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This study seeks to investigate how Integrated Care Systems have developed 
since July 2022, with a specific focus on how they have managed and overcome 
pressures associated with the planning, coordination and commissioning of 
health and care services. Understanding these systems and their key pressure 
points will allow wider system partners to steer improvement across regions 
through best practices and partnerships across both short and long-term 
pressures. 
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Executive Summary 
 

 

Integrated Care Systems (ICSs) are the latest initiative to plan and deliver joined-up 

health and care services and improve the quality of life for individuals who live within 

their designated areas. 

On 1 July 2022, 42 ICSs were formed across England, with the statutory powers of 

Clinical Commissioning Groups (CCGs) being transferred to the Integrated Care Boards 

(ICBs) and the statutory ascendancy of the Integrated Care Partnerships (ICPs) coming 

online. The function of an ICS is to deliver four core objectives: 

• Improve outcomes in population health and healthcare 

• Tackle inequalities in outcomes, experience, and access 

• Enhance productivity and value for money 

• Help the NHS support broader social and economic development. 

As we approach the end of the first year since their inception, Care England looked to 

understand how these ICSs sought to establish themselves, particularly through the 

lens of the adult social care sector, and the progress made in integrating their local 

health and social care system.  

The core focus of this report is to identify: what is working well, why it’s working well, 
and how we can accelerate the implementation of integrated care which recognises 

the value of the adult social care sector. 

To inform this report, Care England conducted a series of qualitative interviews with 

ICS leaders from across England to understand how their system has developed over 

this period. The report aims to improve the national understanding of how systems 

have managed the transition from CCGs to ICSs and how they have addressed systemic 

barriers to delivering on their four core objectives.  

To achieve this, the report addresses four topics: 

• New structures and managing the change 

• Identifying and overcoming the pressure points 

• The priorities and ambitions 

• Where do we go next? 

The report provides a summary of the key discussions and concludes with a set of 

tangible recommendations that seek to further accelerate the integration between 

health and social care, whilst overcoming barriers. 
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Recommendations 

 

New structures and managing the change 

• ICS leaders should seek to include an adult social care representative (either a 
care provider, a Care Association, or a representative body) on the ICP or the ICB 
to represent the views of adult social care providers. ICSs must take pragmatic 
steps to build appropriate, additional and transparent vehicles that feed directly 
to the ICP or ICB, to enable all elements of the care sector to provide valuable 
insight at a strategic level to aid decisions that work across their local health 
and social care sectors. 

 

Identifying and overcoming the pressure points 

• The Government should legislate ringfenced national funding for ICSs across 
multiple years to enable systems to plan, build, and execute long-term plans 
effectively to support a sustainable health and social care sector. 
 

• The Government should look to adopt a consistent investment basis for ICSs 
wherein systems are given greater autonomy on how funding should be used to 
sustain health and social care.  

 

The priorities and ambitions 

• ICSs should undertake an exercise to gain a complete understanding of their 
adult social care sector market to ensure they are properly addressing needs and 
effectively utilising the strengths that exist within the system. The market 
assessment should be overseen by the Department of Health and Social Care 
and NHS England, who should be empowered to hold ICSs to account to ensure 
systems are taking appropriate measures to build a comprehensive knowledge 
base of their local health and social care market under the scrutiny of the Care 
Quality Commission.  
 

• The Government should develop a national, long-term ‘Adult Social Care 
Workforce Strategy’, which includes and proposes solutions to improving 
workforce pay. This should be adopted by ICSs for their locality, characterised by 
a variety of different methods to support the recruitment and retention of the 
workforce. The strategy should encompass measures for success, with a 
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comprehensive understanding of what such success looks like, to ensure ICSs are 
meeting workforce targets appropriately within their regions. 

 

• NHS England should strive to ensure national oversight of each ICSs’ digital 
make up to ascertain where funding must be allocated to create a standardised 
consistent digital foundation that ICSs can build. This would include 
interoperable data systems that integrate with both health and social care IT 
systems.   

 

Where do we go next? 

• Regional and national shared learning platforms must be developed for adult 
social care, NHS England, and system leaders to promote, ascertain, and develop 
shared learning, to improve the efficiency and effectiveness of integrated 
systems. These platforms must not be designed to exclude or diminish non-NHS 
system partners.  
 

• ICSs should look to consult with representative bodies on strategic decisions for 
feedback and information to ensure that developed policies and ambitions set 
by the system reflect underrepresented areas within their ICS. 
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Introduction  
 

 

Integration is a broad term; according to the Department of Health and Social Care, it 
is defined as the planning, commissioning, and delivery of coordinated, joined-up and 
seamless services to support people to live healthy, independent and dignified lives 
and which improves outcomes for the population as a whole (Department of Health 
and Social Care, 2022).  
 

Integration strives to deliver better outcomes, experiences, and use of resources across 
health and care institutions. Integrated care is essential in improving care for people 
with long-term conditions who require ongoing care and support (World Health 
Organisation, 2016).  
 

Attempts to integrate health and social care have been a national priority for a number 
of decades. In the last ten years, we have moved from Primary Care Trusts to CCGs and 
now to ICSs, all with a common intention of creating partnership organisations that 
come together to plan and pay for health and care services to improve the lives of 
people who live and work in local areas.  
 

