
The Changing Face of the NHS in Nottinghamshire 

Most of you are aware that the way health and 

social care is delivered in Nottingham and 

Nottinghamshire is changing. Some of you will be 

aware of the new acronyms like ICS (Integrated 

Care System) and ICP (Integrated Care Provider) and 

PCN (Primary Care Network) which are beginning to 

appear in communications and publicity materials 

but, until recently it has been difficult to find out 

precisely what those letters mean in practice. Now 

that situation has been improved with the launch of 

a new website:  

https://healthandcarenotts.co.uk 

This site is the home for the Nottingham and 

Nottinghamshire Integrated Care System. It explains 

what the ICS is aiming to achieve and, in broad 

terms, how it is going about it. If you dig through 

the various levels you can find out what role the 

ICPs play, within the ICS, and what the PCNs are 

doing. You can also find out who sits on these 

organisations and where and how you can become 

involved.  

The changes involved in the ICS model are probably 

the most far reaching to have been proposed for 

several decades. In that context we thought it 

would also be useful to give a little background.  

******** 

As we are all aware both health and the social care 

systems, in the UK, are under strain. The numbers 

attending A&E continue to rise year on year and 

many people have problems getting a GP 

appointment. Patients who have finished their 

treatment are often stuck in hospital because there 

are no care places available in the community. 

Ambulance services struggle to meet 999 response-

time targets - and things are not going to get any 

easier.  

We are living longer, but not necessarily healthier, 

lives and demand for treatment, of all sorts, 

continues to grow. New therapies can revolutionise 

life expectancy but have to compete for funding 

within limited budgets. Meanwhile the gap 

between the number of people we need to run our 

health/care services and the number available is 

growing.  

Most hospitals struggle to recruit and some have 

stopped offering particular services altogether 

because there are simply no suitably qualified staff 

available in those specialisms. The King’s Fund 

argues that this staffing gap is a greater threat to 

the NHS than funding:  

Across NHS trusts there is a shortage of more than 
100,000 staff. Based on current trends, we project 
that the gap between staff needed and the number 
available could reach almost 250,000 by 2030. If the 
emerging trend of staff leaving the workforce early 
continues and the pipeline of newly trained staff 
and international recruits does not rise sufficiently, 
this number could be more than 350,000 by 2030. 

https://www.kingsfund.org.uk/publicati
ons/health-care-workforce-england 

There are many reasons for this gap, e.g. lack of 

training investment, immigration policies and the 

flow of doctors and nurses leaving early because of 

unacceptable stress etc. In addition, as the numbers 

living into old age grow, there will be 

proportionately fewer people available to meet the 

demand. The Kings Fund suggests that, if these 

trends continue, we will arrive at a situation where, 

rather than not having enough money to spend, 

extra funding will go unspent because health care 

providers will not be able to recruit the staff to 

make use of it. 

The Kings Fund also points out that there are 

currently 110,000 vacancies in social care i.e. about 

10% of the total workforce, and argues that any 

strategy for supporting the NHS workforce cannot 

be viewed in isolation from the need to invest in 

and support the social-care workforce. 

In this context Government has largely accepted 

that the ‘market economy’ approach has not 

worked. Instead of driving overall savings it has, in 

the worst cases, encouraged a fragmented 

health/social care environment in which resources 

are not used efficiently or effectively. Organisation’s 

financial boundaries and accountabilities prevent 

free movement of resources from the places where 

there is surplus to places where there is need. 

Organisations driven to make local savings make 

decisions which reduce costs at one point in the 

system but, in practice, simply transfer that cost to 

somebody else.  

******** 
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The Government’s solution, as set out in the recent 

NHS Long Term Plan  

https://www.longtermplan.nhs.u,/wp-

content/uploads/2019/01/nhs-long-

term-plan-june-2019.pdf 

is based on developing ‘A New Service Model for the 

21st Century’. That model includes a number of 

ambitious objectives i.e.  

 boosting ‘out-of-hospital’ care, ‘dissolving’ the 

divide between primary and community health 

services  

 reducing pressure on emergency hospital 

services 

 giving people more control over their own 

health and more personalised care when they 

need it  

 implementing more digitally-enabled primary 

and outpatient care – to reduce the need to 

attend outpatients etc. 

It also seeks to: 

 improve preventative health strategies 

 provide a strong start in life for children and 

young people 

 provide better care for major health conditions 

e.g. cancer 

 ensure staff get the support they need so that 

they continue working in the system 

 ensure the taxpayer’s money is used effectively 

across the system.  

So it is not, in any way, looking to reduce the NHS 

offering. Rather it is looking to improve it further, 

which is itself another pressure on an already 

stretched system unless something changes.  

To facilitate all this Government argues that all the 

elements of our health systems must work more 

closely together, through the introduction of ICS (to 

be in place everywhere by 2021), to reduce 

duplication and ensure the most effective and 

efficient use of resources. Accountability has to 

shift from individual elements of the system to a 

much broader, joined-up, level and must ensure 

that the costs of providing services are affordable 

not just within the budgets of the individual 

purchasers and providers but within the system’s 

collective financial budget.  

******** 

Up to now, the key players in this complex 

environment have been: 

 the Clinical Commissioning Groups (CCGs) i.e. 

clinically-led, statutory, NHS bodies responsible 

for the planning and commissioning of health 

care services for their local area and 

 the various providers such as the GP practices; 

Hospital Trusts; private and local authority 

social care organisations, and the voluntary 

sector. 

