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Integrated care systems in London

Key messages
•

The development of integrated care systems (ICSs) across England is the
latest step in a series of policy measures intended to encourage closer
partnership-working between local NHS organisations, local authorities,
voluntary sector organisations and others. Over time, these partnerships
will have greater collective responsibility for managing NHS resources and
performance and for changing the way care is delivered.

•

The five systems that now cover London have their roots in partnerships
established in 2016. Over the five years since then, relationships and trust
between local leaders have strengthened, and the ways of working and
governance arrangements that underpin the partnerships have matured
significantly.

•

Lessons appear to have been learnt from the shortcomings in the process
of developing the original system plans in 2016. When new plans were
developed in 2019, there was much greater emphasis on clinical
involvement and patient and public involvement. Importantly, local
government leaders now report being more involved in the work of ICSs
and shaping their priorities, a significant shift since the early days of the
partnerships.

•

Responding to the Covid-19 pandemic required organisations to work
together more closely than ever before. Leaders report that having a
shared sense of purpose, more frequent contact, and the temporary
suspension of some national requirements all helped to create the
conditions for rapid progress. More work will be needed to sustain this
progress beyond the pandemic and ensure it is not undone by the reemergence of long-standing barriers to integration.

•

Some changes to NHS services were introduced rapidly during the
pandemic to help the system cope with the additional pressures created by
Covid-19. Where these may become permanent, they will need to be
subject to appropriate democratic scrutiny and consultation.

•

The pandemic response led to rapid adoption of digital technologies in
health and care. In building on the progress made, there are issues that
will need to be addressed such as information governance and digital
exclusion.
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•

System partners are now more focused on tackling the major health
inequalities that exist in London, creating a moment of opportunity for
lasting change. The priority should now be to move from ambition to
delivery, with action needed at a borough, ICS and London level. The
Mayor has a crucial role to play through his leadership of the London
Health Inequalities Strategy.

•

Workforce constraints remain the biggest risk for health and care in
London. With many workforce responsibilities being passed to ICSs, bold
and co-ordinated action is needed to ensure that initiatives to address
these constraints add up to a comprehensive plan that ensures health and
social care services across the city have access to the workforce they need
for the future.

•

The state of London’s health and care estate also remains a key strategic
issue and will need to be a major focus for collaborative working going
forward.

•

ICS leaders should strengthen efforts to involve local authorities in ICSs
and develop integrated approaches to health and social care. Fundamental
weaknesses in the social care market require a regional and national
response, while the pandemic has underlined that investment in and
reform of social care are more urgent than ever.

•

Public finances are under enormous pressure as a result of the pandemic,
with local government finances under particular strain following a decade
of budget cuts. There is a significant risk that these pressures will make it
harder for organisations to continue working together to make the best
use of NHS and local government resources.

•

It will be critical that London’s ICSs build on the progress made to ensure
that collaborative working becomes a reality for all parts of the system,
including clinicians, social care providers and communities. Ongoing
evolution of structures and governance arrangements will be needed to
underpin this in the longer term and to reflect developments in national
policy, particularly the emerging roles of provider collaboratives and local
place-based partnerships, and the prospect of ICSs being placed on a
statutory footing.
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1 Introduction
Back to the future
2020 was not a good year for long-term planning. At the start of the year,
London’s five integrated care systems (ICSs) and sustainability and
transformation partnerships (STPs), like the other ICSs and STPs across
England, were poised to publish their responses to the NHS Long Term Plan,
setting out their local ambitions for partnership-working and detailing how the
national strategic vision would be put into practice. The arrival of the Covid-19
pandemic meant that those plans were never formally published, although
many individual plans had already been made available on the websites of the
organisations involved.
The pandemic will continue to be the most urgent priority for the capital’s
health and care organisations over the coming months as the system
responds to continuing high rates of Covid-19 infection and hospitalisation,
and grapples with the logistical challenge of delivering the largest vaccination
programme the country has ever seen. However, health and care leaders are
also looking to the future beyond the immediate crisis. As they do so,
attention is focusing on the role that ICSs will play in overseeing service
transformation and improving population health.
By April 2021, all areas of England will be covered by an ICS bringing
together local NHS organisations with local authorities, voluntary sector
partners and others. These partnerships have the task of collectively planning
and integrating services that better meet the health needs of their population.
They do so at a time when the value of working together is clearer than ever,
with closer collaboration across organisational boundaries being seen (in at
least some cases) as one of the few positives to have emerged from the
pandemic.

About this report
As the development of ICSs gathers pace, this report examines the state of
play in London, focusing on the following:
•

the current state of partnership-working in London’s five ICSs
6
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•

the strategic direction these systems have identified for the long-term
future of health and care in London

•

how these plans and priorities have been changed by the response to the
Covid-19 pandemic.

The report was commissioned by the Greater London Authority (GLA) and is
based on independent research conducted by The King’s Fund. It builds on
two previous reports which examined the development of sustainability and
transformation partnerships (the predecessors of ICSs) in London (Kershaw et
al 2018; Ham et al 2017). Following the publication of the first of these
reports, the Mayor outlined six tests he would expect to be met before giving
his support to any major health and care transformation or service
reconfiguration proposals in London (see page 16 for further details) (Mayor
of London 2017). These six tests, together with issues identified in our
previous reports, were used to inform the scope and key areas of focus for
this work.

Our approach
Due to the impact of the Covid-19 pandemic, this work was conducted in two
phases.
•

The first phase was conducted before the outbreak, between January and
February 2020. This explored the long-term plans and strategic priorities
of London’s five ICSs, and how the partnerships had developed since our
previous reports.

•

The second phase was conducted after the first wave of Covid-19, between
October and November 2020. This explored how partners in London had
worked together to respond to the initial phases of the pandemic, and how
Covid-19 has had an impact on the longer-term priorities for London’s five
ICSs.

Across these two phases, our research consisted of the following components.
•

Documentary analysis of the strategic plans produced by each partnership
in late 2019 in response to the NHS Long Term Plan.

•

Twenty-seven in-depth qualitative interviews with health and care leaders
across London. Interviewees included ICS executive leads and other senior
leaders from each of the five systems, local authority representatives from
each ICS area and representatives from local Healthwatch organisations,
7
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Londonwide LMCs, the NHS England and Improvement London region, and
NHS acute, community and mental health trusts. There were 22
interviewees in total as some individuals were interviewed in both phases.
•

A roundtable discussion in November 2020 attended by 15 senior leaders
from across the London health and care system. Attendees included
representatives of several pan-London bodies (the GLA, Public Health
England and NHS England and Improvement London region), local
authorities, ICS leads and ICS independent chairs.

This report brings together our findings from both phases of the work – as
well as drawing on wider literature and policy documents – to provide a
progress report on ICSs in London.
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2 Context
National policy context
Sustainability and transformation plans and integrated care
systems
In December 2015, NHS planning guidance announced the introduction of
sustainability and transformation plans (STPs) (NHS England 2015). Fortyfour areas of England were identified as the geographical ‘footprints’ for the
STPs, tasked with bringing local NHS providers and commissioners together
along with local authorities to develop plans for the future of health and care
services in their area. STPs were expected to outline how they would
implement the agenda of the NHS Five Year Forward View (NHS England
2014) and how they would achieve improved efficiency and financial balance.
STPs had difficult beginnings; they were heavily criticised for lacking
transparency and engagement in their development and for proposing
unrealistic financial savings and reductions in hospital capacity (Ham et al
2017; Alderwick et al 2016). Over time, the emphasis shifted towards
developing collaborative-working arrangements across local organisations and
STPs were later rebadged as sustainability and transformation partnerships
(NHS England 2017).
STPs are now evolving into integrated care systems (ICSs), a closer form of
collaboration in which NHS organisations and local authorities take on greater
responsibility for collectively managing resources and performance and for
changing the way care is delivered. In contrast to the introduction of STPs,
there has so far been a phased introduction of ICSs based on the maturity of
local systems, although there is now a clear national target for all areas to be
covered by ICSs by April 2021 (see below).
There is no blueprint for developing an ICS; so far, their development has
been a locally led process with significant differences in the size of systems
and the arrangements they have put in place. There is also wide variation in
the maturity of partnership-working across these systems. The NHS national
bodies have adopted a permissive approach meaning that, in contrast to
many previous attempts at NHS reform (and to the initial introduction of
9
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STPs), the design and implementation of ICSs has been locally led within a
broad national framework (Timmins 2019). A common feature across many
systems is that much of their work is being delivered through activity in local
places and neighbourhoods, with the ICS supporting this and leading on
functions that are best performed at scale (Charles et al 2018).
ICSs and STPs are part of a fundamental shift in the way the health and care
system is organised. Following several decades during which the emphasis
was on organisational autonomy and competition, ICSs depend instead on
collaboration and a focus on places and local populations as the driving forces
for improvement (Charles 2020). The central aims of these partnerships are
to integrate care across different organisations and settings; to improve
population health, including addressing health inequalities; and to ensure the
sustainability of services through collective action to enhance productivity and
make the best use of available resources (NHS England and NHS
Improvement 2020a).

