The 50 demonstrator sites 
of the CCCP are designing approaches through 
which primary care networks (PCNs), working 
in association with other community and local 
council services, can help address some of the 
challenges facing their local populations.

Despite the value that primary care holds to the 
public, there is growing dissatisfaction within 
the sector and among the public. In fact, the 
Kings Fund recently found public satisfaction 
with primary care to be at its lowest level in 
over 20 years.19 Lack of urgent care capacity 
is impacting the ability of GPs to provide care, 
despite record numbers of appointments being 
available.

The Fuller Stocktake contains many 
recommendations for the integration of 
primary care with the rest of the healthcare 
ecosystem, which this document will not seek 
to repeat. However, it should be stated that the 
Network strongly agrees with all the report’s 
conclusions, particularly that more effort must 
be made to truly connect primary care with 
social care providers and the voluntary sector.

The introduction of ICSs and concurrent 
reforms to health and social care hold the 
potential to transform how primary care is 
delivered within community settings. But 
while primary care has received statutory 
representation on ICBs, the Network believes 
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that without similar representation for the 
social care and the VCSE sectors, true service 
integration will not be possible.

Primary care at scale

The core goal of ICSs is to break down 
previously siloed services to improve the 
quality, access, and continuity of care for 
populations while enabling personalised care 
for individual citizens. Utilising the primary 
care sector is central to achieving this aim.

A recent report from Public Policy Projects 
and Healthworks highlighted the importance 
of developing and implementing ‘Primary 
Care at Scale’ (PCaS), an integrated, team-
based approach to primary care rooted 
in opening access points to patients to 
reduce reliance on the GP as the first point 
of contact. PCaS as an organizational form 
provides a blueprint for how ICSs should seek 
to enable and support care provision within 
communities through an integrated, team-
based approach.20

ICSs will increase the complexity of 
health systems by opening up multiple 
points of potential contact for users while 
simultaneously channelling patients to access 
points most appropriate to their needs. An 
essential part of this drive will be to increase 
awareness amongst the public of the range 
of primary care services available, as well as 
increasing recognition within health and care 
circles.

Be it general practices, optometrists, or 
community pharmacies, there are various 
avenues through which patients and users 
can access primary care, and systems should 
look to capitalise on these access points to 
lessen the burden on GPs as the first point of 
contact. A year’s worth of GP care per patient 
costs less than two A&E visits, and yet the NHS 
still spends less on general practice than on 
hospital outpatients.21

Addressing this imbalance will require cultural 
shifts, amongst both clinicians and patients, to 
move dependency away from general practice.

ICSs should work to educate the public about 
the full range of primary care available to them, 
to prevent general practices becoming the 
sole point of contact for most people. Through 
locally based integrated care partnerships, 
primary care providers must work together 
with the social care and VCSE sectors to offer 
services from a range of locations.

The Fuller Stocktake provides numerous 
examples of the collaborative approach that 
the primary care sector should follow as it 
looks to create new potential points of contact 
for patients; from community pharmacies 
signposting eligible candidates towards cancer 
screening and supporting early diagnosis, 
to opticians offering information on positive 
lifestyle choices and warning signs of ill health.22

This concept of fluid referrals must also work 
in reverse; ICSs should work to provide a 
framework so that VCSE organisations, social 
care providers and even schools can refer 
patients, clients or pupils to primary care 
services, or wherever their health needs can be 
most effectively addressed.

The collaborative alliances of ICPs, NHS providers 
and the full spectrum of primary care services 
must work together to ensure patients are able 
to access a range of medical and non-medical 
services, no matter their first point of contact. 
This principle is enshrined in the legislation 
underpinning ICSs but should be further 
reinforced through the statutory representation 
of primary care at ICB level, which the permissive 
structure of the legislation allows.23 

Harnessing the potential of social care

Social care has long faced a fight to secure a 
‘seat at the table’ throughout various iterations 
of healthcare reform. Not only is the longevity 
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of social care crucial to the future of the wider 
health and care ecosystem, but the unique 
expertise of social care providers can provide 
invaluable insight for other parts of the system.