 In the new world things will look rather different.  

The ICS/ICP/PCN Model 

If you look at the new website you will see that the 

ICS Board, acting through the Strategic 

Commissioner, will be primarily responsible for 

setting strategy, while the ICPs and PCNs are 

responsible for delivery.  

******** 

It is pleasing to be able to say that health/social 

care providers in our area have already taken a 

number of important steps towards what the 

government is proposing. Collaborative working 

schemes have been in place across the county for 

several years, driven both by the practical realities 

of having to provide an effective service with 

constrained resources and by a genuine belief that 

collaborative working is the way forward.  

At the highest level the Nottingham and 

Nottinghamshire Health and Care Sustainable 

Transformation Partnership (STP) has been working 

for several years to promote many of the objectives 

set out in the Long Term Plan. It has hosted a 

number of ‘vanguard’ programmes which set out to 

design, test and deliver scaleable and replicable 

‘new-care’ models and it has been very much 

https://www.longtermplan.nhs.u,/wp-content/uploads/2019/01/nhs-long-term-plan-june-2019.pdf
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viewed as a ‘test-bed’ for many of the ideas which 

are now being deployed in the ICS approach.  

Building on that work our local STP is the body 

which is now evolving into the Nottingham and 

Nottinghamshire Integrated Care System (ICS) 

required by the Long Term Plan. 

Equally positive work has also been taking place at 

the primary level where numbers of GP practices 

have been working together to achieve meaningful 

savings in time and money and to enhance the 

service they provide for their customers.  

However, these changes still face a number of not 

insignificant problems and hurdles.   

******** 

Some of the challenges faced by this new approach 

can be loosely grouped under four, overlapping,  

headings:  

1. Resources 

2. Organisational boundaries and 

accountabilities 

3. Governance 

4. Accountability 

Resources 

The development of the ICS system is taking a great 

deal of the time of a large number of very skilled 

and experienced people. Those people are drawn 

from across the health and social care system but, 

because these new organisations as yet have no 

formal legal standing, there is as yet no ongoing 

funding for this work. Grants of various sorts are 

available to help the process but, in many cases, 

those involved are being seconded from their 

parent organisations or are effectively doing the 

work pro bono. The organisations involved have 

generally made the decision that this is a sensible 

investment in their futures. However there are 

organisations which would wish to be involved but 

for whom it represents a substantial burden on 

limited resources.  

Organisational Boundaries 

The ICS envisages all health and social care 

providers in an area working together in a 

systematic way. However, these organisations 

currently operate within separate regulatory and 

legislative structures and are accountable within 

those structures. It is therefore, extremely difficult 

to build a structure which holds them accountable 

for the effects of their actions on organisations 

elsewhere in the system.  

An example of the impact of these boundaries, at 

the highest level, is the interaction of the two main 

regulators, NHS England and NHS Improvement. 

Until recently, these were effectively separate 

organisations and were imposing conflicting 

requirements on the sector.  So, for example, the 

CCGs have budgetary targets for which they are 

accountable to NHS England, which in turn has the 

power to sanction non-achievement. They are also 

subject to internal accountabilities to their 

members. Similarly, NHS Hospital Foundation Trusts 

have budgetary targets and are accountable for 

their performance to NHS Improvement. CCGs were 

tasked with making savings but there was no 

mechanism to ensure that the savings they made 

did not generate costs in the Hospital Trusts.  

More locally, the regulations which established the 

CCGs envisaged them working at a relatively local 

level. Thus there were originally seven separate 

bodies covering the Nottingham and 

Nottinghamshire regions. NHS’s requirement that 

the CCGs cut 20% from their admin budget drove a 

move towards rationalisation but now the 

development of the Strategic Commissioner role 

means that they must all come together as one 

body.  

Governance 

The boundary issue leads on directly to the 

question of how governance is going to work. In 

the health sector Governance is defined as: 

“…the systems, processes and behaviours by which 

[organisations] lead, direct and control their 

functions in order to achieve organisational 

objectives, safety and quality of service and in 

which they relate to patients and carers, the wider 

community and partner organisations.” (Audit 

Commission 2002) 

So it covers things like:  

 Standing Orders 

 Standing Financial Instructions 

 Reservation of powers to the Board and 

Schemes of Delegation. 

 The structure of subsidiary board committees 



 The accountability of line managers to board 

structures 

 How strategic planning is carried out, 

performance monitored and non-conformance 

addressed 

 Risk management and assurance frameworks 

 Internal and external audit. 

 

At the present moment each organisation has its 
own governance system. The ICS has to develop a 
structure which will, when required, supersede local 
structures, without generated expensive additional 
layers of bureaucracy.  
 
The difficulties of setting up such a system are 
perhaps most clearly seen in the relationship 
between Local Authorities, where accountability lies 
with elected representatives, working in a political 
context and organisations which are working within 
budgets set by central government.  
 
Accountability  
 
At the present moment there are few areas within 
the health and social care system where there is 
direct accountability to the public. Local Authority 
counsellors are clearly answerable to their 
electorate and Foundation Hospital Trusts have 
elected Governors who can, to a limited extent, 
hold them to account. The CCGs have Patient and 
Public Engagement Committee (PPEC) and GP 
practices have Patient Participation Groups (PPG). 
When responsibility for the overall running of the 
system moves to the ICS, which will take primary 
legislation, it is not clear what if any actual public 
accountability will be built into the system.  
 