The integration agenda has been reinvigorated by the introduction of 42 ICSs through 
the Health and Care Act 2022. The Health and Care Act is based on the idea that 
collaboration between system partners, including hospitals, GPs, social care, and 
others, is needed to improve local services and make the best use of public money. 
ICSs are the cornerstone of this ambition.  
 

Whilst ICSs have existed informally since 2016, they have had to operate informally 
until the introduction of the Health and Care Act last year. Most recently, the NHS was 
made up of 106 CCGs across England. CGGs represented clinically-led statutory NHS 
bodies responsible for the planning and commissioning of healthcare services for their 
local area. ICSs, in contrast, are geographically based partnerships that bring together 
providers and commissioners of NHS services with local authorities and other local 
partners to plan, coordinate and commission health and care services.  
 

ICSs are made up of two constituent and statutory parts. The ICB has taken on the NHS 
planning functions previously held by CCGs, with authority over how the NHS budget 
for their area. Conversely, the ICP brings the NHS together with other key partners, 
including the adult social care sector, to develop strategies to improve the health and 
wellbeing of local populations.  
 

The health and social care system faces enormous pressures, with significant vacancies 
across both sectors, record numbers of people waiting for routine hospital treatment, 
a growing number of people awaiting social care assessments and health inequalities 
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and inequities widening (Care Quality Commission, 2022). This is against a backdrop of 
an ageing population and significant underfunding from central Government.  
 

ICSs represent a real opportunity to foster tangible change and overcome historic 
barriers impeding achieving meaningful integration, thereby alleviating the current 
pressures and driving positive outcomes. For this hope to be actualised, ICSs must 
forge equal partnerships across system partners which will subsequently improve the 
range and quality of support provided.  
 

National reports have been commissioned and produced to provide an independent 
review of ICSs, most significantly the Hewitt Review, which examined how the oversight 
and governance of ICSs can best enable them to succeed. Wider reports, such as the 
Fuller stocktake report, have also reviewed what is working well, why it’s working well 
and how we can accelerate the implementation of integrated primary care.  
 

This report aims to provide an alternative and novel insight into how ICSs have 
progressed over the last year, with a particular focus on the centrality of the adult 
social care sector in the success of ICSs.  
 

To achieve this Care England interviewed eleven ICS leaders across ICBs and ICPs asking 
them to reflect on the progress made in the last year, what pressures have been faced, 
and how these have been overcome, all whilst looking through the lens of adult social 
care provision. 
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Methodology and methods  
 

 

This report is based on a qualitative research project which used a framework analysis 
to analyse eleven semi-structured interviews concerning how ICSs have developed 
since July 2022, with a specific focus on how they have managed and overcome 
pressures associated with the planning, coordination and commissioning of health and 
care services.  
 

A qualitative study was chosen as qualitative methods permit a deeper understanding 
of experience and meaning from the perspective of the participant (Hammarberg and 
de Lacy, 2016). Qualitative interviews permit an exploration of complex issues and 
values. This was particularly appropriate for the present study which has been shown 
to be multi-layered and complex.  
 

A semi-structured interview is particularly appropriate for research seeking to explore 
detail concerning the lived experiences of respondents (Flick, 2008). The design allows 
the interviewer to remain true to the research objectives but allows the respondents 
to construct and portray information in their own words (Roulston, 2010). 
Furthermore, the design allows the researcher to probe for more information on 
answers of particular interest and seek clarification on answers which were unclear.  
 

 

 

Sampling and recruitment  
 

The target population was identified based on the following inclusion criteria: the 
respondent currently sits on the ICB or ICP and holds decision-making responsibility 
which informs the strategy and ambitions of the ICS. This project was deemed a 
minimal-risk project as it did not involve vulnerable participants, nor were there any 
foreseeable risks to the participants.  
 

The targeted sample size decided on was ten participants with coverage across all 
seven NHS regions. The sample size selected was to ensure the local variation between 
ICS was recognised and accounted for as robustly as possible. Whilst the challenges 
facing each ICS are not the same, as populations, pressures and resources vary widely 
between areas, we wanted to explore what was working well and what was not both 
locally and nationally.  
 

The respondents were sourced through pre-existing connections available to the 
researchers. Since the inception of ICSs, Care England has conducted an array of work 
with ICS leaders. This research project formed a continuation of this programme of 
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work. Accordingly, participants were recruited within the research team’s formal 
network who met the inclusion criteria.  
 

An overview of the research project was sent to prospective participants, alongside an 
Information Sheet which explained the nature of the interview. If interested, the 
respondent contacted the researcher. No immediate time pressure was placed on 
respondents to allow sufficient time to consider the information (Wilson, Draper and 
Ives, 2008). Respondents were selected on a first-come-first-serve basis. Prior to the 
interview, the participant was presented with a Consent Form and given appropriate 
time for completion to ensure informed consent.  
 

The final sample reached eleven participants which covered six of the seven NHS 
regions.  
 

 

 

Setting  
 

Virtual interviews were conducted via Microsoft Teams at a date and time convenient 
to respondents in May and June 2023. Whilst face-to-face interviews would have been 
preferable, virtual interviews still allowed the researcher to recognise visual cues which 
can help build rapport and interpret responses (Novick, 2008).  
 