The Network believes that statutory representation 
of the social care sector on ICBs will be central to 
harnessing this potential. The NHS cannot operate 
in isolation from the social care sector, and its role 
should be understood within a broader health 
context. Effective collaboration between social care 
and other healthcare providers is likely to require 
cultural shifts just as much as structural changes.

The focus on place-based care, while welcome 
for various reasons, negates the insight of certain 
social care providers that operate nationally. That 
the health and care system is fragmented is a 
well-known fact, but there is a tendency to use this 
fragmentation as an excuse for not engaging with 
the social care system.

One of the Network’s foremost 
recommendations regarding social care is to 
increase funding. The integration of social 
care within a wider system is unlikely to 
yield improved health outcomes if there is 
insufficient funding and capacity in the sector. 
The government must take significant steps to 
ensure that adult social care is comprehensively 
funded, and that this funding is ringfenced.

The government has committed more than £1 
billion towards social care reform over the next 
three years, as well as significant additional 
funding from the Social Care Levy. But while the 
Levy is expected to raise £36 billion in the next 
three years, only £5.4 billion of this expected to 
go to social care in England.24 There is serious 
concern amongst stakeholders that, with much 
of the Levy committed to assisting the NHS 
with the elective care backlog, the funding 
left for social care will not be enough to drive 
meaningful service improvement. The Network 
calls for targeted funding to help address health 
inequalities and the long-standing disconnect 
between health and social care.

Parity of esteem for a disparate sector

There is recognition at a local level of how 
valuable social care provider expertise can be 
to supporting the determinants of population 
wellbeing. The importance of social care 
and wider community service was acutely 
demonstrated throughout the pandemic 
and there is now a much greater public 
understanding of the value of social care than 
prior to the pandemic. This public engagement 
presents a window of opportunity, but 
currently this recognition is not translating 
into a ‘partnership of equals’ for social care.

Many organisations, particularly VCSEs, are 
deeply rooted in local communities and have 
strong reputations and credibility when it 
comes to delivering services. This unique 
expertise must be leveraged by all ICSs to 
improve population health strategies. 

Under the structure of ICSs, local authorities 
will retain responsibility for social care, 
however there is no statutory requirement 
within the Health and Care Bill for social care 
providers to be represented on integrated 
care boards (ICBs).25 Therefore, there is no 
guarantee that social care providers will have 
a voice in the commissioning or delivery of 
services, or the formulation of local strategy.

The ontology of social care and how it is 
understood as an entity is crucial for ICS 
development. ICBs have flexibility in the 
composition of their boards, as well as in 
establishing local, place-based committees, 
so there is no impediment to leveraging 
the expertise of social care providers 
through the board structure, and indeed, 
the Network believes that it would be 
highly beneficial to do so. Long-standing 
misconceptions that local authorities can 
act as the sole representation of social care 
providers appear to be reinforced by a lack 
of statutory representation of social care 
providers within ICBs.
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Perhaps even more important than ICB 
representation is ensuring there is social 
care representation within integrated care 
partnerships (ICPs) – as this is the mechanism 
through which providers can come together to 
plan local strategies.

However, achieving parity of esteem between 
local government and the NHS and addressing
social care with the same vigour as acute 
care will require more than good intentions 
or vague hopes. It would be naive to assume 
that different ICSs, who often face drastically 
different local health challenges, will achieve 
an ‘equilibrium’ at the same pace. ICSs 
will need to see the NHS and its provider 
collaboratives, local authorities and care 
providers develop an ongoing partnership of 
equals. Each sector must also be cognisant of 
the expertise and limitations of the others. 
The government has the power to mandate 
this cooperation through legislation, and the 
Network urges this to be considered.