The NHS Long Term Plan
In June 2018, the government announced a new five-year funding settlement
for the NHS (a 3.4 per cent average real-terms annual increase in NHS
England’s budget between 2019/20 and 2023/24). To unlock this funding,
NHS national bodies were asked to develop a long-term plan for the service.
Published in January 2019, the plan set out key ambitions for the next ten
years. It built on the policy platform laid out in the Forward View,
emphasising the need to integrate care to meet the needs of a changing
population. It also identified clinical priorities including cancer, cardiovascular
disease, maternity care and mental health, and set out a greater role for
digital technologies (NHS England and NHS Improvement 2019a).
Among the many commitments in the plan was a target for ICSs to cover the
whole of England by April 2021. The plan outlined several core requirements
for ICSs but stopped short of setting out a detailed blueprint for their size or
structure. It also indicated that systems should streamline their
commissioning arrangements, ‘typically’ meaning a single clinical
commissioning group (CCG) across each ICS (Charles et al 2019).
The plan also contained a list of potential legislative changes to accelerate
progress towards integration. These included proposals to reduce competition
and streamline procurement in the NHS, and to strengthen joint-working
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between organisations through new joint committees. The proposals were
subsequently further developed (NHS England and NHS Improvement 2019b),
receiving widespread support from senior health and care leaders and national
representative bodies (Augst et al 2019).
STPs and ICSs were tasked with developing five-year system plans setting out
how they would implement the ambitions of the NHS Long Term Plan. In June
2019, an implementation framework was published setting out the approach
STPs and ICSs should take to create these plans (NHS England and NHS
Improvement 2019c). It required systems to provide two core elements:
•

a strategy delivery plan – including: a description of local need; what
service changes will be taken forward and how; how ‘system
infrastructure’ will be developed, including workforce, digital and
estates; how efficiency will be driven; how local engagement has been
undertaken to develop the plan; and how financial balance will be
delivered

•

supporting technical material – including financial, activity and
workforce plans.

The initial intention was that these plans would be developed and published
by autumn 2019, but this timeline was repeatedly pushed back due to
external events including the 2019 general election and, later, the Covid-19
pandemic. By the time the first wave of the pandemic took hold in March
2020, systems had completed the development of their plans and many had
published draft versions on their websites (subject to final sign off). But as
local and national health and care leaders rightly focused their efforts on the
pandemic response, the final stages of this process inevitably took a back
seat, meaning that in most cases final plans were never published (including
the five London plans).

Recent developments in the national reform agenda
The case for collaborative-working across the health and care system has
been strengthened by the experience of Covid-19. Following the first wave,
policy-makers were keen to embed progress made in organisations working
more closely together by accelerating the development of ICSs and putting
them on a more formal footing. This led to the publication of Integrating care:
next steps to building strong and effective integrated care systems across
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England (NHS England and NHS Improvement 2020a), which set out an
updated vision for how NHS England and NHS Improvement sees the NHS
moving forward on the integration agenda with its partner organisations, and
signals significant shifts in ICS governance and how organisations will be
expected to work together in the future. The document sets out four elements
that will underpin the future structure of the health and care system:
•

ICSs, bringing together commissioners and providers of NHS services with
local authorities and other partners to collectively plan and improve health
and care

•

place-based partnerships between local organisations that contribute to
health and wellbeing in smaller areas within an ICS – for most areas (but
not all) ‘places’ will be based on local authority boundaries

•

provider collaboratives, bringing together NHS trusts and foundation
trusts within places and across ICSs to work more closely with each other.
The form these will take and their function remains to be seen, with
further guidance expected in early 2021

•

the national and regional bodies, including NHS England and NHS
Improvement, the Care Quality Commission (CQC) and the Department of
Health and Social Care, which will increasingly work through systems
rather than individual organisations.

These will build on work at the level of local neighbourhoods, where primary
care networks (PCNs) will join up primary and community services.
While giving further clarity on the structures underpinning the future health
and care system, the document still left room for local determination and
flexibility, for example, around the size and boundaries of places, the division
of roles and responsibilities between place and ICS levels, and the scale,
scope and membership of provider collaboratives. However, one area where
there is no flexibility is that CCGs will be required to merge and become coterminus with ICS footprints before April 2022 (Murray and McKenna 2020).
The document also put forward options to put ICSs on a statutory footing,
initiating a short engagement process around these proposals (The King’s
Fund 2021). The Government subsequently published Integration and
innovation: working together to improve health and social care for all, a White
Paper setting out legislative proposals for a Health and Care Bill (Department
of Health and Social Care 2021). This built on the proposals already set out by
12
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NHS England and NHS Improvement, including proposals to establish ICSs as
new statutory bodies which would subsume the functions of CCGs.

London policy context
London is unique in terms of its population and the challenges is faces. It is by
far the largest city in western Europe, with almost 9 million people living in
Greater London and many more in the surrounding metropolitan area. Its
economic output is the fifth largest of any metropolitan area in the world
(Berube et al 2015) and yet there are also high levels of poverty – it contains
seven of the ten local authorities with the highest levels of deprivation among
older people in England (Department for Communities and Local Government
2019). There are stark health inequalities, with healthy life expectancy
varying between boroughs by as much as 15 and 19 years for men and
women respectively (Greater London Authority 2017). The population is highly
diverse, with more than 300 languages spoken and more than a third of
residents being born outside the UK (Office for National Statistics 2013).
Rapid population growth is taking place in some parts of the city – North East
London has the fastest growing population anywhere in the UK (Office for
National Statistics 2020).
London is also a highly complex system institutionally, with a large number of
organisations playing a role in relation to health and social care, including but
not limited to the 33 local authorities, NHS commissioners, NHS providers and
voluntary sector organisations, as well as various pan-London organisations
and representative bodies (see Naylor and Buck 2018). A longstanding
question is how this large and changing cast of organisations can best work
together in the interests of improving health and care in London.
In recent years a number of important steps have been taken towards greater
system-working and collaboration in London. In 2017 a memorandum of
understanding was signed by all the main players in the capital and key
national bodies, agreeing that some control over health and care will be
delegated to the capital. The intention is to give the Mayor, local authorities
and London health leaders more control over key decisions, with political
oversight and leadership through the London Health Board. A number of new
arrangements have been put in place to oversee key strategic issues, such as
the London Workforce Board (since replaced by the London People Board) and
the London Estates Board.

13

Integrated care systems in London

At a sub-regional level, London developed five STPs to support partnershipworking in North West London, North Central London, North East London,
South East London and South West London respectively, all of which had
achieved ICS status by December 2020 (see Figure 1).

Figure 1 Footprint of ICSs/ STPs in London
North Central London
North West London

• Approximately
2.1 million residents
• Eight local authorities

• Approximately
1.5 million residents
• Five local authorities

North East London

• Approximately
2 million residents
• Eight local authorities

South East London
South West London
• Approximately
1.5 million residents
• Six local authorities

• Approximately
1.8 million residents
• Six local authorities

The King’s Fund’s previous reports on London’s STPs explored the experience
of establishing the five systems. Our initial analysis in 2017 (Ham et al 2017)
highlighted the following.
•

There were common ambitions across the systems to give greater priority
to prevention and early intervention and to strengthen and redesign
primary care and community services, as well as plans to reconfigure
hospital services.

•

Some proposals to reduce the use of hospitals and cut bed numbers were
not credible on the scale proposed, particularly in the context of predicted
population growth.
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•

Plans to close the expected financial gap were also questionable, with a
lack of detail on how this would be achieved and unrealistic expectations
regarding efficiency savings.

•

Much more needed to be done to engage with partners in local
government and other sectors and to involve patients and staff in the work
of STPs.

In response to the publication of this report, the Mayor outlined six tests
against which he would require assurance before supporting any major health
and care transformation or service reconfiguration proposals in London. These
tests covered: health inequalities and prevention, hospital capacity, financial
investment and savings, impact on social care, patient and public
engagement, and clinical support (Mayor of London 2017).
Our subsequent progress report on London’s STPs in 2018 (Kershaw et al
2018) found the following.
•

STPs in London had spent much of the past year trying to overcome the
challenging process by which they were introduced. Their main focus had
been on the internal workings of the partnerships, building external
relationships and addressing gaps in staff and public engagement

•

STPs had moved away from the bed-modelling and financial positions set
out in or inferred from their original plans in recognition of the fact that
some of these plans were unrealistic in the face of rising demand for care
and anticipated population growth

•

While there were some signs that local government involvement in STPs
was improving, this remained variable and, in a small number of places,
non-existent.

•

The report also identified concerns across the system about a strategic
vacuum in London-wide leadership for health and care resulting from the
abolition of the strategic health authority in 2013 and fragmentation in
regional NHS leadership.

Recent policy developments in London
The Mayor of London has a statutory responsibility to produce a health
inequalities strategy, which aims to provide a common set of goals for
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organisations in London to work towards together. The current strategy
focuses on five key themes: children; mental health; places (including air
quality and housing); communities (with a particular emphasis on social
prescribing); and healthy lives (including food, tobacco and alcohol) (Mayor of
London 2018).
A significant recent milestone was the publication of the ‘London Vision’ in
2019 (Healthy London Partnership 2019). Signed by the Mayor of London,
London Councils, and the regional offices of NHS England and NHS
Improvement and Public Health England, this document outlines a shared
vision for the future of health and care in London framed around an ambition
to make London the healthiest global city. The Vision identifies 10 priorities
for pan-London collaboration where the case for working in partnership at
London-level is seen to be strongest:
•

reducing childhood obesity

•

improving the emotional well-being of children and young Londoners

•

improving mental health and progress towards zero suicides

•

improving air quality

•

improving tobacco control and reducing smoking

•

reducing the prevalence and impact of violence

•

improving the health of homeless people

•

improving services and prevention for HIV and other sexually transmitted
infections

•

supporting Londoners with dementia to live well

•

improving care and support at the end of life.