 

 

Topic Guide  
 

This research study assumed a diachronic topic guide (Weiss, 1995). The research 
question possesses a temporal dimension as how to ICSs have developed since July 
2022. By nature, this represents the accumulation of information, decisions, and 
behaviours over time. The Topic Guide was prepared to be appropriate for participants 
who sat within either the ICB or ICP. All questions were formulated as open questions 
to allow the participant to answer the questions subjectively.  
 

The first topic sought to explore the participant’s perceptions of the current pressures 
and tensions within their ICS. Accordingly, attention was given to how the transition 
from a CCG to an ICS has been managed, what pressures have arisen or carried through 
to the ICS, the barriers which have previously and are currently impeding integration, 
and a reflection on the ICSs priorities within its first year.  
 

The second topic examined the role of adult social care within the ICS, particularly 
reflecting on the governance structure of the ICS and how the adult social care sector 
was represented.  
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The third topic looked to undercover how Care England could support the ICS and 
wider ICS leaders in meeting their ambitions as well as driving the integration agenda 
forward at a national level. This topic also looked to explore what is currently working 
well in the system and how this good practice could be brought to bear at a national 
level.  
 

The final topic explored the future of the participant’s ICS, predominantly looking at 
how they plan to drive change and move towards a truly integrated system which 
recognises the significance of the adult social care sector.  
 

 

 

Data collection and transcription  
 

The interviews were recorded using an audio recording device. Although audio 
recording devices denote limitations such as their intrusive nature (Weiss, 1995), their 
use was deemed necessary to permit verbatim transcription thereby allowing the 
participant’s comments to be quoted word-for-word. Permission to record the 
interview was sought with all three participants in the Consent Form. Transcription was 
performed by the research team to allow for immersion within the data. Following 
transcription, the transcripts were emailed to the participants to confirm if they were 
happy with the accuracy. The audio files were stored on a password-protected private 
computer and managed in line with the UK’s Data Protection Act. 
 

 

 

Data analysis  
 

The data was analysed using a framework analysis. Framework analysis is a matrix-
based approach which involves creating codes based on the content of the data and 
then clustering the codes into categories (Dixon-Woods, 2011). Central to the analysis 
is the iterative process of moving between stages which enables the researcher to 
develop a conceptual framework (Ritchie and Spencer, 1994). A framework analysis 
was appropriate for this study as it enabled the researcher to capture different aspects 
of the phenomena under investigation and analyse the relationships methodically 
using interconnected stages.  
 

As with all forms of data analysis, analysis is influenced by the characteristics of the 
analyst (Galdas, 2017). Accordingly, this project benefited from multiple researchers 
who were able to corroborate findings.  
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Following transcription, open coding took place, whereby transcripts are read line-by-
line and the content, whether literal or implicit, was noted. The codes referred to 
beliefs, emotions, observations, and behaviours (Gale et al., 2013). This stage was 
completed with printed versions of the transcripts.  
 

The following stage consisted of developing the analytical framework. Following the 
open coding of two transcripts, the codes were compared and grouped into categories, 
see Excerpt 1. This process formed the analytical framework that was applied to the 
remaining transcripts.  
 

 

 
Excerpt 1 – Example of grouped coding. 

 

 

After the application of the framework to the transcripts the data was charted into a 
framework matrix. A table was used, Excerpt 2, to summarise the data from each 
category established by the analytical framework. The codes for each category were 
presented using verbatim words and phrases thereby pertaining to the participant’s 
original message.  
 

 
 

Excerpt 2 – Example of framework matrix. 
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Findings and Discussion  
 

 

New structures and managing the change  
 

The introduction of ICSs represented the largest legislative change in England for both 
the health and care sectors in a decade. This change was felt across all ICS leaders 
interviewed. 
 

The change was perceived by many as the formalisation of previous practice, with the 
introduction of a statutory framework. One ICS leader described the change as being 
perceived as a “lift and shift exercise” as the Health and Care Bill 2022 made its way 
through Parliament.  
 

This perception was quickly debunked as all ICS leaders described significant change 
within their respective systems, mainly owing to the required governance and 
accountability changes, but in particular, the creation and divide between an ICB and 
ICP. Both structures required significant reformation of internal practice at a fast pace 
to meet their core requirements, namely the ICB continuing to deliver commissioned 
NHS and care services and the ICP delivering an Integrated Care Strategy, which was 
due to be returned to Government in December 2022, to help inform the direction of 
the ICB. This has been set against a context of statutory duties, including deploying 
initiatives to improve population health and reprimand health inequalities.  
 

Before their statutory introduction, across the country ICSs were already operating 
as informal partnerships using soft powers and influence to achieve their objectives. 
The maturity of these informal partnerships, as well as the previous relationships and 
structures which existed, have dictated how significant the size and speed of the 
change have been as ICSs have moved from CCGs. This contrast can be seen between 
the two following ICS leaders: 
 

“It really does feel like a new organisation that has had to pick up a number of legacy 
issues.”  
 

“We are building on fairly firm foundations… We have had a long track record of 
partnership through the era of the STPs. In our ICS we had an effective health and care 
partnership which was the predecessor body of our ICP.”  
 