Collective, community responses to care

A key indicator of the disconnect between 
health and social care is the trend of repeated 
admissions to hospital for certain patients 
when other services are unavailable or difficult 
to access. The NHS has long acted as a safety 
net for an underfunded social care systems and 
closer integration of social care and healthcare 
will be essential if this is to be addressed.

The trend of repeated admission is often 
seen among elderly patients and, in many 
cases, is preventable.26 The Nuffield trust has 
found that rates of hospital admittance for 
ambulatory care as well as sensitive and urgent 
care sensitive conditions, both of which can be 
managed close to home or within social care 
settings, have increased by 18 and 20 per cent 
respectively between 2008/09 and 2019/20. 
Over the same period of time, falls have made 
up the greatest proportion of emergency 
admittances for hospital.
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Where social care provision is available, access 
is often difficult due to a lack of established 
communication channels between the health 
and social care sectors, and the need for 
hospitals to free up capacity places extreme 
demands on their time.

Without knowing what social care provision 
is available, be it domiciliary care or social 
prescription, it is impossible for the acute sector 
to direct patients to the most appropriate 
service for them. Here is yet another argument 
for closer integration of the social care and the 
VCSE sectors through the statutory structure 
of ICSs, to maximise the resources available 
in the first place. The Network calls for ICBs to 
harness local provider networks, including non-
profit organisations such as Care England or the 
National Care Forum, to help foster a greater 
understanding among the public of what social 
care provision is available in their regions.

Many care providers act as both care and 
housing providers. As such, engaging with 
these organisations offers a unique opportunity 
for ICSs to develop a joined-up approach to 
housing and care, and help to reduce the 
volume of unnecessary hospital admissions 
which, in many cases, can be prevented by care 
outside of acute settings.

Closer working between the social care and 
the VCSE sectors will also help reduce the 
pressure on the acute sector by reducing the 
likelihood of repeat admissions to hospital. The 
£300 million the government has committed 
to integrate housing into local health and 
care strategies is welcome, but the Network is 
concerned that disaggregation and the absence 
of clear guidance as to how to prioritise this 
investment will limit what can be achieved.

Concentrating funding at a local level and 
supplementing it through private contributions 
will reduce the impact of regional inequalities 
on social care providers. Funding, and 
ringfencing, social care through national 

taxation, or by providing a pot of money at ICS 
level, will help ensure that funding is available 
where it is most needed, and is not affected by 
regional variations in wealth.

Another consequence of inadequate social care 
representation at board-level is that funding 
streams tend to become short-term and focused 
on the needs of local authorities rather than the 
populations they serve. This usually manifests as 
funding being diverted to meet acute shortages in 
hospitals, which may be the most publicly visible 
problem, but this approach does not address the 
root causes of such surges in demand.

Integrated care also presents a huge 
opportunity for joined up workforce solutions 
across health and social care. While the 
Network is disappointed that joined up 
workforce planning was not mandated in the 
health and care bill, ICSs could potentially take 
this approach across their systems.

Subsidiarity as a core principle of integrated care

Throughout the pandemic, outreach efforts 
showcased the potential of community-led 
initiatives and the importance of co-operative, 
sustained relationships between populations 
and local organisations, particularly among 
VCSEs and local authorities.

This was especially apparent in areas of the 
country with more diverse demographics, 
and where trust of institutional authority has 
historically been low. These initiatives took 
place against the backdrop of NHS England and 
NHS Improvement’s Core20PLUS5 approach 
to reducing health inequalities, which targets 
the most deprived 20 per cent of the national 
population.27 

To target these populations, who have 
historically tended to have less contact 
with health services, NHS England issued a 
permissive plan to allow local authorities and 
sites to take the lead on vaccine delivery.28  
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As well as choosing the location of mobile 
vaccination units, and even door-to-door 
vaccination drives, many local initiatives 
looked to address vaccine scepticism 
through localised public engagement - 
clearly communicating the benefits of 
vaccine uptake with members of the local 
community.

These initiatives were only possible through 
harnessing the local knowledge of VCSEs, 
both of communities and individuals within 
those communities. This approach should 
serve as a blueprint for ICSs to engage with 
populations who have historically had less 
contact with health services.

