
Purpose

The GGI cheat sheet on 
integrated care partnerships (ICPs) 

Expectations regarding ICPs are laid out in two key guidance papers:
 
• ICS design framework (June 2021)  
• Integrated care partnership engagement document (updated on 20 September 2021), which was developed by the Department   
 for Health and Social Care (DHSC), NHS England and Improvement, and the Local Government Association (LGA).  The    
 expectations on purpose, role, membership, chair, accountabilities, structure, operating model, and meetings are described below. 

To align the ambition, purpose and strategies of partners across the system to integrated care and improve the health 
and wellbeing outcomes for their population.
 

Role

The role is expected to encompass the following: 

•     Develop an ‘integrated care strategy’ for its whole population (unless the use of the HWB or other strategy is agreed) 

 -  Using best available evidence and data, covering health and social care (both children’s and adults’ social care) 
 -  Built bottom-up from local assessments of needs and assets identified at place level, based on joint strategic  
  needs assessments 
 -  Focused on health and social care outcomes, reducing inequalities and addressing the consequences of the  
  pandemic for communities 
 -  Having regard to the NHSEI Mandate and any guidance issued by DHSC, and explicitly covering the issue of  
  integration and the use of Section 75 arrangements, including pooled funds 
 -  Considering a joint workforce plan, including the NHS, local government, social care and VSCE 
 -  Considering mobilising assets beyond anchor institution boundaries 
 -  Forming strategies which are ambitious and challenging and enable integration and innovation  

•     Facilitate joint action to improve health and care services and to influence the wider 
       determinants of health and broader social and economic development 
•     Champion inclusion and transparency 
•     Challenge all partners to demonstrate progress in reducing inequalities and improving outcomes 
•     Support place and neighbourhood-level engagement ensuring the system is connected to the 
       needs of every community it includes 
•     Convene, influence and engage the public and communicate to stakeholders in clear and 
 inclusive language  

Membership

The membership is expected to be a broad alliance of organisations and representatives concerned with improving the 
care, health and wellbeing of the population.  

The following are required members: 
 
•     Local authorities who are responsible for social care services in the ICS area(with a duty to co-operate) 
•     An ICB representative (with a duty to co-operate) 

Other members should be agreed by ICB, local government and other partners. 

It is emphasised that not all partners need be members of the ICP and that membership should be kept to a productive level. 
It is expected that sub-groups, networks, dedicated workshops and other methods to be used for broader stakeholder 
participation and to include views and needs of patients, carers, the social care sector. 

Stakeholders who must be involved, but not necessarily as members, include: 

•     Health and wellbeing boards 
•     Other statutory organisations 
•     Voluntary, community and social enterprise (VCSE) sector partners 
•     Social care providers and organisation with a relevant wider interest, e.g. employers, housing, 
       education providers, criminal justice system 
•     Local authority directors of public health to support, inform and guide approaches to population 
       health management and improvement 
•     Local Healthwatch organisations to advise on engagement and scrutiny 
•     Clinical and professional leadership (including primary, community and secondary care) to ensure 
       a strong understanding of local needs and opportunities to innovate in health improvement 
•     Input from representatives of adult and children’s social services – for example by at least one 
       director of adult social services or director of children’s services 
•     Relevant representation from other local experts, through HWB chairs, primary or community 
       care representatives and other professional leads, for example in social work & occupational therapy 

It is expected that membership may change as the priorities of the partnership evolve.  In smaller systems, the ICP and HWB 
may have the same membership and organise to streamline their meetings. 



Chair

ICB and local authorities are to jointly select the ICP chair and define their role, term of office and accountabilities. The 
ICP and ICB and ICP chairs could be separate or the same – it is noted that separate chairs may help democratic 
representation, while the same chair may help co-ordination 

Selection criteria for the ICP chair include: able to build and foster strong relationships in the system, collaborative 
leadership style, committed to innovation and transformation, expert in delivery of health and care outcomes, able to 
influence and drive delivery and change. 

 There is no prescribed appointment process or remuneration.  

Accountabilities

The guidance sets out the following accountabilities: 

•     The ICB and local authorities must have regard to the ICP strategy when making decisions,   
       commissioning or delivery services 
•     As members of the ICP, he ICB, local government and other stakeholders responsible for delivering 
       the priorities of the ICP, will be able to hold each other to account 
•     ICBs, LAs and other partners should share intelligence with the ICP in a timely manner to ensure the 
       evolving needs of the local health service are widely understood and opportunities for at scale 
       collaboration are maximised 
•     ICSs (both the ICB and the ICP) will be required to take account of HWB strategies and Joint Strategic
       Needs Assessment (JSNA) in developing their plans, to avoid duplication of effort 

Structure

Structure –  The ICP structure is required to be:
 
•     A ‘forum’ to bring partners – local government, the NHS and others – together across the ICS  
•     A statutory committee, established by the NHS and local government as equal partners (Note that the 
       ICP is not a statutory body and does not take on functions from other parts of the system) 
•     Evolved from existing arrangements and with mutual agreement on its terms of reference, 
       membership, ways of operating and administration (arrangements will vary by size and scale of the 

Operating 
model

The operating model is not prescribed. ICPs can develop the partnership arrangements that work best for them, based 
on equal partnership across health and local government, subsidiarity, collaboration and flexibility. There are, however, 
expectations that mechanisms (e.g. citizens panels, co-production) are in place for ensuring strategies are developed 
with people with lived experience of health and care services and communities, e.g. patients, service users, unpaid 
carers, under-represented groups. 

Meetings
Formal sessions are expected to be held in public. 