During the Covid-19 pandemic the regional office of NHS England and NHS
Improvement has played a significant leadership role in London. In April
2020, a document produced for ICS leaders – Journey to a new health and
care system – described the actions that would be needed from the five ICSs
over an 18-plus month period both to respond to the immediate challenges
posed by the pandemic and to emerge from it with a system capable of
recovering swiftly and delivering the ambitions set out in the London Vision
(NHS England and NHS Improvement 2020b).
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The Journey to a new health and care system aims to make faster progress
with system-working, stepping up the role of the five ICSs so that these
become ‘the primary level at which the new health and care system [is]
designed and delivered’. It continues the strategic direction set out in the
London Vision and elsewhere but argues that further action is needed ‘over
and above those that we planned in the London Vision and our ICS plans’ in
order to limit the impact of Covid-19, address widening health inequalities and
close the gaps between supply and demand. The expectations for ICSs
described include bringing about the following:
•

new community-based approaches to managing long-term conditions

•

new approaches to minimise hospital stays, eg, through discharge models
that maintain reductions in delayed transfers of care

•

building on the shift to online delivery seen during the pandemic – ‘virtual
by default unless good reasons not to be’ for primary care, outpatients and
diagnostics

•

further consolidation of specialist services and sharing of clinical support
services such as pharmacy and pathology

•

an enhanced focus on tackling health inequalities.

The impact of Covid-19 on the health and care system in
England
The health and care system faced significant challenges before Covid-19 hit.
NHS performance had deteriorated following a prolonged period of funding
restraint, leaving more people waiting longer for care; social care was in
urgent need of investment and reform and was struggling to meet the needs
of those who rely on it; workforce shortages across the NHS and social care
were having an impact on services and increasing pressure on staff (The
King’s Fund 2020c, d); years of cuts to public health funding had taken a toll
on vital services (The King’s Fund 2020b); and improvements in life
expectancy had slowed and health inequalities were widening (The King’s
Fund 2020a).
Covid-19 exposed many of these issues and in some cases exacerbated them
further (Charles and Ewbank 2020).
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•

People who have been worst affected by the virus are generally those who
had worse health outcomes before the pandemic, including people from
some ethnic minority communities and those living in poorer areas.

•

Weaknesses in the social care sector, caused by years of underfunding and
neglect, were laid bare by the impact of Covid-19, with tragic
consequences for service users, families and staff.

•

The health system entered the crisis already stretched to the limits
following the longest funding squeeze in its history; to prevent hospitals
being overwhelmed, the only option was to temporarily suspend or reduce
the provision of non-emergency care.

•

Already under enormous strain, staff have now had to work through the
demands of the pandemic, taking a significant toll on their physical and
mental wellbeing.

As well as responding to current and future waves of the virus, the health and
care system now faces the challenge of tackling soaring waiting lists caused
by a backlog of elective care, responding to the longer-term consequences of
the pandemic on people’s health and wellbeing, and delivering the largest
vaccination campaign in its history. Steps that NHS organisations were
expected to take in response to these and other challenges were set out in a
national letter to health system leaders (the ‘phase 3’ letter) published in
August 2020. This highlighted the need to urgently restore non-Covid health
services, prepare for future surges of Covid-19 infections, support staff and
take action on inequalities (NHS England and NHS Improvement 2020c).
Meanwhile, local government finances are under severe strain. Over the past
decade, local authority budgets have been cut despite growing demand for
social care (Bottery and Babalola 2020). These pressures are now even
greater as a result of Covid-related spending pressures and a reduction in
income from business rates and other sources (Ogden et al 2020).
Beyond the immediate impact on health and care, national and local
lockdowns to control the virus have caused deep damage to public finances
and the wider economy. The social and economic consequences will
undoubtedly have an impact on the population’s health and mental wellbeing
in the longer term.
Added to this are challenges and uncertainties presented by managing the
impact of the UK’s exit from the European Union (Holmes et al 2021).
18
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3 How are London’s ICSs
developing?
In this section, we explore how the five local systems across London are
developing. First, we consider progress before Covid-19, including the process
by which systems developed their five-year plans. We then consider the
impact the pandemic response has had on partnership-working in London.

How were systems developing before Covid-19?
Since our last assessment of London’s STPs in 2018, all five systems have
continued to develop their joint-working arrangements and the underpinning
governance and leadership arrangements. In all five systems, it is clear that
governance arrangements and ways of working are still developing and that
there will be further iterations of these as the systems evolve.
A prominent feature in all five plans was the emphasis on establishing
‘systems within systems’. This means that the systems are centred around
smaller local partnerships within them, based around well-established
geographical footprints of boroughs and local neighbourhoods. While this is a
feature common to ICSs and STPs across England, interviewees highlighted it
as being particularly important in London given the size and complexities of
the five systems and the strength of identity and relationships at borough
level. Some of the plans set out the broad activities they expected to be led at
system, place (ie, borough) and neighbourhood levels; typically, this would
involve partnerships at borough level leading changes to the way local
services are delivered (particularly community-based services) with the wider
system leading changes which benefit from a larger scale such as changes to
specialist hospital services, digital, estates and the workforce.
There is variation in how local systems describe their arrangements, for
example South East London refers to its borough-level partnerships as ‘local
care partnerships’ while North Central London describes its partnerships as
‘integrated care partnerships’. It is clear that these local partnerships, and the
dynamics within them, will not be entirely consistent across London, as each
ICS is adapting this model to their unique context and circumstances (see
19
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Table 1). North East London has a fourth geographical level of partnershipworking between the system and borough level based on three areas with a
long history of partnership-working, and North West London has two clusters
that group its boroughs into inner and outer London boroughs.

Table 1 Overview of system, place and neighbourhood arrangements in London
Systems

South East
London ICS

South West
London ICS

Additional
geographical
levels of
organisation

North East
London ICS

North West
London ICS

3 ‘local systems’

2 ‘clusters’
(inner and outer
North West
London)

North Central
London ICS

Places

6 ‘local care
partnerships

6 ‘integrated
care
partnerships’

7 ‘place-based
systems’/
‘integrated care
partnerships’

8 ‘integrated
care
partnerships’

5 ‘integrated
care
partnerships’

Neighbourhoods

35 PCNs

39 PCNs

48 PCNs

51 PCNs

30 PCNs

In the plans and in our interviews with ICS leaders, there was a clear
ambition to devolve much of the activity down to borough level in line with
the principle of subsidiarity. This was most prominent in the plan for South
West London, which was built up from six borough-based plans, with their
local priorities taking prominence. Across all systems, there remains some
uncertainty about how the delegation of roles and responsibilities from ICSs to
borough-based partnerships will work in practice and there was also a strong
recognition among those we spoke to that this will evolve in different ways
and at a different pace depending on the system and borough in question.
CCG mergers had either been completed or were planned in all systems to
align commissioning footprints with the five ICSs, marking a major structural
change for commissioning in London, which previously had 32 CCGs roughly
matching the boundaries of the borough councils. These proposals have
progressed at pace since the documents were produced; in October 2020,
North West London became the final London system to approve its CCG
merger (Serle 2020), meaning that by April 2021, there will be just five CCGs
across the capital, each co-terminous with an ICS.
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The merger of CCGs onto ICS footprints means that there will no longer be a
one-to-one relationship between CCGs and boroughs. Some systems are
therefore putting in place new borough-based arrangements to sit alongside
their newly merged CCGs, for example South East London is establishing
‘place-based boards’ to build on joint commissioning arrangements across
CCGs and local authorities, and North Central London is planning to appoint
senior leaders for each borough within the newly merged CCG.
There are ambitions to develop deeper collaboration between providers and
commissioners over time, including suggestions that some commissioning
functions may be undertaken by provider collaboratives in the future. In
relation to specialised commissioning, a number of pieces of work have been
initiated to test out new approaches that would give local systems (including
providers) a greater say in how specialised commissioning budgets are spent
in their area, in keeping with changes that are taking place elsewhere in
England (Wenzel and Robertson 2019).
There was also strong evidence in the first phase of our work of increasing
collaboration between providers across the capital, including through the
establishment of clinical networks and group models (where multiple provider
organisations come together under shared leadership arrangements), and the
appointment of joint chairs across provider organisations. Interviewees
highlighted this as being a significant change in ways of working, underlining
the cultural shift from competition to collaboration that is taking place; one
provider told us that these changes would have been ‘inconceivable’ only very
recently.
Interviewees highlighted the establishment of PCNs as another significant
change in the provider landscape, and these were seen as key delivery
vehicles for many of the systems’ ambitions. There was therefore a major
focus in the plans on supporting the development of PCNs, with the types of
support described including leadership programmes for PCN clinical directors,
organisational development support, and bringing together data to develop
population profiles for each PCN.