Establishing a hierarchy of control governed by accountable bodies within the context 
of a new statutory framework is no small task. It has required a significant change in 
ways of working. However, these new ways of working have generated an immense 
amount of positivity, with the desire to drive meaningful positive change at the core of 
every ICS we interviewed. There was a recognition that despite longstanding goals to 
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integrate health and social care services, there is limited evidence to suggest this has 

been achieved. Consequently, there is a newfound sense of optimism and opportunity 

within each ICS with a recognition that ‘more of the same’ is not an option. As two ICS 

leaders outlined: 

 

“The ICB wants to add value rather than just repeat what we might normally do in an 

NHS type organisation which has traditionally worked with NHS partners.” 

 

“There is a huge amount of engagement happening across our system. It will be 
pointless for us, as an Integrated Care System, to replicate, reproduce, or do the same 

thing again.”  
 

A recognised barrier to driving the integration agenda forward has been the limited, 
or omissive, engagement with the adult social care sector. The ICB leaders we spoke to 
outlined their proactive steps to ensure the voice of adult social care was heard at both 
the ICB and ICP. The extent to which the sector was being engaged and how the sector 
was engaged differed significantly between ICS.  
 

If the ICS has a strong Care Association, this often acted as the primary vehicle for 
engagement as they are perceived to be a singular voice which could speak 
representatively on behalf of the local care providers within their membership. 
However, this representation is typically isolated at the ICP level. At an ICB level, the 
adult social care sector was often referenced as being represented by the local 
authorities. The strength of a local authority’s ability to represent the adult social care 
sector divided ICS leader perspectives.  
 

There was a strong acknowledgement of the challenges associated with ensuring 
meaningful representation of the adult social care sector, which was often cited 
because of the sector's diversity. As one ICS leader referenced: 
 

“I think we have got a good foundation, but I think there is probably more we could. I 
suppose a challenge would be there are hundreds of providers in the area and therefore 
it’s quite difficult to have one voice for them.”   
 

Despite the varying levels of representation within the governance structure of the ICS, 
every ICS leader recognised the importance of ensuring the voice of the adult social 
care sector was heard at all levels of the ICS. This has led to a variety of initiatives being 
employed. As the ICS leader from Kent and Medway described: 
 

“We introduced a ‘Together We Can’ symposium where we brought together partners 
from across the ICS to really think about how we develop our Integrated Care Strategy. 
I think that’s given us a really good platform to hear what the key issues are and to 
reinvigorate the commitment in Kent and Medway to working together as a system to 
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deliver on some of our challenges, but also make sure we can identify the right shared 
outcomes to support our ambitions.” 

 

The Integrated Care Strategy was noted as a key catalyst for prompting and promoting 
rigorous engagement with the adult social care sector. There was a desire amongst 
those ICS leaders who discussed their strategy to use the learning from engaging with 
the sector as part of the development of their strategy to move beyond ad hoc 
engagement and move towards capturing meaningful feedback continuously.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

15 | From Inception to Implementation: A Year of Integrated Care Systems 

 

Identifying and overcoming the pressure points  
 

The introduction of ICSs has not come without its challenges. The key pressure 
elucidated during the interviews was that of finances and funding. These were both 
internal, as well as external.  
 

From an internal perspective, ICS leaders described the reality that despite the 
introduction of ICSs as new systems, historic financial pressures were carried through 
from previous structures, not least those pressures of deficits and debt inherited from 
acute trusts and CCGs.  
 

The Government has exacerbated these historic pressures by introducing a 
requirement for ICSs to reduce their operating costs by 30% within a year. All ICS 
leaders referenced this as a primary source of concern which has affected the balance 
between addressing short and long-term pressures. This is against a backdrop of 
meeting new statutory duties, namely improving population health and reducing 
health inequalities. As one ICS leader described, “We have been tested early and tested 
hard.”  
 

This balancing act, poised between the operational and financial pressure of the day-
to-day running and the statutory functions of ICSs, has created a reality where there is 
concern amongst ICS leaders that the short-term pressures will undermine the longer-
term purpose of ICSs. This balancing act is only made more challenging by the 
legislative framework in which ICS leaders are currently operating. This was something 
highlighted by the majority of ICS leaders. As two ICS leaders outlined:  
 

“The things that are barriers [to integration] are the politically led parts. You have the 
Care Act and statutory NHS frameworks. These do not speak to each other.”  
 

“The Health and Care Act probably made it more difficult [to integrate health and social 
care] because it placed more statutory responsibilities on the NHS and did not support 
integration.”  
 

There was a clear desire for ICSs to have more autonomy in how they will meet central 
targets, with a particular movement away from short-termism towards longer-term 
strategic planning backed by ringfenced and sustainable funding packages. It was clear 
that ICS leaders felt there was not enough money in the system, and the way the 
funding comes down to the NHS and then to the local authorities under the Better Care 
Fund creates challenges and does not resemble an efficient system.  
 

ICS leaders appreciated the cost pressures faced by the adult social care sector as a key 
priority and pressure point across the health and social care continuum. There was 
ultimately concern that people were not able to receive the right care, at the right time 
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in the right place. Blame was apportioned to central government with reference made 
to the years of austerity and how this has resulted in local authority funding being cut 
in relative terms. This has in turn affected the financial viability of many care providers, 
which slowed progress in creating a sustainable system that can foster meaningful 
integration. This has meant ICS leaders have had to remain pragmatic and creative in 
finding solutions to aid care providers:  
 

“We all know that we are not necessarily going to get more money into the sector, but 
actually, we have got to do something different with the resources we already have, 
and we are going to have to challenge ourselves to make those resources go further.”  
 