ICSs can leverage the expertise and 
resources of VCSEs by ensuring that they are 
represented, both at board level and through 
the various ICPs within a given ICS. Provided 
this does not manifest as simply paying lip-
service to representation, the adoption of 
neighbourhood-led approaches will serve 
to not only optimise service delivery – by 
targeting services where they are most likely 
to be used – but could also help to redress 
unequal access to healthcare more broadly.

As elucidated in the Fuller Stocktake, 
creating an environment in which integrated 
neighbourhood teams are brought around 
the table and given a real voice must be a 
central focus of integrated care systems. The 
contributions of VCSEs in delivering NHS and 
psychosocial services should be recognised 
and built upon, not duplicated or bypassed. 
This can only be achieved through board-
level representation and the establishment 
of a true partnership of equals, based on 
parity of esteem throughout the sector.   
However, the nature and scope of VCSE 
activities can vary significantly across an 
ICS, and efforts must be made to engage 
the sector formally, to monitor its health, 
leverage its expertise and ensure that 
barriers to participation are minimised.

Joined-up continuity of care

The co-operative representation of primary 
care, social care providers and VCSEs in the 
decision-making structures of ICSs, provide 
to opportunity to offer real continuity of care 
for patients. None of this, however, will be 
possible without some semblance of a shared 
patient record.   

While progress on digitisation has been made 
in the NHS, with approximately 21 per cent of 
trusts now “digitally mature”, only 40 per cent 
of social care providers have electronic care 
records, with many of the remainder still rely 
on paper records.29

Although £150 million has been committed 
by the government to drive this figure up to 
80 per cent within three years, the Network 
remains concerned that when disaggregated 
to the lowest possible level, this investment 
will not be enough to drive the envisioned 
transformation.30 

As such, the Network believes that specific 
funding should be made available at place-
level, so that ICSs, having undertaken an audit 
of digital maturity among providers in their 
geography, can then allocate funds according 
to need and where they will have the greatest 
impact. Again, board-level representation of 
the social care sector will be integral to this; 
boards must get to know the environment 
and understand where investment will drive 
greater continuity of care.

Moving from a reactive to a preventative 
healthcare system

From the perspective of prevention, the core 
principle for ICS development should be that 
if clinicians or non-medical professionals can 
see which population segments are driving 
the most health interventions, they can target 
those demographics before the need for 
clinical intervention arises.

22



This will obviously require close co-ordination 
between different sectors, robust and secure 
data safeguarding measures and the informed 
consent of the population. However, some local 
authorities have already begun to adopt this 
approach and have produced tangible benefits 
to health outcomes.

The linking of data held by local authorities with 
indicators of poor health can be a powerful 
tool in targeting more vulnerable sections of 
the population. One example might be data 
on who, in a particular jurisdiction, receives 
assisted bin collection; these people are more 
likely to be elderly or have mobility issues that 
might impinge their ability to seek medical 
help, and should be actively engaged by 
local healthcare providers on a regular basis. 
Where possible, information on smoking, 
weight or family cancer history should also be 
incorporated, so that those at risk of seriously 
poor health can be informed and invited for 
regular check-ups and scans.

The social determinants of poor health, such 
as loneliness, can also be targeted effectively 
if local authority data is properly utilised. 
There is a greater understanding today of the 
destructive role that loneliness can play on 
a person’s mental and physical health, with 
the government acknowledging the severity 
of the problem in a report earlier this year.31  
This issue is becoming endemic, and studies 
show that those who live alone, particularly 
the elderly, are especially vulnerable. Age UK 
estimates that there are currently 1.4 million 
older people suffering from chronic loneliness 
in the UK.32

This is where non-medical interventions, often 
delivered through the VCSE sector, can have 
a significant impact on medical outcomes. A 
simple weekly visit from a local organisation or 
social prescribing link worker, or a referral to an 
initiative promoting social interactions, could 
help to prevent a serious medical intervention 
further down the line.