How systems developed their plans
There were significant differences between the development of this set of
plans and the original STP plans in 2016. The core ask from the NHS national
bodies was different; in 2016, there was a strong focus on delivering financial
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savings and the consequences of this for service provision, whereas in 2019
local systems were tasked with setting out how they would deliver the
priorities of the NHS Long Term Plan and how they would develop as systems.
While the focus on efficiency and finances still featured, this was a much less
prominent objective than in 2016.
The process of developing plans was also markedly different due to the
differing starting point for local partnerships. In 2016, partners in STPs were
coming together for the first time, defining geographical boundaries and
establishing purpose, roles and ways of working. By the time responses to the
Long Term Plan were developed, local systems had been working together for
over three years, and partnerships were generally considered to be much
more mature (although this varied between and within the systems). In
contrast to the original STP plans, these plans largely brought together and
built on work that was already underway.
The five systems differed in whether they saw their plan primarily as a
response to the national Long Term pPan or as a comprehensive local health
and care plan setting out the full priorities and ambitions of their local
partnership. Some systems – particularly North West London and South East
London – were clear that the document was a response to the Long Term Plan
with a flavour of their wider priorities and that their plans therefore didn’t
reflect the full range of work their partnerships are doing. In contrast, South
West London’s plan was seen first and foremost as a local document, bringing
together the priorities and ambitions for the local health and care system
(based around local health and care plans developed in each borough) while
ensuring the priorities of the Long Term Plan were also covered.
Interviewees stressed to us the importance of understanding the documents
as ‘plans among many other plans’. Although the documents were long and
detailed (in the region of 150–250 pages), we were told that much of the
detail sat elsewhere, for example in separate estates strategies or in
documents detailing planned service reconfigurations. Interviewees also told
us that they had not been able to plan in detail beyond 2021 for key areas
such as workforce and social care due to uncertainty about national plans and
funding in these areas. We were therefore told that the plans were best seen
as ‘living documents’ (rather than detailed implementation plans) and that the
specifics would be developed and revisited over time.
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In our interviews with local leaders, we heard that the process of developing
the 2019 plans had been far more collaborative and inclusive than in 2016.
While in most cases NHS organisations were still the lead partners in drafting
the plans, we were told by the NHS and local government leaders interviewed
for this work that there was much stronger involvement among key partners
and stakeholders including local government, patients and the public, and
clinicians.
Local authority involvement varied significantly between areas but in all
cases, there appeared to have been marked improvement since 2016. Most of
the local authority leaders we interviewed appeared not to have a sense of full
ownership over the plans, arguing that they were fundamentally still ‘NHS
plans’ rather than jointly owned plans, but in general they said that they had
been able to influence the things that mattered to them and that they had
been involved to the extent they felt they needed to be.
The plan produced for South West London was distinctive in terms of the
prominence of local authority perspectives. Many of the actions committed to
were joint actions to be undertaken by the NHS and local authorities and
there was greater emphasis on issues that are priorities for local government
(eg, housing, social care and creating ‘compassionate places’).
A variety of mechanisms were being used to support local authority
involvement across the five systems, including:
•

joint NHS/local authority leadership of work programmes

•

local authority representation on ICS governance bodies

•

involvement of health and wellbeing boards and overview and scrutiny
committees.

In terms of the process for signing off the final plans, some interviewees
suggested that taking these through formal local authority processes involving
a full council or cabinet would help to secure buy-in from elected members
and that this might help colleagues in local government to be able to get the
traction needed to implement the plans. On the other hand, some
interviewees suggested that was not felt to be necessary given that there had
been local authority input throughout the process.
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Most of the examples of local government involvement we heard about
involved chief executives, directors of adult social services, directors of public
health and other senior officers from councils. There was limited evidence of
involvement from those providing local authority-funded services, such as
social care providers.
Some systems are now looking to deepen local authority involvement through
their formal governance, for example South East London has changed its ICS
leadership group to have equal representation from NHS and local
government, and there are plans to make joint NHS/council appointments in
all six of their boroughs by the end of 2020/21. Some systems described an
ambition to deepen the involvement of elected council members, and in some
cases, the role of the ICS independent chair was seen as being important in
building relationships with local political leaders.
Patient and public involvement was also more evident than in 2016. Plans
included specific sections describing engagement activities that had taken
place, and in several cases quotes from members of the public were included
throughout the plan to illustrate ‘what people have told us’.
Mechanisms used to involve patients and the public included:
•

citizens panels

•

engagement events

•

working with partners in the voluntary and community sector and local
branches of Healthwatch

•

public representation on leadership boards and working groups

•

outreach at public events and in public places such as shopping centres

•

commissioned research including interviews and focus groups

•

establishing a formal engagement working group to have oversight of
engagement activities.

It is difficult to assess how successful these activities have been in reaching
all of the diverse groups and communities that make up London’s population,
or the extent to which the content of the plans was shaped by the insights
gathered, but in general our interviews suggested that public engagement
activities have become a more central part of the planning process (this is
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based on the views of the Healthwatch organisations and local health and care
leaders interviewed for this research, as the scope of the work did not include
interviews with patients and the public). All five systems indicated that public
engagement would continue after the publication of the document,
particularly around how their high-level ambitions would be implemented in
practice.
Many of the engagement activities listed above were supported by local
Healthwatch organisations. There are some challenges for local branches of
Healthwatch to establish how they can best facilitate public engagement in
system level decisions (as they are organised on a borough basis). Chief
executives from South West London Healthwatch organisations now meet
regularly, and in South East London they have appointed a joint role (funded
by the CCG) to work across the ICS and ensure their insights can be
translated to inform decisions at this level.
Clinical involvement was necessary to ensure system plans were informed
by clinical evidence and best practice, and to engage local health and care
professionals in the implementation of the plans. We heard that the
mechanisms for engagement were significantly better developed than they
were in 2016 (we were not able to speak to a broad range of clinical leaders
within the scope of this work, so this assessment is based on the views of the
local health and care leaders involved in this research, a small number of
whom were also clinicians).
Three broad approaches have been taken to clinical engagement.
•

Senior clinical leads have been designated to lead work programmes within
each system alongside wider groups of other clinicians involved in shaping
the programmes.

•

Every system has some mechanism to gain broader clinical input outside
of specific work programmes. For example, in South West London the full
set of work programmes is overseen by a Clinical Programme Board, while
in South East and North East London Clinical Senates play a key role in
supporting programmes and plans to be safe, effective and clinically
sound. In several areas, attempts have been made in recent years to
redesign these forums to ensure they function effectively. Specific
mechanisms have also been developed to engage GPs and other primary
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care professionals, for example a Primary Care Board in North East
London.
•

Engagement events, conferences and workshops have been used to get
input from frontline professionals as well as people in clinical leadership
roles. For example, in April 2019 South West London held their first
clinically led conference attended by over 250 health and care
professionals, as well as local people. There have also been engagement
events for specific work programmes, such as the Outpatient
Transformation Summit in North Central London in May 2019.

While these three mechanisms may help to ensure that clinical leaders are
bought into the process, it is less clear how far this filters through to frontline
health and care staff, and we heard concerns that primary care clinicians have
felt disengaged from the work of ICSs. As with public involvement, questions
about the strength of clinical support may become increasingly pertinent –
and the issues at stake more contentious – as systems move from agreeing
high-level strategy to developing the detail of specific proposals and putting
these into practice.

How regional collaboration was evolving
All five plans acknowledged the need for some functions to be led at a
London-wide level and referenced the health and care vision for London
(known as the London Vision – see London policy context). We heard that
mechanisms have been put in place to bring together the five ICS leads with
leaders from the NHS England and NHS Improvement London regional team,
and interviewees told us that relations between systems and the region had
vastly improved. We were told that, since NHS England and NHS
Improvement had been brought together, the new regional teams had largely
overcome the previous issue of contradictory messages being issued to
providers and commissioners, and that the relationship had become more
collegiate, shifting from a directive approach to a two-way conversation,
although we also heard that there continue to be some examples of people’s
behaviours failing to align with this new approach.
Some interviewees emphasised the crowded landscape of pan-London bodies
and initiatives and suggested that more could be done to join these up and to
clarify roles and responsibilities.
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How did this change as a result of the response to Covid19?
Among those interviewed in the second phase of this work, the vast majority
spoke positively about how system partners had worked together through the
pandemic response. We heard that there had been a noticeable acceleration
of collaborative working between organisations within boroughs, within ICSs
and across London as a whole. These sentiments were equally reflected
among the NHS and local government leaders we interviewed. Examples
included:
•

collaboration between NHS organisations, with providers supporting each
other through mutual aid and temporarily reorganising how and where
some services were delivered (this marked a significant acceleration of the
provider collaboration already underway)

•

joint working between different councils, for example to co-ordinate care
home capacity across boroughs

•

greater coordination between NHS and local government teams to manage
discharge and community support

•

statutory organisations working more closely with voluntary and
community organisations and local pharmacies to support people who were
shielding.

We heard that the focus of partnership working shifted towards ‘getting on
and doing things’ and ‘making real changes’. Meanwhile, efforts to further
develop system governance arrangements were largely put on hold. One
interviewee described how, for the first time, ‘this actually feels like a system
rather than a forum talking about what a system might look like’.
The relationships and dynamics between partners were also felt to have
shifted. While ICSs and STPs were previously perceived as being
predominantly focused on NHS services (particularly acute hospitals), through
the response to Covid-19 systems operated as more equal partnerships
across the NHS and local government in order to respond to the challenges
they faced. We heard that there was generally now a more optimistic view
among those working at borough-level about the opportunities and relevance
of work being led across ICSs.
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On the NHS side, systems were previously viewed as being heavily
commissioner led, but providers played a much greater role during the
pandemic. There was a sense that this will be reflected in longer-term
changes to the way systems are operating, with providers increasingly
stepping into leadership roles within ICSs.
Interviewees also reflected positively on the role played by some pan-London
bodies. In particular, some highlighted the role of Public Health England
London, praising the quality and strength of leadership it had offered over the
course of the pandemic.
A number of reasons were given for the acceleration of collaborative ways of
working described:
•

the challenge of responding to Covid-19 forged a strong sense of common
purpose across system partners.