A strong sentiment was made regarding garnering a greater understanding of 
respective markets and ensuring capacity for the right care services. Several ICS leaders 
cited that there was either a “threadbare” market or a market operating at 
“overcapacity.”  
 

The implications of cost challenges for the care sector were most explicitly discussed 
within the context of the current workforce challenges, against a wider sentiment 
around fee rates from local authorities residing below the cost of care. All ICS leaders 
acknowledged that the social care market has a real issue with recruitment and 
retention, at present. It was cited that care providers will regularly report workforce 
shortages as they are losing staff to the NHS, Amazon, Aldi and other big employers 
who have strong roots in local areas and can pay staff a better salary than adult social 
care providers can currently offer. This nuance was caveated that the cause of the issue 
is central Government underfunding and parity with the NHS. One ICS leader stated: 
 

“We recognise that there isn’t the same level of funding available for social care and 
the social care [workforce] plan doesn’t have that line of resource attached.”  
 

These financial and workforce challenges were cited as being intertwined with the 
success of the system as a whole. Particular reference was made to the whole-system 
issue of pressures in social care worsening pressures in urgent and emergency care 
which cyclically has a knock-on effect on the pressures being faced by the social care 
sector. These were worsened through the Covid-19 pandemic and have continued to 
peak through the Winter seasons. To combat this, ICS leaders employed strategies to 
ensure these pressure points were remedied or diminished. The West Yorkshire ICS 
leader stated that: 
 

“Both the local NHS and social care teams worked together in the hospital to try and 
mobilise people in anticipation to come out of the hospital. We have our in-house team, 
which is rated Outstanding by the CQC, which the council funds and will support 
anybody for six weeks in coming out of the hospital in their home for free.” 
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The Priorities and Ambitions  
 

To truly operationalise the integration between system partners then, ICS leaders 
recognised that there were immediate priorities that they must address at a system 
level, to achieve what previous attempts at integration could not, but these needed to 
be balanced against longer-term and aspirational priorities and ambitions.  
 

The immediate priority for all ICS leaders we spoke to was ensuring safe and quality 
care was delivered across the ICS. There was a recognition that ICSs must prioritise 
their own understanding of their local care market; they must look to account for the 
full diversity of their adult social care market with an awareness of the intricacies, and 
specialisms, that the market holds. With a full understanding of their capabilities, they 
can utilise this sector to their full capacity when implementing their localised strategy.  
 

Recognising that every ICS is unique, there was a variance in approaches to ensuring 
the right care was being delivered. Multiple ICS leaders raised the prioritisation of the 
“Home First” initiative, with the end goal of avoiding unnecessary admissions into 
hospitals or care homes when they can receive the level of support needed in a 
capacity that still keeps them independent.  

This sentiment was balanced against the need for a plural and diverse market induced 
as a result of the growing demand and complexity of health issues faced by an ageing 
population. “Home-First” initiatives do not necessarily reflect that ICSs should 
endeavour to avoid admissions into both health and care, but to ensure that the 
correct level of care is provided to the individual in a place they identify as home. 
Building integrated community health teams, in partnership with the care sector, plays 
a significant role in this and avoiding unnecessary hospital admissions, as evidenced 
by the Leicester, Leicestershire and Rutland ICS Leader: 

“We’ve got a geriatrician car…rather than an emergency ambulance being dispatched 
immediately if it's non-life threatening…the geriatrician’s car goes to the care home…. 
we're preventing around 100 emergency admissions a month using that model… 
patients love it, ‘cause it's within what they call home.” 

Moving beyond prioritising an understanding of local care markets, there was a 
universal recognition that there was insufficient money in the system. ICS leaders 
noted the financial challenges faced by different organisations, and that there is a 
priority for systems to adopt measures that would encourage appropriate resource 
allocation. This would allow sufficient exploration of innovative ways to use the funding 
available within the health and social care sectors to resource system partners 
effectively and improve individual experiences and outcomes. By integrating funding, 
ICSs can streamline the operational barriers between partners, ensuring those 
experience a streamlined, integrated service that meets their needs. Multiple ICS 
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leaders envisioned this priority through the frequent uses of pooled budgeting and 
joint commissioning of services to meet people’s needs efficiently: 

[When referring to pooled budgeting and joint commissioning] “That will make a huge 
difference in terms of outcomes for individuals, but also relieve pressure on some of the 
statutory resources from both the social care and NHS perspective as well.” 

“We are taking individuals from the point of assessment through to the point of safe 
placement in the community with an integrated, single managerial approach.” 

The ambition to do more within the constraints of the current funding envelope was 
balanced against the desire to move away from short terms funds. There was a desire 
for the Government to help unlock ICSs’ ability to develop sustainable, long-term 
solutions instead. Two ICS leaders acknowledged that national Government initiatives, 
designed to support systems address issues, would have been better utilised if the 
systems themselves were given autonomy to utilise the funds more effectively: 

“We need the Government and the Department of Health and Social Care to delegate 
responsibility to ICSs; give us the money as a lump sum, not slithers through the BCF, 
D2A or Winter Pressures.” 

“When we’re trying to sort these things out [Winter Pressures] and you’ve got some 
short-term funding that comes in… actually we want to be more proactive around 
planning around how we could those resources at a much earlier point.” 