Central to establishing this system is data 
sharing. The Network believes that if ICSs 
can mandate, or at least encourage, the 
holistic use of data, and actively engage 
with target populations before they require 
clinical intervention, they will be able to drive 
improvements to health outcomes, begin 
to address health inequalities and ease the 
burden on acute care.

This will also require healthcare leaders and 
local authorities to address a lack of trust 
among the public around providing data, 
particularly if that information is personal or 
is assumed to be irrelevant to their healthcare 
needs. Therefore, it will be necessary to convey 
the importance of gathering said data, and 
reassure the public that their data is secure.

The ability to access real time data around 
demand and capacity will also enable ICSs to 
identify gaps in provision or surges in demand 
to allow resources or workforces to be 
distributed to where they are needed most.

Conclusion

ICSs taking up statutory footing is a major 
step towards collaborative, personalised, 
placed based care. However, 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 the breaking down of silos 
between different players in the healthcare 
sector and local government.

To create a truly integrated health system, 
the establishment of a ‘partnership of equals’ 
between the NHS, primary care, social care 
and the VCSE sector must be enshrined in the 
structure of ICBs and nurtured through the 
local partnerships that will develop.
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An important caveat, however, is that the 
right levels of funding must be provided to 
support these new governance structures. 
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 pandemic demonstrated what can 
be done when there is an urgent need.

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 and aggregation and scale 
is still prominent across health and care 
discourse. Often, actions that are designed 
to be delegations of duty come to be seen as 
central direction from Whitehall. ICSs must 
not become ‘mothership’ organisations and 
should instead try to maintain a 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.

Further, place-based care offers a multitude of 
opportunities for delivering local, personalised 
care, but at the same time systems must have 
the ability and mechanisms to look further 
afield if required.

The Network believes that adopting the 
recommendations in this chapter will support 
the development of the person-centred, 
agile and collaborative health system that 
the government’s plans envision. The current 
wave of system transformation must not 
reinforce established hierarchies – it must 
move power towards the citizen and reinvent 
care provision.

Part of the reason for the existence of  the 
ICS is to bridge gaps between commissioners 
and providers. If the new structures were to 
maintain the status quo, and commissioners 
and providers were to remain separated from 
each other, this current wave of health and 
care reform will have been for nothing.
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Introduction

The Network agrees that one of the central aims of 
an ICS is to tackle health inequality. The fact that 
population health, a core tenet of ICS strategy, is 
aimed at improving the health and wellbeing of a 
population means that, by definition, ICSs are coded 
to make improvements on health inequalities.

The Health Foundation has identified five areas 
where ICSs can maximise impacts on health 
inequalities: employment and workforce planning, 
procurement and commissioning for social value, 
use of capital and estates, sustainability, and as 
a partner in place (partnering with VCSEs, for 
example).

The impact of health inequality has become a 
constant feature of health and care discourse, 
largely thanks to Professor Michael Marmot’s 
repeated studies. More recently, the Covid-19 
pandemic has also cast a spotlight on this growing 
problem.

It is clear that social deprivation is driving health 
service demand. The Red Cross has found that 
those living in the most deprived areas of the 

country are driving service demand, with sudden 
changes in circumstances, housing insecurity and 
job loss cited as common factors for an uptake in 
demand at A&E centres. Repeat users of A&E make 
up less than one per cent of England’s population, 
but more than 60 per cent of A&E attendances, 
29 per cent of ambulance journeys and 26 per 
cent of hospital admissions.33 For ICSs, this report 
also crucially found that these people were also 
frequent users of primary care services as well. 
Accordingly, their usage of GP services should 
be used as an early warning sign of a potentially 
increasing reliance on acute and A&E services.

In 2016 the University of York found that health 
inequality costs the NHS at least £4.8 billion per 
year.34 ICSs must address health inequalities, or 
the NHS risks becoming unsustainable. 