•

suspension of some of the usual governance requirements allowed
organisations and partnerships to be more flexible and fleet of foot

•

barriers that usually stand in the way of integration, such as different
funding arrangements and information governance requirements, were
temporarily suspended

•

through working together on initiatives to bring about practical changes,
partners learnt about how best to work collaboratively and established
trust and relationships

•

greater regularity of contact between leaders from different organisations
was an effective means of problem-solving and helped to build
relationships. There were many examples of groups of leaders meeting
weekly or even daily in the acute phase of the response

•

Covid-19 highlighted critical interdependencies between different parts of
the system and shone a light on the contribution of sectors that are usually
less visible, particularly social care, community-based services and
voluntary and community sector organisations. This had led to greater
appreciation among system partners of their role and the challenges they
face.

While Covid-19 accelerated progress, some interviewees felt this had been
made possible by the work done to strengthen local partnerships over a
number of years.
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None of this is to say that partnership working in this period has been easy.
Challenges and differences of opinion have arisen, and there were examples
of organisations focusing inwards on their own priorities at times (partly
driven by central asks from national NHS bodies). One interviewee described
the experience as ‘three steps forwards and one step back at times’, but that
overall ‘it’s been going in the right direction over time’.
It is also important to note that some of the positive joint working over the
period was essentially damage limitation following earlier mistakes, for
example sharing PPE supplies to manage shortages, and supporting care
homes following an initial national push to free up NHS beds with little
attention given to the risks of this. In addition, the approach from national
and regional NHS bodies was perceived as having been unhelpfully centralised
at times and overly focused on acute hospital services.
The focus of this research makes it difficult to assess the extent to which the
progress described is reflected across the system or whether it is limited to
strategic collaboration between senior leaders. However, we did hear some
concerns that some primary care clinicians have felt disengaged from the
work of systems and wouldn’t recognise the benefits described by those
interviewed for this work.

Looking to the longer term
While there have been leaps forward in the strength of partnership working, it
remains to be seen whether these changes will hold in the longer term. What
has developed over this period is a set of collaborative relationships and ways
of working, largely in the absence of structures designed to underpin
collaborative working. This rests on individual leaders and the relationships
between them, so is inherently fragile.
Moreover, some of the most important factors that supported better
collaboration will be hard to replicate outside the context of a crisis of this
scale. Interviewees expressed some anxieties about whether new ways of
working would be maintained when traditional barriers such as funding
constraints re-emerge (particularly given the extremely challenging state of
some local authority finances). There will also be difficult decisions ahead
about what service changes should be maintained and what the trade-offs
might be.
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Finally, there is a recognition that changes were made quickly through Covid19, and understandably without the usual scrutiny or attention to process. In
due course, process and governance will need to catch up with the changes
made, not least to ensure appropriate accountability for public spending.
Some systems already have plans to alter their governance arrangements in
the wake of Covid-19 – South East London is making changes to strengthen
local authority involvement in its governance, and North East London has
plans for their ICS board to meet in public and to include direct involvement
from local people.
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4 How are services
changing in London?
In this section, we explore how services are changing across London. First, we
summarise the key changes set out in the systems’ five-year plans and how
these compare to changes signalled previously. We then consider how the
prospects for service change have shifted over the course of the Covid-19
pandemic and how this might impact on services for Londoners in the future.

Key service changes set out in the system plans
Acute services
Some of the most contentious points in the original 2016 STP plans related to
proposed changes to acute hospitals, ranging from plans to centralise some
acute and specialised services to larger-scale reconfigurations involving
substantial reductions in the number of general and acute hospital beds and,
in some cases, closing entire hospital sites. In contrast, the plans produced in
2019 were nowhere near as far reaching. Proposals to reduce hospital beds
had disappeared, replaced instead by an emphasis on managing within the
existing bed base or, in some cases, slight increases to bed numbers. This is
in keeping with a shift in assumptions about how bed numbers will need to
change nationally over the coming years (Carding 2019; Ewbank et al 2020).
Although they didn’t propose reductions in the numbers of beds or hospital
sites, the plans did propose some changes to where and how services will be
delivered. This included proposals to consolidate some services onto fewer
sites and to create new centres of excellence for some specialist services and
complex surgery. All five plans contained proposals for hospitals to coordinate the provision of some services through clinical networks, mostly in
specialties seen as being fragile due to capacity constraints, particularly in
relation to workforce shortages.
In South East London, an Acute Based Care Board had been formed to
oversee the development of these changes, while in South West London, the
four acute trusts had come together to form an Acute Provider Collaborative.
As part of this, the trusts had established a joint referral unit to better
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manage waiting times and a joint improvement programme to standardise
clinical pathways and reduce unwarranted variation in care.
While the system plans did not contain detail on more significant hospital
reconfigurations, some made reference to existing reconfiguration proposals
where decisions were still pending (such as the planned reconfiguration of
Epsom and St Helier University Hospitals NHS Trust in South West London).
Detailed engagement and consultation on these proposals were being led
through different channels.
Some of the most notable service changes signalled in the plans related to the
delivery of outpatient services. All five plans included proposals to significantly
reduce the number of face-to-face outpatient appointments, in line with the
national ambition in the NHS Long Term Plan to reduce these by a third (NHS
England and NHS Improvement 2019a). Proposed measures to achieve this
included expansion of telephone and video appointments, patient-initiated
follow-up replacing regular appointments, virtual clinics to support remote
monitoring of long-term conditions and specialist advice and support for GPs.
The plans described changes to urgent and emergency care including
expansion of same-day emergency care, acute frailty services and better
support for people experiencing mental health crises. All of the plans provided
detail on planned improvements in cancer and maternity services, outlining
how local systems would go about delivering key national commitments
identified in the NHS Long Term Plan. For cancer services, key priorities
include increasing screening coverage and uptake, faster access to diagnostic
tests and improving access to treatments including personalised interventions.
For maternity services, key priorities include neonatal intensive care
provision, personalised care during pregnancy and improving perinatal mental
health services.

Community services
All five plans included ambitions to deliver more proactive care in the
community and in people’s homes, and to better co-ordinate services around
people’s needs. These ambitions are strongly aligned with those set out in the
original STP plans although, in contrast to 2016, the 2019 plans generally
didn’t assume that reductions in acute hospital use would result from this in
the short-term. Specific changes proposed included:
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•

integrating primary and community health services so that people with
long-term conditions or complex needs receive joined-up care. The
plans described ambitions for community providers to work alongside
social care services and primary care, with PCNs often acting as the
geographical footprint around which teams and services would organise

•

delivering more proactive and preventive care for people living with
frailty or multiple long-term conditions to keep them well at home

•

ensuring more support is available to care home staff and residents
from community and primary care services

•

delivering rapid response community services for older patients and
those with complex health needs, including community crisis services
within two hours of referral and reablement services within two days of
referral.

Again, these reflect requirements set out in the NHS Long Term Plan and
subsequent guidance (including service specifications for PCNs).
Some of the plans set out ambitions to create a consistent model of
community-based services across a whole system, while others put more
emphasis on local models being developed in boroughs or groups of boroughs.
In many cases, the proposals focused on spreading and building on models
already operating in pockets within their system. For example, the North East
London plan described the development of a new community mental health
service model, based in part on enhanced primary care services already
available for people with severe mental illness in City and Hackney, Tower
Hamlets and Newham, which have reduced secondary care caseloads by 19
per cent.
All of the plans featured detailed sections on mental health, including
commitments to improve community mental health provision in line with the
NHS Long Term Plan and NHS England and NHS Improvement’s community
mental health transformation framework (NHS England and NHS
Improvement and the National Collaborating Central for Mental Health 2019)
National commitments include further expansion of psychological therapy
services and the development of new models of community mental health
care integrated more closely with primary care.
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In a similar vein to the groups and networks forming between hospitals, there
was also evidence in the plans of collaborations emerging between providers
of community services. For example, in South East London the four
community providers were working in partnership to address workforce
shortages, share innovation and benchmark their services to deliver a more
consistent offer.
There were also examples of clinical networks forming beyond individual ICS
footprints, for example, mental health providers across South London are
working together to improve services (NHS England and NHS Improvement
2019d).