Another priority outlined by ICS leaders was the use of data and digitisation. Digital 
transformation is a vital ambition that ICSs must have in order to enable them to 
successfully meet their core objectives, as ‘the digitalisation of health provision 
underpins many of the changes envisaged for the NHS and is depicted as central to the 
enhancement of patient care’  (Knight A; Burdet T, 2021). When ICSs support partners 
to digitalise their systems, and ensure that they are interoperable with one another, 
they unlock a wealth of data that can evidence and inform key strategic decisions at 
the system level.  

One ICS leader recognised that data is “a game changer actually in terms of how we 
work”, and another highlighted that “a single source of truth is a big priority” for the 
operationalisation of their system. Access to all-encompassing data at system level 
improves the efficiency and continuity of integrated care. Two of the ICS leaders we 
interviewed, which were both at different stages of this data journey, recognised this 
need: 

“We do not have a one-system means of reporting. We have Capacity Tracker but it 
omits issues. We need to put more around it.” 
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“Having a single version of the truth at quite a granular level that everyone accepts 
means you can then much more quickly move the conversation onto what are we going 
to do about that and get those people to the right place for the care they need next.” 

The ICS leaders we spoke to acknowledged how advancing digital systems within their 
locality can unlock new ways for system partners to work together, specifically in terms 
of the health and social care workforce. Approaches like this would allow individuals 
to receive the same quality care, but in a more streamlined approach that consults 
multiple factions within both health and social care, without putting additional 
pressure on the workforce. The ICS leaders interviewed referred to the introduction of 
“virtual wards” with “integrated teams” monitoring the services. 

However, all ICSs acknowledged that support mechanisms through digital technology 
and integrated systems alone are not enough and that a key priority reflected by ICS 
leaders was to support the care sector with the ongoing systemic workforce pressures.  

ICS leaders underlined the need for a multi-faceted approach to workforce 
development, including career opportunities, skills development, and recruitment 
strategies to strengthen the social care sector.  

There was a deep recognition of the need to stabilise and improve the social care 
workforce in the short and long term. A handful of the ICS leaders highlighted 
ambitions to expand their current target audiences for recruitment campaigns to 
include more pools of individuals which could resource the workforce, as outlined by 
one ICS leader:  

“We are beginning to think about how can we connect people who are in long-term 
unemployment back into the care sector and… those who are of different age groups 
or potentially even people who might be veterans or have long-term conditions.” 

Kent and Medway ICS highlighted the use and development of recruitment tools which 
has had a positive system influence on the social care workforce: 

“In Kent, through partners in Kent County Council, they adopted the CareFriends app in 
2021 but also funded the Kent Care App... we’ve got over 8000 licenses that are funded 
through the Council... that’s enabled us to also work together around developing the 
Kent and Medway workforce strategy.” 

In the longer term, ICS leaders raised the ambition of professionalising the social care 
workforce, with a focus on creating pathways for individuals to develop and build long-
term professions in these fields. Similarly, one ICS leader noted the positive reception 
that was felt by institutions offering several training programs designed to improve 
skills and knowledge within the workforce such as Infection Protection Control, falls 
training, apprenticeship levy, and their management training which is offered system-
wide. 
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Where do we go next? 

 

With the first year of ICSs now completed, it begs the question, what's next? As 
highlighted already, there are areas of operational success but acute pressures that will 
continue to hinder efforts of integration if not resolved. This section will look to analyse 
the support ICSs need to integrate themselves in the years further to come under three 
categories: shared learning, representation, and accountability.   
 

Although ICSs were building on, in essence, foundations that the previous CCGs had 
been bound by, the amalgamation of various groups into the newly established ICS still 
required significant groundwork. Throughout the interviews, when asked about wider 
support, all but three ICS leaders noted the benefit of shared learning. The promotion 
of shared learning can be primarily seen to benefit operational developments within 
an ICS. Particularly how it could improve a wider understanding of how a system could 
improve on its transition from a group of CCGs to an ICS:   
 

"Other ICSs…are building a capital programme and I think they've been able to flex the 
rules better than we've been able to do here... Can we learn from this? They're 
operating with the same framework, but they're able to flex the rules more, you know. 
Can we change the culture of how we do things?" 

 

More nuanced operational shared learning was discussed, and a clear theme was a 
desire to learn from others. Amongst some of the ICS leaders, there was an 
appreciation that as new entities in year one, ICSs do not have a complete 
comprehension of their adult social care market and therefore require external 
support to increase this understanding. Two ICS leaders outlined their view that the 
sharing of best practices and learning from other systems would be of benefit to them:  
 

"External support of sharing best practice examples from others… I am interested to 
see what good might look like in other systems in terms of how do we make reporting 
not just acute health-focused, how do we capture social care." 

 

"To share innovation from other parts of the country, but also working with partners in 
the private sector or beyond, internationally even, in terms of research and innovation 
vision." 

 

Shared practice can be delivered in various forms. As already outlined, successful case 
studies of what is working well are viewed as a helpful tool that can guide an ICS, or 
benchmark to ascertain if a proposed policy would work.  
 

A third form of shared learning that was discussed was external input from other 
organisations. Two ICS leaders perceived it as a tool to validate travel direction and 
align local and national objectives:  
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"It is about having your insight and support when setting objectives across health and 
social care when we are looking at priorities." 

 

"Create a shared, better understanding of the common set of challenges, but also 
offering some of the opportunities as well.” 