The Network highlighted crucial distinctions 
throughout the discussion. One is between 
people’s choice to access a service, their ability 
to do so and how the NHS responds when that 
services is accessed. There is also a distinction 
between the inequalities in care, and inequalities 
in access to services and underlying health and 
cultural issues.

Chapter Three
PREVENTION, EARLY INTERVENTION 
AND HEALTH INEQUALITIES
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Chapter recommendations

1. 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 co-ordination with 
local community and faith leaders.

2. 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 and unequal 
access to quality healthcare – the latter of 
which is often already within NHS control 
and can be addressed in the short-term.

3. 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.

4. 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.

5. ICSs must treat time as a commodity and 
prioritise the building of relationships at 
place level as much as operational delivery 
of health and care services.

6. 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.

7. 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.

8. ICSs should lobby for national recovery 
targets to be defined by health inequalities, 
not simply national targets and numbers. 
Governance and accountability for health 
inequalities must be made clear to give 
validity to health inequality strategies.

Key points

• The central purpose of an ICS is to 
address health inequalities in its region.

• There are clear correlations between 
the outcomes of integration based on 
a regions deprivation level. Areas of 
higher deprivation have lower levels 
of integration and poorer health 
outcomes at system level, and it is likely 
these trends continue at the place and 
neighbourhood levels.

• Outside of health inequalities defined 
by economic factors, there are major 
disparities in access to healthcare 
services 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 effect real change 
on local economies and spark social 
rejuvenation.

• There is tension between aspiration 
and reality with health inequalities, and 
a sense that reporting structures have 
been taken to system level when the 
truly valuable data can be measured at 
place level.
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9. 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 imposed on 
them.

10. Data must drive actionable insights and must 
be available on the right platform within a 
trusted environment where communities can 
access it and interrogate it, to enable people 
take a positive interest in what is happening 
in their region.

11.  ICSs should consider publishing waiting list 
data split by key demographic and protected 
characteristics to prompt quicker action on 
health inequalities. Data could be categorised 
by 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 accessing health care 
that they face, it may prompt a drastically 
different conversation with regards to 
backlogs and waiting lists, enabling more 
targeted interventions that address the root 
causes of unequal access and outcomes.

Actionable insights and robust data points

There are clear correlations between deprivation 
and the level of health and care integration seen 
in a locality. Recent data from CF shows that 
social deprivation is closely linked with the level 
of system integration in a region. Places with 
higher deprivation tend to have lower levels 
of integration in the local health system. The 
CF data also highlights several disparities in 
access to healthcare services. It also highlights 
that members of the UK’s black population 
are disproportionately detained under the 
Mental Health Act when compared to other 
demographics.

The use of data will of course be crucial here. The 
patient index developed during Covid-19 allowed 
for targeted interventions to increase vaccine 

uptake after data revealed disparities based on 
race, ethnicity and social deprivation. What is 
clear is that identifying the data is only one part 
of the problem – the data must then be used to 
drive actionable insights. The Covid-19 index, 
for instance, enabled providers to increase the 
number of vaccine centres in specific areas.

Actionable insights from data can be derived 
by ‘statistically robust’ data points. Take for 
instance the disparities in cancer diagnosis for 
more affluent areas. According to data from one 
ICS provided by CF, for 10,000 A&E attendances 
where the patient was living in a more deprived 
area, 21 would have resulted in a cancer 
diagnosis. The same CF research suggests there 
would have been 18 if the patients were less 
deprived. These statistics can help identify, 
for instance, that living in less deprived areas 
results in fewer A&E diagnoses of cancer.