Changes during Covid-19
The response to Covid-19 has rapidly accelerated some services changes that
were already planned. Most notably, it led to a massive expansion in remote
access, including virtual outpatient appointments and digital access to primary
care (see Section 5). Shifts that would usually be expected to take months or
years happened in the space of weeks or even days.
In the early stages of the pandemic, many service changes were made to
protect the capacity of acute hospitals to treat the surge of acutely unwell
Covid-19 patients. This included expanding core critical care capacity in
central London Trusts – efforts which were coordinated across the region as a
whole.
There was a renewed emphasis on hospital discharge and preventing
unnecessary admissions, with community-based services directing their
efforts to streamline and support these pathways. Rapid response community
services were stepped up and integrated discharge teams expanded. There
were also efforts to prevent avoidable presentations at A&E among people
experiencing a mental health crisis, for example the West London Mental
Health Trust worked with the London Ambulance Services to develop different
ways to meet the needs of individuals with mental health needs who were
regularly calling 999 to provide better community support and avoid
unnecessary transfers to A&E.
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Changes were also made to reduce the risk of Covid-19 transmission in care
settings by separating out routine care and Covid care. This included the
development of ‘hot’ and ‘cold’ hubs in primary care, with hot hubs seeing
suspected Covid-19 cases, and cold hubs seeing non-Covid patients when
face-to-face care was needed.
In many areas, local authorities set up community hubs to bring together and
coordinate support offered by the council and various voluntary and
community organisations, helping to signpost and connect residents to the
advice and support they need.
In London, as elsewhere across the country, the suspension of most elective
activity in the first wave of Covid-19 led to significant backlogs, meaning
people are waiting longer to receive care. Measures to address this include
buying capacity from the private sector to treat NHS patients and setting up
surgical hubs to undertake high volumes of low complexity surgery in Covidfree sites (for example, Moorfields Eye Hospital NHS Foundation trust will be
undertaking a large volume of cataract surgery). Cancer services across
London are being coordinated by a specialist ‘Cancer Hub’ led by The Royal
Marsden and University College London Hospitals to maximise capacity and
ensure as much cancer treatment as possible can be delivered across the
capital.
Over this period, the process of service change has been markedly different
as changes had to be implemented at unprecedented speed. One
consequence of this was that changes were made without the usual level of
public consultation and engagement. While it was generally understood that
this was unavoidable in the circumstances, some concerns arose that if these
changes become more permanent then they will not have been subject to
sufficient public engagement and democratic scrutiny. These concerns are less
prominent for changes that are likely to be temporary, for example those
made purely for short-term safety and infection control reasons. But there are
some suggestions that it may be desirable to maintain some of the different
ways of coordinating and delivering services in the longer term.
Commitments have been made to allay concerns in relation to these potential
changes, for example North East London ICS has said that any changes they
plan to keep in the longer term will be brought to their overview and scrutiny
committees for approval, and the NHS England and Improvement London
Region has committed to a consultation on the surgical hubs model if it is
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needed for longer than six months. While statutory public engagement took a
back seat in the early days of the pandemic, interviewees from Healthwatch
were generally positive about the efforts made by CCGs to resume this as
soon as possible. For example, in South East London, task groups have been
set up to explore issues of digital exclusion with patient groups.
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5 How do ICSs aim to
address key challenges in
London?
In this section we focus on five of the most significant challenges facing the
health and care system in London, examining how ICSs seek to address each
issue and how this has changed as a result of the Covid-19 pandemic:
•

health inequalities

•

digital technologies

•

workforce

•

estates

•

social care.

We identified these issues as areas of focus as they represented the key
longer-term strategic challenges facing London’s ICSs at the point this
research was initiated. The selection was based on our understanding of the
wider policy context and challenges facing local health and care systems, as
well as being informed by the Mayor’s six tests and the findings from our
previous work on London’s STPs.
In several of these areas, the pandemic has shifted the current situation in
London in important ways. In broad terms, the strategic direction remains
consistent with the vision described before the pandemic. However, what the
pandemic has done is to change the emphasis. For example, progress has
been accelerated in areas such as digital health, and the need for determined
action to reduce health inequalities has become considerably more prominent.
The pandemic has also created new challenges that will be dominant concerns
for some time to come, notably the need to respond to current and future
waves of the virus, deal with mounting backlogs in planned care and the
deterioration seen in the health and wellbeing of some of those whose usual
support and care arrangements have been disrupted. Added to this is the
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enormous logistical challenge of delivering the largest vaccination programme
the country has ever seen, which will be a major priority throughout 2021.
These more recent challenges create an additional set of demands on top of
the five long-standing issues we focus on here.

Health inequalities
The need to tackle health inequalities was already rising up the strategic
agenda before the arrival of Covid-19. One of the most striking differences
between the 2016 and 2019 system plans was the explicit focus on reducing
health inequalities in many of the latter. Several of the plans identified
reducing health inequalities as being one of the major goals for system
working. For example, in South East London this was one of the two
overarching goals for the system, alongside achieving financial sustainability.
This reflects the emphasis given to health inequalities regionally (for example
in the London Vision and the Mayor’s Health Inequalities Strategy) as well as
locally identified priorities.
While the challenges related to inequalities were acknowledged in all of the
plans, some went further than others in committing to specific targets. The
plan for South West London contained a commitment to close the gap in
healthy life expectancy between the richest and poorest groups by 2035,
while in the plan for North East London there was a target to reduce
inequalities in sexual health outcomes.
Common measures proposed in the plans to reduce inequalities included:
•

taking a data-led approach, including using population health management
tools to identify high-risk groups to target for preventative interventions

•

building stronger relationships with voluntary and community sector
organisations to extend the reach of services and help harness broader
assets in local communities

•

providing targeted support for specific vulnerable groups e.g. homeless
people, socially isolated people.

Much of the work to reduce health inequalities will continue to be led by public
health teams in local boroughs. The plans suggest that partnership working at
ICS level could add value to this locally led work in a number of ways,
including the following:
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•

identifying collective priorities and opportunities for co-operation across
boroughs

•

tracking changes in health inequalities across the system over time

•

supporting the development of consistent approaches across providers

•

strengthening data systems for measuring and monitoring inequalities

•

overseeing delivery of specific national NHS commitments

•

reviewing training opportunities and identifying economies of scale

•

linking with London-wide initiatives on prevention and health inequalities.

In our second phase of interviews we heard a clear message that tackling
health inequalities has become an even higher priority as a result of the
pandemic. Covid-19 and lockdown measures have illuminated and
exacerbated existing inequalities, and system leaders told us that discussions
on a range of issues now start with inequalities in a way that would not have
happened as consistently before the pandemic. An example given was taking
inequalities into account when looking at waiting lists for hospital care –
giving consideration to groups in the population at greatest risk of poor health
outcomes when deciding how to go about clearing backlogs, as emphasised
by the national ‘phase 3’ letter (NHS England and NHS Improvement 2020c).
Some interviewees also told us that their system work on health inequalities
is now taking a ‘broader lens’ as a result of the pandemic, taking in the wider
social determinants of health. For example, we were told that there is now
greater recognition among NHS partners that “if we are worried about asthma
outcomes then we need to connect with what the council is doing to address
damp housing and improve air quality”.
Unsurprisingly there is a particular focus on groups that have been strongly
affected by the pandemic, including some Black, Asian and minority ethnic
communities, people experiencing homelessness and people with a learning
disability. Increased data sharing between organisations that has taken place
as part of the pandemic response has also brought to light groups of
vulnerable people that the system was not previously aware of, for example
people who are not clinically high-risk but who are vulnerable to rapid
escalation in their health needs as a result of financial precarity or limited
social support networks.
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We also heard that many hospitals and other large NHS organisations in
London are now exploring how they can help to reduce health inequalities by
taking up their role as ‘anchor institutions’ in local places – harnessing their
power as major employers and procurers of goods and services to address the
wider determinants of health. ICSs are exploring how they can support this,
for example by encouraging partner organisations to target job opportunities
at people living in deprived wards.

Digital technologies
Using digital technologies to enhance health and care services and to support
improvements in population health has been a key priority in London for some
time. Areas emphasised in the 2019 system plans included the following.
•

Developing population health management tools that bring together
data from acute, community, primary care and other sources and apply
algorithms designed to predict individual and population health needs. For
example, the Whole System Integrated Care dashboard in North West
London provides a suite of tools that allows clinicians and service planners
to identify people who may benefit most from proactive, multidisciplinary
support and to make investment and prioritisation decisions. Similar tools
are being developed elsewhere, eg, the Discovery East London platform in
North East London and the HealtheIntent platform in North Central
London. These platforms are being used to perform a number of functions,
including highlighting where best-practice care is not being provided at
individual or population level, and identifying unwarranted variation.

•

Supporting real-time data sharing between health and care providers
via a health and care information exchange, with the aim of developing a
person-held digital health and care record. This includes participating in
the ‘OneLondon’ local health and care record exemplar programme.

•

Promoting digital access to primary care, including providing online and
video consultations in all GP practices in line with national targets. Primary
care is also a key area of focus for other digital work, eg, improving the
digital infrastructure of practices.

•

Expanding the use of digital self-care and self-management tools in
primary and community care. For example, the plan for North West
London stated that there will be access to digital self-care and selfmanagement tools by 2022/23 for all patients with diabetes, chronic
obstructive pulmonary disease (COPD), asthma, heart failure, mental
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health problems or learning disabilities, as well as for people using
maternity or urgent care services.
•

Using telecare and telemedicine tools in care homes. New approaches
to this are being piloted in South East London and elsewhere.

•

Providing online mental health support. For example, a range of
services are being made available to young people in North East London
through the ‘Kooth’ platform.

•

Building knowledge and capabilities around digital health and care. For
example, in North West London there is a workforce education programme
to help staff develop the digital skills they need, as well as a Digital Citizen
programme seeking to educate the public on digital health services.

•

Using digital technologies to support innovation and research. In North
West London, a digital innovation hub is being developed to enable
researchers, innovators and industry to access anonymised patient data to
support the development of new treatments and interventions.

Alongside these specific commitments, system partners have been investing
in increased digital capacity and capability at ICS level. For example, systems
have appointed chief information officers and chief clinical information
officers, paving the way for more active leadership on the digital agenda from
ICSs.
The pandemic response has meant that some of these commitments have
been rapidly accelerated. Digital service delivery in primary care and
outpatient settings has been implemented at breath-taking speed, far
surpassing the ambitions in the 2019 plans. Telephone consultations, econsultations and video appointments have become the norm in primary care
and many other services, and digital technologies have been used as an
enabler for multidisciplinary working and accessing specialist advice and
guidance (for example, virtual geriatrician support). There has also been a
less cautious approach to data-sharing between organisations, with partners
seeing a need to quickly resolve long-standing concerns about information
governance.
The rapid progress made on digital is seen as a largely positive development,
with system leaders keen to maintain and build on the changes that have
been put in place. However, there are also a number of concerns that will
need to be resolved in the medium-term. There are significant concerns
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around digital exclusion, and an acknowledgement that digital-first
approaches are not suitable for everyone or everything. In some cases more
evidence will be needed to ensure that new arrangements are clinically
effective and appropriate. In relation to data sharing, it is unclear whether
information governance issues have been fully resolved or rather temporarily
side-lined – in which case more work will be needed once the immediate crisis
has passed.