 

As showcased, there is a clear desire to learn from others to increase success 
measures. However, wider, and external support is not solely isolated to the delivery 
of shared learning. Direct representation of care representatives within the 
governance structures of an ICS could be a tool to aid greater integration between 
health and social care. One ICS leader recognised the benefit of having national 
representatives around the table, on topics which require a greater understanding of 
the functionality of the adult social care sector: 
 

"We need you [Care England] in the room around fee setting." 

 

Outside of specific topics in which external organisations could provide valuable 
insight, there was recognition of the media's role in the public perception of adult 
social care. As noted by one ICS leader:  
 

"I don't think the narrative in the media is educated enough about what the real issues 
are in adult social care. They constantly talk about how the cost of social care tools, 
and they don't talk about the fact that there is no money in the system now for people 
in it… I would like Care England to speak about how important it is for local authorities 
to be funded." 

 

With the population ageing and the demand for care increasing, there will be to be a 
greater reliance on adult social care. However, the hegemonic discourse portrayed in 
the public domain does not consistently portray the sector as a cornerstone of societal 
protection and an integral part of our economy. Having external support and 
representation within the system level of an ICS can help overcome cultural barriers 
and public perceptions that have impacted the care sector's development. Another ICS 
leader built upon this view: 
 

"I think there is something about how visible you [Care England] can be to help work 
with ICBs to get them to understand what the challenges are of the care providers, and 
what opportunities you think there are within that which help health just as much as 
any other part of the system." 

 

Representative bodies are made up of a diverse range of organisations and therefore 
have diverse networks and forums in place that ICSs can utilise. The benefit of engaging 
and working with national bodies can provide ICSs with the opportunity to engage with 
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these networks and forums to further refine their policies and engagement with the 
care sector. One ICS leader outlined that: 
 

"We would be foolish not to capitalise on the experience that your organisation [Care 
England] and other networks have. So, I think we need to find a way of tapping into 
existing networks, forums and representative organisations where possible."  
 

More knowledge can be shared across ICSs through external organisations, enabling 
shared learning and promoting good practice. Finally, when considering wider 
representatives within the adult social care sector, it should be considered how those 
networks can be used to support local and regional lobbying. As one ICS leader quoted: 
 

"Care England might help us by lobbying or advocating for balanced funding for social 
care in the context of workforce development." 

 

The workforce challenges adult social care providers are currently facing is one that is 
widely recognised by many ICSs. Yet, there is still no long-term social care workforce 
plan that would create parity with the NHS. ICSs, therefore, recognise that working 
with representatives and colleagues could pave the way for localised approaches to 
further support and integrate the health and social care sector further.  
 

Finally, it is important to highlight the importance of accountability and how external 
support can increase an ICSs’ accountability to ensure it meets the needs of the entire 
health and social care sector, rather than the former. Adult social care providers are 
often concerned that health and social care policies are first and foremost directed at 
the healthcare sector, with social care being an afterthought. Whilst this culture is not 
true across each ICS, care providers nonetheless can feel excluded from the 
governance structure of an ICS. The right accountability measures can help keep 
systems aligned with the needs of the adult social care sector. As highlighted by one 
ICS: 
 

"I think it's an opportunity for you [Care England] to reach out to ICBs with the 
challenges but also what are the opportunities. That would be a really good, positive 
place to be. Also engaging with NHS England and NHS Confederation as well on what 
some of those joint opportunities look like." 

 

Accountability would enable more dynamic development of more considerate policies 
that benefit both health and care. Another ICS leader built on this motion: 
 

"I think there are certain debates and discussions which need to happen with our 
national leaders and opinion formers and that is something I think we could do 
together." 
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System leadership is also important when considering the remit of accountability. 
Within an ICS, several leadership roles have varying functions and responsibilities. As 
highlighted previously, knowledge sharing is always needed. Therefore, system leaders 
should be seeking support from non-healthcare partners. As one ICS leader outlines: 
 

"Where support would be helpful is system leadership as this does require different 
skills and it's a different way of working." 

 

Holding leaders to account should seek to highlight knowledge gaps that will help ICS 
leaders improve their understanding of the social care sector. It will also open the door 
to further opportunities and shared learning, as different ways of working can lead to 
elements of what has worked well in social care being transferred to health and vice 
versa.  
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Conclusion  
 

 

While the individual experiences of integration over the last year are unique to each 
ICS, throughout the scope of this report and the interviews conducted to inform this 
project, each ICS reported similar overarching challenges and identified similar needs 
to be met to overcome them.  
 

We have outlined recommendations that should be considered by the Government, 
NHS England, and ICS leaders to implement and establish meaningful integration with 
the adult social care sector.  
 

 

New structures and managing the change 

 

With the introduction of ICSs and the strong desire from ICS leaders to facilitate 
meaningful and positive change, there was recognition that there must be significant 
reformation to the governance structures. ICS leaders acknowledged the importance 
of hearing the voice of the sector at all levels within their system. Whilst local authority 
representation is welcome across ICBs and ICPs, local authorities do not speak for the 
care sector. There is clear value in having direct care provider or representative body 
involvement at the ICP and ICB levels.  
 