The economics of place and the value of public 
services

These figures do not reveal new trends, but 
rather, they expose age old problems. It has long 
been known that the biggest determining factor 
of a person’s life expectancy, and of their healthy 
life expectancy, is where they live. It has also been 
long known that 80 per cent of health outcomes 
are defined by factors outside of care settings, so 
the progression from CCGs to ICBs should come 
with a significant impetus for the health system 
to enact economic and social rejuvenation.35

Indeed, it could be argued that the single 
biggest player in effecting real change at place 
level would be the combined efforts of local 
public sector organisations. Health and care 
account for 15 to 20 per cent of local GDP at 
place level on average, and this is probably 
doubled when taking into account the wider 
public sector organisations.36

It is vital that ICSs are seen as a co-ordination 
point for broad public service integration, 
not simply as machinery to break down silos 
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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 incentivising health providers 
to make prioritised recruitment drives from 
more deprived areas within their localities.

For its part, the NHS has for too long 
understated and underestimated its ability 
to affect the local economies and long-
term outcomes by the strategy through 
which it recruits and train people from local 
communities. Part of the problem of low 
vaccine uptake in certain demographics can 
be attributed to a general distrust of the 
public sector, perpetuated by the fact that the 
public sector is not representative enough 
of the communities it serves. Ensuring that 
members of localities receive the opportunity 
to be employed in the local NHS will be key 
to rebuilding trust. The NHS should ensure 
that job applications are available in multiple 
languages, and that it is possible to apply 
without a presumed level of digital connectivity.

NHS hospitals trusts are often the largest 
employers in a region. As such, they should 
be reflective and sensitive to the needs of the 
communities in which it operates. However, 
while the ‘anchor institution’ role is often 
ascribed to hospitals, the NHS is a long way 
from actually achieving this status in practice

The NHS as a perpetuator of health inequality

The correlation between poverty and health 
outcomes is well known. That is not to say, 
however, that regions with similar levels of 
poverty and deprivation will face similar health 
impacts. In fact, health systems facing what 
appear to be similar health challenges often 
end up with very different outcomes. This 
inequality of access to healthcare is often an 
understated aspect of the health inequality 
debate, but it is certainly no less important.

There is a tendency within certain NHS circles 
to consider health inequality as purely a matter 
of large-scale economic rebalancing and social 
rejuvenation when in actual fact, there are clear 
actions that could be taken by health providers 
to rebalance health outcomes. Many of these 
are short-term actions and easily achievable.

The NHS has already demonstrated its capacity 
for tangible change in this area. Throughout 
the Covid-19 pandemic, for instance, the NHS 
encouraged vaccine uptake by placing more 
vaccine clinics in areas with lowest uptake 
(uptake levels often defined by ethnicity, 
poverty levels and digital connectivity). This 
undoubtably had a positive impact on overall 
uptake of vaccines.

We must separate the aspects that are directly 
under NHS control from longer-term projects 
that will require years of sustained partnership 
working.

NHS organisations must be prepared to have 
frank internal discussions, such as asking why it 
is that people who do not have English as a first 
language have to wait longer for appointments, 
or why it is that people with learning disabilities 
have to wait longer for hip replacements. The 
simple fact is that it is often harder to schedule 
these groups of people.

ICSs can help shift the dial on this, perhaps 
by requiring trusts within the region to 
publish waiting list figures that are split by 
key demographics and protected groups. If 
providers are aware if there are a large number 
of patients on their waiting list who also have 
a history of mental health issues, for instance, 
then that might facilitate action to address the 
root causes of that patient being on a waiting 
list in the first place.

If galvanised and empowered to target these 
groups, issues such as prolonged wait times 
could be eradicated in a relatively short time 
period.  The fact that these trends still exist 
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is nothing short of a national scandal. The 
NHS must engage in a frank self-examination 
as to the role it plays in perpetuating health 
inequalities and must not develop the 
assumption that health inequalities are an ‘ICS 
issue’. We cannot hide behind the idea that this 
is simply a ‘multi-generational’ problem – there 
are clear and actionable courses of action that 
can be followed to address this.

Structures vs relationships

Integrated care is not a new idea, but previous 
attempts to join up services have failed to 
yield significantly better health outcomes. 
Two previous iterations, Accountable Care 
Partnerships (ACPs) and Multispeciality 
Community Providers (MCPs) were shown 
to have little to no real impact on health 
outcomes for populations. The lesson from 
these failed attempts is that integrated care 
is less about structures and more about 
relationships.