Workforce
In our phase one interviews, workforce was consistently identified as the
biggest risk to delivery and as the main practical constraint that will shape the
direction of service changes in London over the next few years.
There are particular concerns about the primary care workforce, in part
because of the potential knock-on effects for the rest of the system. This
includes concerns regarding the age profile of GPs and practice nurses, many
of whom are approaching retirement age (for example, 50 per cent of practice
nurses in South East London are over 55).
The wider nursing and social care workforce are also key areas of concern,
with significant shortages in London as in other regions. The vacancy rate for
adult nursing across London stood at 14 per cent in 2019, with low retention
rates for nurses under 25 being identified as a significant problem in some
systems. High staff turnover rates in social care are also significant problem in
London and elsewhere.
The cost of living is recognised as a key contributing factor in London, in
addition to wider issues such as the impact of the UK’s exit from the EU on
international recruitment (with London having high levels of staff from EU
countries).
The 2019 system plans describe a number of approaches towards addressing
NHS workforce shortages, including:
•

improving retention by offering greater flexibility, portfolio working options
and development opportunities, and by improving workplace cultures

•

exploring how best to use new clinical roles (eg, clinical pharmacists in
primary care, nursing associates, physician associates) and non-clinical
roles (eg, care navigators and social prescribing link workers). In South
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East London, a training and competency framework has been developed
for the latter to facilitate skills development and career progression
•

joining up efforts to promote international recruitment, for example
through London-wide international recruitment programmes for GPs and
nurses

•

encouraging the development of a local workforce pool, including by
targeting people that already live in the area and by working with schools
and colleges (for example, through a ‘jobs that care’ board game for
schools in South West London)

•

providing apprenticeships, including seeking to make better use of the
apprenticeship levy.

There are also encouraging signs of some systems working collaboratively
across health and social care to take a more place-based approach to
workforce planning and development. For example, in North Central London,
organisations spanning the health and social care sectors are working in
partnership to promote recruitment and retention of staff, and to support
workforce modernisation.
In our phase two interviews, there was a perception that progress had been
made on some fronts during the pandemic, including developing ‘passporting’
arrangements to increase staff mobility across organisations, and establishing
joint recruitment, workforce development and training processes. Much of this
has been achieved by providers working with each other more collaboratively,
for example through shared staff banks.
We also heard that there was a more concerted focus on supporting staff wellbeing in light of the significant impact that Covid-19 has had on many people
working in health and care professions (and in line with the emphasis given to
this in the NHS People Plan). For example, some mental health trusts in
London have provided mental health support to NHS and social care staff
during the pandemic.
While there are numerous initiatives underway to address the major
workforce issues in London, there is more work to do to ensure that these
initiatives add up to a comprehensive plan that allows systems to have access
to the workforce they need for the future. Systems were required to develop
local workforce plans in response to the national ‘phase 3’ letter (NHS England
and NHS Improvement 2020c) but these will need to be reviewed and
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refreshed to reflect the evolving course of the pandemic, its impact on
demand for services and on staff, and to reflect the future financial
settlement for health and social care when this becomes clearer.

Estates
The NHS estate – its buildings, land, equipment and other physical assets – is
a critical issue in London that can act as both a facilitator of improvement and
a major barrier to it. Since 2016, local systems have established strategic
estates committees with representatives from commissioners, providers and
key partners. Systems have also developed estates strategies that review how
estate is used across partners and agree strategic priorities for investment
and land sales. Objectives of working together at system level on estates
include the following:
•

agreeing a shared set of priorities for targeted investment

•

ensuring buildings are used efficiently and that under-utilisation is
minimised

•

supporting new models of primary and community care by establishing
community hubs for multidisciplinary working

•

co-ordinating estate rationalisation to generate income to reinvest in local
estate

•

expanding estate capacity to meet growing demand for planned care

•

securing funding from housing developers to help cover the costs of new
health and care provision.

The 2019 plans set out the areas where the greatest needs exist in relation to
estate. Primary and community care is a high priority in all five systems,
particularly where GP practices are operating out of converted residential
properties that are no longer fit for purpose. Addressing this will involve
identifying opportunities for consolidation and co-location of primary care
services.
There are also parts of the hospital estate that are in need of significant
investment. For example, in North East London capital funds have been
awarded for redevelopment of Whipps Cross Hospital and for a new health
and wellbeing hub on the site of St George’s Hospital.
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System partners are increasingly taking a One Public Estate approach (Local
Government Association 2020), collaborating across sectors and pooling
resources where appropriate. For example, in Lewisham NHS providers
(primary care, acute and mental health), the local authority and community
partners are working together to develop four new sites offering integrated
local services. Similarly, plans for a major housing development in Barking
Riverside include a new health and wellbeing hub bringing together a range of
services for the local community.
There are also examples of system partners working together to serve
broader objectives through work on estates, including supporting efforts to
regenerate high streets, tackle shortcomings in London’s housing market and
boost economic growth through the creation of new homes and jobs. For
example, in South West London NHS organisations and local authorities are
exploring opportunities to use vacant high street premises to deliver health
care services.
Estates have not been a major focus for collaborative working during the
pandemic, although there has been some creative repurposing of estates to
serve specific needs, eg, enabling care home residents to access step-down
beds on NHS estate so they can be discharged from hospital. The most
significant longer-term implication of the pandemic in relation to estates will
be the question of what the shift to digital means for estates in future.
Systems will need to revisit estates plans once there is greater clarity about
what a blended approach to digital and face-to-face delivery might look like.

Social care
Health care services are dependent on a well-functioning social care system,
and the Mayor of London has previously stressed the importance of ensuring
that any proposals for service change within the NHS take account of the
potential impact on social care services (the impact on social care is one of
the Mayor’s six tests for health and care transformation in London).
This inter-dependency has been illustrated all too clearly during the pandemic,
particularly in relation to care homes, whose staff and residents have been
heavily affected by Covid-19. Some interviewees argued that as a result of
the pandemic there is now a greater collective understanding of the
importance of a well-functioning social care system.
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Relationships between the NHS and social care providers were put under
strain early in the pandemic, partly due to the rapid discharge of hospital
patients to care homes. Since then, there has been a major focus on
strengthening collaborative working to provide better support to care homes,
including provision of training for care home staff in infection prevention and
control, and improving skills in identification of acute illness.
More broadly, some interviewees (from both local government and the NHS)
believed that the pandemic has driven forward health and social care
integration and that there is now greater momentum behind this agenda.
There is an appetite among system leaders to learn lessons from the
experience of collaboration between health and social care during the
pandemic, and to build on it. Existing objectives included in the 2019 plans –
such as implementation of the national ‘enhanced health in care homes’
framework and the development of care home in-reach teams – are likely to
be given higher priority as a result.
While this is encouraging, integration is far from the only issue of concern in
relation to social care. As discussed in the following section, there remain
fundamental weaknesses in the social care system that require a regional and
national response.
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6 Priorities for action
This section summarises the priorities for action for health and care leaders in
London identified by our research. We focus on the five key areas covered in
the previous section, with the addition of two further themes: embedding
collaborative working and strengthening pan-London working arrangements.

Embedding collaboration for the longer term
Collaborative working at system level appears to have improved significantly
since our previous research in 2018 and has been developed further through
the response to Covid-19. However, while the experience of joint working
during the pandemic has helped increase mutual understanding between local
government and NHS leaders, it is important to recognise that the reemergence of older barriers – such as funding and the risk of heavy top-down
performance management in the NHS – may make these gains harder to hold
onto.
There will need to be a concerted effort from NHS and local authority leaders
in London to ‘lock in’ the collaborative approaches developed over the last
year and ensure the benefits are sustained in the longer term. This is likely to
require three things.
•

NHS, local authority and voluntary sector partners will need to continue
the practical focus seen during the pandemic – delivering joint
initiatives and implementing tangible improvements to services, as it is
this pursuit of common purpose with real energy that has changed
ways of working for the better.

•

Continuing to build trust and to strengthen relationships between
partner organisations is paramount. This may require leadership and
organisational development support to help embed new ways of
working and overcome the remaining hurdles.

•

Ongoing evolution of structures and governance arrangements will be
needed to underpin these changes, but this should not become the sole
or primary focus of conversations between partners (a clear risk as
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systems respond to the proposed legislative changes which may see
ICSs become statutory organisations).
Where this collaboration is rooted in delivering real change it should also help
ensure that it has the necessary breadth and depth across the system rather
than being limited to strategic co-operation between a relatively small number
of leaders. In turn this greater co-operation between a larger group of
organisations and leaders should help increase sustainability and reduce the
dependence on a limited number of individuals.
The experience of better system working during the pandemic has not been
felt evenly by all – for example, primary care leaders have not always been
closely involved in collaborative work at ICS level. By keeping the focus on
delivery of pragmatic change, system leaders can expand the group of people
involved and break down remaining barriers.