 

Recommendation 

 

• ICS leaders should seek to include an adult social care representative (either a 
care provider, a Care Association, or a representative body) on the ICP or the ICB 
to represent the views of adult social care providers. ICSs must take pragmatic 
steps to build appropriate, additional and transparent vehicles that feed directly 
to the ICP or ICB, to enable all elements of the care sector to provide valuable 
insight at a strategic level to aid decisions that work across their local health 
and social care sectors. 

 

 

Identifying and overcoming the pressure points 

 

The ambition of establishing a fully integrated health and social care system in isolation 
is incredibly significant. The Government’s demand for ICSs to reduce their operating 
costs by 30% has only hindered ICS leaders’ ability to realise this ambition. This first 
year was recognised by ICS leaders as a transitionary, foundational year to focus on 
establishing the baseline which subsequent years will build on. This Government’s 
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requirement to reduce operating costs by 30% has forced systems to reprioritise 
previously foreseen targets and comes at a time when financial challenges are being 
cited as one of the key factors impeding success for these systems. With system 
partners recovering from severe Winter Pressures, the Covid-19 pandemic, and the 
health and social care sector suffering from chronic Government underfunding, ICS 
leaders noted that they must look at addressing short-term pressure points, which 
delays achieving their long-term goals. 

Recommendations 

• The Government should legislate ringfenced national funding for ICSs across
multiple years to enable systems to plan, build, and execute long-term plans
effectively to support a sustainable health and social care sector.

• The Government should look to adopt a consistent investment basis for ICSs
wherein systems are given greater autonomy on how funding should be used to
sustain health and social care. Locally.

The priorities and ambitions 

To further the integration agenda, ICS leaders identified that they must prioritise 
cultural reform to build trust among partners and a more cohesive system that 
integrates health and care partners. To achieve this multi-faceted priority, ICS leaders 
need to analyse their care market in-depth and understand their role and capabilities 
within the system. ICS leaders expressed the ambition to integrate services and pull 
down existing barriers to pool their budgets, services, and teams to improve individual 
outcomes. For nearly all the ICS leaders interviewed, this priority was dependent on 
addressing the social care workforce crisis, which included issues around pay, 
recruitment, and retention. It was highlighted how digital transformation could help 
ease the pressure of workforce challenges and should be utilised further.   

Data was recognised as a tool to provide crucial information that would improve the 
quality and delivery of care. Wider digital transformation was perceived as a vessel 
that would unlock new ways for systems to work together and create more streamlined 
approaches to developing new models of care. Whilst steps are being taken to 
accelerate the progress of digitally transforming the health and social care sector, it 
was recognised by ICSs that systems are at different stages of their digital journey.  
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Recommendations 

• ICSs should undertake an exercise to gain a complete understanding of their 
adult social care sector market to ensure they are properly addressing needs and 
effectively utilising the strengths that exist within the system. The market 
assessment should be overseen by the Department of Health and Social Care 
and NHS England, who should be empowered to hold ICSs to account to ensure 
systems are taking appropriate measures to build a comprehensive knowledge 
base of their local health and social care market under the scrutiny of the Care 
Quality Commission.

• The Government should develop a national, long-term ‘Adult Social Care 
Workforce Strategy’, which includes and proposes solutions to improving 
workforce pay. This should be adopted by ICSs for their locality, characterised by 
a variety of different methods to support the recruitment and retention of the 
workforce. The strategy should encompass measures for success, with a 
comprehensive understanding of what such success looks like, to ensure ICSs are 
meeting workforce targets appropriately within their regions.

• NHS England should strive to ensure national oversight of each ICSs’ digital 
make up to ascertain where funding must be allocated to create a standardised 
consistent digital foundation that ICSs can build. This would include 
interoperable data systems that integrate with both health and social care IT 
systems.

Where do we go next? 

There is a clear recognition by all ICS leaders that external support can promote greater 
shared learning, accountability, and collaboration between health and care through 
stronger representative support. Such tools will be instrumental in the years to come 
as ICSs further the integration agenda. They also provide ample opportunity for the 
development of localised approaches within their systems. Sharing knowledge, best 
practices and successful case studies can generate shared commonality between 
systems. Whilst platforms, such as NHS Futures exist, they can be difficult to navigate 
and are perceived as an NHS platform, not a health and social care system platform. 

The increased representation of representative bodies and engagement with external 
organisations outside the healthcare sector can act as conduits for good practice at an 
individual, local or national level, by providing crucial insight into sector knowledge 
that an ICS may not have access to. Finally, representative organisations can increase 
accountability measures within an ICS, to ensure that the direction of travel meets the 
needs of all sector partners. 
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Recommendations: 
 

• Regional and national shared learning platforms must be developed for adult 
social care, NHS England, and system leaders to promote, ascertain, and develop 
shared learning, to improve the efficiency and effectiveness of integrated 
systems. These platforms must not be designed to exclude or diminish non-NHS 
system partners.  
 

• ICSs should look to consult with representative bodies on strategic decisions for 
feedback and information to ensure that developed policies and ambitions set 
by the system reflect underrepresented areas within their ICS. 

 

 

As ICSs progress into their second year, many of the challenges they face remain the 
same as they did upon inception over 365 days ago. Despite this, there are plenty of 
examples of innovative initiatives and positive steps towards a truly integrated health 
and social care system. This report should be viewed as a guide to help ICS leaders 
across England address integration challenges and enhance successes. Care England 
will continue to promote best practices and work with ICSs across the country to 
ensure meaningful integration proceeds and thrives.   
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