As the latest version of integrated care, ICSs 
must have a fundamental goal to improve 
their connections with other local institutions 
– which will often differ dramatically from each 
other in terms of makeup and culture.

Providers will never be able to turn the 
Marmot recommendations into reality without 
this basic relationship building. Population 
health management data can help recognise 
where the inequalities are, but the difference 
in addressing them will be made through 
the relationships at place level between the 
different parts of the system.

ICSs will need to prioritise time to build 
relationships at the place and neighbourhood 
levels. These connections take time to foster 
but they are crucial to making tangible impacts 
on population health. It is important that ICSs 
prioritise time to build these relationships as 
well as focussing on operational delivery of 
care.

There is a cost to this that needs to be 
recognised, but tackling issues like knife 
crime requires relationship building over 
time. Leaders need to be accessible, visible 
and available to other parts of the system 
to facilitate holistic change by improving 
connections with local institutions.

Empowering citizens

Integrated care should help citizens achieve 
their aims in life, rather than simply setting 
standards for performance as clinical 
professionals. For instance, the best outcome 
for a homeless person might be simply not 
getting pneumonia – yet this is not something 
that is celebrated or truly highlighted within 
current ICS constructs. What the system 
‘wants’ is for these people to get a job and 
stop receiving benefits. Conversation is 
heading in the right direction, but more 
power must be given to the individual to 
enable them to have full autonomy over their 
lives.

The NHS should move away from historical 
tendencies, and rather than trying to enact 
change to a community, the emphasis 
must now be placed on collaborating with 
them to co-create solutions.  The NHS must 
accordingly find new and innovative ways 
of landing services in a community, with the 
community – rather than simply placing a kind 
of service there and expecting local outcomes 
to improve

This will help the NHS to become sensitive to 
the needs of communities, to provide the right 
information in the right format, using the right 
language. While data is an important enabler 
to identify problems and target interventions 
at a granular level, these communications 
provisions should extend beyond data.

Change in health inequalities should be 
locally driven, clinically-led and enabled by 
management structures.
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Conclusion

Several themes were highlighted by the 
Network in this discussion, one of which is 
the need to differentiate between outputs 
and outcomes. Political leadership often 
treat matters like levelling up and health 
inequality as a box ticking exercise without 
truly understanding what the real impact is on 
people’s lives.

Another consistent topic was the need to 
rethink the use of data. The health and care 
system needs to think differently about how it 
works with people and communities to shape 
and deliver responses that are underpinned 
by a shared incentive and insight from 
communities. Additionally, once the right data 
has been obtained and harnessed, health and 
care providers must then ask what actionable 
insights can be derived from that data

This is where Marmot’s approach to 
highlighting health inequalities has been canny. 
By publishing an initial report showcasing the 
scale of health inequalities, then following it up 
another 10 years later demonstrating what the 
impact of political decision making has been 
in that time Marmot has been able to track the 
deleterious impact of austerity on the health 
and care system. The Covid-19 pandemic has 

also served to emphasise what an infectious 
pandemic can do to communities already 
experiencing evident disparities. But without 
taking action on the Marmot recommendations 
and bringing them to life, these reports will 
remain memorials in the graveyard of public 
health.

A certain degree of humbleness from the NHS 
is needed if current efforts to address health 
inequality are to yield better results than 
previous attempts. The NHS has essentially 
been trying been trying to address this issue 
for decades. It is time for highly centralised 
organisations within the healthcare system  
to give up control and let other stakeholders 
develop new strategies.

At the same time, the NHS must be more 
aware of the issues that are 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 
relegating health inequality to being  an ‘ICS 
problem’ misses the point and understates 
the scale of the problem. It is hoped that 
the ICS will provide the catalyst to not only 
directly address generational issues of health 
inequality, but to drive immediate and tangible 
action that improves millions of lives.
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