Moving from aspiration to action on reducing health
inequalities
Reducing health inequalities was already a key objective prior to Covid-19 yet
the experience through the pandemic has given this far greater priority and
it’s clear there is now high commitment among system leaders to work on
inequalities with greater vigour.
System partners across London need to seize this moment to strengthen
collective action on health inequalities. The partnerships developed in recent
years between the NHS, local authorities and voluntary sector organisations
provide a platform for taking broad-based action on the wider determinants of
health. This collaboration is needed at three levels.
•

Borough-based partnerships should be used to co-ordinate local action on
health inequalities, with Directors of Public Health playing a key leadership
role.

•

ICSs will need to be clear how partnership working at this level can
support and add value to borough-based work on health inequalities,
linking with London-wide initiatives where appropriate. Public health
expertise will also be critical at this level.
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•

At London level, partners will need to revisit which issues will benefit most
from a more co-ordinated response across London, starting from the
priorities identified in the London Vision and the Mayor’s Health
Inequalities Strategy and where necessary updating these in light of the
pandemic.

NHS organisations can play an important part in efforts to reduce health
inequalities by acting as ‘anchor institutions’, using their economic clout as
major employers and purchasers to counter the economic and social damage
inflicted by the pandemic on communities across London. This role also
extends to academic institutions and other major employers, including social
care, which can potentially act as an ‘anchor sector’ when taken as a whole.
Efforts to tackle health inequalities will need to include a focus on mental
health inequalities, which are likely to widen as a result of the pandemic
(Centre for Mental Health 2020). There are anticipated to be significant
increases in mental health needs over the coming years as a result of the
pandemic (particularly due to the impact of social restrictions and lockdown
measures), with one analysis commissioned by NHS England finding that
demand for adult mental health services and child and adolescent mental
health services could rise by as much as 40 per cent and 60 per cent
respectively (Discombe 2020).

Taking a joined-up approach to workforce
Prior to Covid-19, workforce shortages represented the biggest challenge
facing health and care services in London and elsewhere. Since then, the
response to the pandemic has relied on exceptional effort from staff and this
will need to continue over the coming months as the vaccination programme
gathers pace. National efforts to tackle workforce shortages have been
hampered by the lack of a longer-term financial settlement, and the UK’s exit
from the EU has created additional challenges, including particular risks for
securing the social care workforce needed in the capital.
All this points to the need for a more radical and comprehensive approach to
tackling the workforce issues across health and care. This will require
strategic action at all levels, with greater clarity about how these add up to a
comprehensive strategy for the London workforce. Bold, co-ordinated
leadership at London-level will need to be an important part of this, which
could include building on initiatives such as the capital nurse scheme (Health
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Education England 2020) for example by extending it to allied health
professionals and social care workers.
In the medium and longer term, as many workforce responsibilities will be
passed to ICSs, systems must have access to the resources and expertise
they will need to lead on this issue. There will continue to be a need for
London-wide coordination on workforce so it will be important that the five
ICSs have the capability to work together on this issue, and that they take a
joined-up approach spanning the whole health and social care workforce.

Building on digital transformation
The widespread adoption of digital delivery models during the pandemic has
given new momentum to this agenda. The challenge for London’s ICSs now is
to sustain and build on this, embedding the progress made in a way that
delivers the best outcomes and experience for local communities.
This will require rapid evaluation of new delivery models to understand who
and for what these work best for, with a particular focus on ensuring that they
don’t exacerbate or create new inequalities.
As the system recovers from the pandemic, ICS leaders and others will need
to support a long-term shift to a ‘blended’ model of delivery that combines the
best of digital approaches with the benefits of face-to-face contact when that
is most appropriate. This is likely to be something that ICSs and other
partners in London will need to support over a number of years. The wider
implications of this shift, including on future workforce and estates
requirements, will require careful consideration and will necessitate changes
to existing planning assumptions.

Collaboration on estates and facilities
The state of London’s health and care estate remains a long-standing
strategic issue. This will need to be a major focus for collaborative working
going forward, building on the closer partnerships forged over recent months.
Modernising estates could contribute to economic recovery and regeneration
in some parts of London and it will therefore be important to think broadly
about the opportunities this presents for local communities.
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Estates is an area where ongoing leadership at London level will be needed.
The work conducted by the London Estates Board to develop a London health
and care estates strategy should be returned to, with the aim of ensuring
there is a co-ordinated approach to capital investment and prioritisation
across the city.

Investment and reform for social care
Social care in London (as elsewhere in England) was struggling going into the
pandemic, with a fragile provider market, workforce shortages and a range of
concerns about quality of care. The pandemic may have helped to shine a
light on some of these issues, but overall its impact has been to exacerbate
the challenges that already existed (Bottery 2020).
The neglect of social care is a national issue, which needs, first and foremost,
a national solution – in the form of immediate financial support from
government to alleviate short-term funding pressures combined with longerterm investment and reform (Charles and Ewbank 2020).
Nonetheless, system leaders in London can also help by continuing to
prioritise the development of integrated approaches across health and social
care. ICSs and borough-based partnerships should be used as platforms to
bring this about. Our finding of increased local authority involvement in ICSs
is encouraging in this regard, and ICS leaders should make concerted efforts
to strengthen this further. They will also need to work directly with social care
providers, just as they do with NHS providers.

Strengthening arrangements for pan-London working
We have previously highlighted the challenges arising from the highly
complex set of arrangements for health and care in London, and the need for
greater coherence at London-level to support co-ordinated action across the
large number of organisations involved (Kershaw et al 2018; Naylor and Buck
2018).
Our latest research indicated there has been some improvement over the past
two years. Several interviewees mentioned that the appointment of a single
regional director for NHS England and NHS Improvement in early 2019 and
the merger of what had been two separate regional teams meant that there
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was now clearer and more consistent leadership of the NHS in London. The
valuable leadership role played by the regional office of Public Health England
during the pandemic was also mentioned by some.
London partners – including the NHS, London councils (and individual
boroughs) and the GLA – will need to continue to work together to evolve and
improve the functioning of the pan-London bodies that exist to support
collective action. As ICSs take on a more prominent role (and potentially
move to a statutory footing) this will need to include clarifying how ICSs and
pan-London partnerships can work together in a mutually reinforcing way.
The abolition of Public Health England means that the future arrangements for
public health leadership in London will also need careful thought, particularly
in relation to health improvement functions outside of the remit of the new
National Institute for Health Protection.
Just as it will be important for London’s five ICSs to be able to work together
to tackle workforce challenges (see above), this will also be needed in relation
to commissioning specialised health services. London contains a high
proportion of tertiary and specialist centres within a relatively small
geography. As NHS England intends to delegate the majority of the current
specialised commissioning budget to ICSs, it will be important to identify
where ICSs may need to co-operate to ensure a coherent approach to these
services as well as understanding the implications for providers and patients.
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7 Conclusion: looking to
the future
The Covid-19 pandemic has greatly increased the challenges facing health and
care leaders in London. The wider context of a deep economic recession and
damaged public finances (particularly in local government) would be difficult
at any time. In addition, Covid-19 has increased health inequalities,
exhausted the workforce, led to a surge in the backlog of patients waiting for
treatment and is driving increased demand in areas such as mental health.
More change is still likely as London faces continued high infection rates and
the roll out of the largest ever mass vaccination programme.
Yet, perhaps because of these challenges, there has been progress and
acceleration in many aspects of system working in London. While this
progress may not yet have been ‘locked in’ and relies in many cases on
individual relationships, it is nonetheless important even if we are largely
drawing on experiences at one level of the system (our research being based
on interviews with senior leaders rather than the views of middle
management or frontline staff).
Since the research was undertaken for this report, NHS England and NHS
Improvement has published its new statement on the future of ICSs and a
new set of proposals for legislation (see Murray 2020 and Murray and
McKenna 2020) and the government has published a White Paper setting out
its proposals for a Health and Care Bill (Department of Health and Social Care
2021). In some respects, the direction of travel these outline is well-aligned
with the ways of working that have been developing in London.
However, the proposed approach will inevitably bring some disruption. Under
the legislative proposals, CCGs will be abolished and their staff will be folded
into ICSs. A statutory ICS could mean a greater degree of standardisation,
transparency and clearer governance. However, it may also disrupt existing
relationships both between NHS organisations and also between the NHS and
local government. It will be important to ensure that ICSs do look to support
and foster strong relationships at borough level (including delegation of
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funding) as it is here that the real strength of joint working across the NHS,
local government and voluntary and community sector sits.
The national vision for the future also gives a prominent role to provider
collaboratives – groups of (NHS) providers working together at ICS level.
These are at a relatively early stage in London, as elsewhere, but are likely to
play a very significant role in the capital’s health and care system in the near
future. NHS England and NHS Improvement intends to provide more guidance
on the different models for these collaboratives later in 2021.
The current intention for the proposed legislation is to leave a lot of flexibility
for local determination. This includes how the balance of responsibilities are
split between ICSs and their constituent boroughs. This permissive approach
reflects the current wide variation across the country in terms of context,
geography and history. However, it is questionable whether having five ICSs
evolving in very different ways across London would be sustainable, not least
in terms of the complexity it would generate for providers that span ICS
boundaries. There may therefore be value in developing some consistency of
approach across London in terms of the relationships between ICSs, boroughbased partnerships and provider collaboratives.
Finally, the research for this report was undertaken at a point when the first
wave of Covid-19 receded from London. Further waves have since arrived and
the mass vaccination programme has begun. Both will create continued
uncertainty and opportunities for learning. As the exceptional level of
uncertainty begins to decline later in 2021, leaders will need to refresh their
longer-term plans, acknowledging both the build-up of significant backlogs in
the health service and the major financial challenges in local government. In
developing these plans it will be important to ensure the better system
working that took place through Covid-19 remains front and centre.
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