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Introduction 
In 2017, NHS England published its Seven Day Services Clinical Standards guidelines for all hospitals. 

It specifically set out the requirements for patients:1 

• All patients admitted during the period of consultant presence on the acute ward (normally at least 

08.00-20.00) should be seen and assessed by a doctor promptly and seen and assessed by a 

consultant within six hours. 

• All emergency inpatients must be assessed for complex or on-going needs within 14 hours by a 

multi-professional team, overseen by a competent decision-maker, unless deemed unnecessary by 

the responsible consultant. 

• Hospital inpatients must have timely 24-hour access, seven days a week, to key consultant-directed 

interventions that meet the relevant specialty guidelines, either on-site or through formally agreed 

networked arrangements with clear written protocols. 

In 2021, the BAD’s inpatient provision survey highlighted areas which directly impact on patients 

receiving dermatology input into their afterhours care. Many of the hospitals who responded to the 

survey indicated they use medical on-call teams to cover emergency and inpatient afterhours care.  

22 of the University Teaching Hospitals that responded said that they did not provide dermatology 

cover after hours. Only 8 tertiary-level hospitals said they have 24hr dermatology provision. A 

significant number of teaching hospitals indicated they did not have SLAs in place with local DGHs to 

provide after-hours advice.  Approximately 13% of hospitals who responded also indicated that they 

did not have dermatology day cover for general wards (10 District General Hospitals and 4 Teaching 

Hospitals).  

Due to a shortage of dermatologists, it is clear that some services may struggle to provide emergency 

same-day care on a daily out-patient basis. These challenges vary from each hospital or region. It is 

important that a patient with an acute skin problem, regardless of age, should have a clear pathway 

to access the dermatology care they require. At the moment, support between hospitals often occurs 

on a goodwill basis without service level agreements in place and adequate recognition within the job 

plan.  Some hospitals refuse to pay consultants for on call work which has stopped this afterhours 

access to care. Rates for on-call work are often paid at Category B ( Telemedicine or complex telephone 

consultations, see the BAD’s Job Planning Guidance) which can work out as only £2/hour before tax 

irrespective of how hard the consultant is working and irrespective of how many times, they are called 

overnight.  These very low rates of pay may deter consultants from engaging in on call work and may 

be a factor in services withdrawing from providing such services. 

 
1 Seven Day Services Clinical Standards, NHS England, 2017 updated 2022 https://www.england.nhs.uk/wp-

content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf  

https://www.bad.org.uk/clinical-services/workforce-planning/
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/02/B1230-seven-day-services-clinical-standards-08-feb-2022.pdf


 

 

 

 

 

 

 

 

 

 

 

Trainees 

The inconsistency with out of hours (OOH) service provision nationally creates variable learning 

opportunities for trainees, further compounded by complexities in trainee pay banding and working 

time directives. The 2021 GMC dermatology curriculum2 states the trainee must be able to 

independently diagnose and manage dermatological emergencies in all environments and manage an 

acute dermatology service including on-call. The syllabus guidance3 stipulates an OOH requirement. 

Service and training are inextricably linked, training must be aligned to the service required. Without 

a critical mass of consultants engaged in OOH on-call, not only would the opportunity for training 

disappear, but more importantly the need for it. This downward spiral towards a future where there 

is no dermatology OOH on-call would be to the great detriment of our patients and to the future of 

our specialty as a hospital-based service. 

What is this consultation about? 

This consultation is about improving provision of dermatology care for both adults and children 

presenting with acute dermatological conditions, who cannot wait for referral for diagnosis and 

treatment the next weekday, whatever time of day they may present.  Patients may present at accident 

and emergency or may be referred to the hospital by their GP, alternatively they may already be a 

patient on an acute ward in a district general hospital (local) or in teaching /tertiary hospital (regional). 

This consultation proposes 4 standards of care (see Section 1) for patients presenting with acute skin 

disease and proposes 3 options (see Section 3) on how dermatology on-call could be delivered. 

In order to support the need for improved access to care we are also collecting evidence of cases 

where patients have come to harm via members Datix reporting, mortality data and coroners' reports.  

We believe that changes need to be made to provide more effective and safe services within the NHSE 

Seven Day Services Clinical Standards guidelines for all hospitals.  This will: 

• Improve health outcomes for patients 

• Make sure patients are always assessed by the right hospital specialist with timely decisions about 

their treatment and care 

• Ensure there are always safe staffing levels, including senior doctors available 24/7 and teams have 

the best equipment and facilities 

• Deliver more specialist inpatient advice using available virtual resources to enable people to 

receive care locally rather than travelling to nearby tertiary centres. 

 
2 JRCBTB, Dermatology Training Curriculum, 2021 https://www.gmc-uk.org/-/media/documents/2021-

dermatology-curriculum_pdf-86833601.pdf  
3 JRCPTB and BAD, Dermatology Syllabus Guidance, 2021. 

https://www.jrcptb.org.uk/sites/default/files/Dermatology%20syllabus%20guidance%20August%202021_Feb%20

2022.pdf  

https://www.gmc-uk.org/-/media/documents/2021-dermatology-curriculum_pdf-86833601.pdf
https://www.jrcptb.org.uk/sites/default/files/Dermatology%20syllabus%20guidance%20August%202021_Feb%202022.pdf
https://www.gmc-uk.org/-/media/documents/2021-dermatology-curriculum_pdf-86833601.pdf
https://www.gmc-uk.org/-/media/documents/2021-dermatology-curriculum_pdf-86833601.pdf
https://www.jrcptb.org.uk/sites/default/files/Dermatology%20syllabus%20guidance%20August%202021_Feb%202022.pdf
https://www.jrcptb.org.uk/sites/default/files/Dermatology%20syllabus%20guidance%20August%202021_Feb%202022.pdf


 

 

 

 

 

 

 

 

 

 

 

Section 1 

Proposed Standards of Care for Patients with acute dermatological conditions. 

The proposed standards of care are about ensuring that there are clear pathways for reviewing 

patients of all ages with acute dermatological conditions.   How dermatology OOH may be delivered 

is covered in Section 3.  

Please consider the 4 proposed Standards listed below and answer the questions that follow. 

Standard 1  

A clearly contracted pathway for access to care should be available to all patients of any age with an 

acute dermatological problem on a 24/7 basis. All providers of emergency and acute services for adults 

and children and local GPs will be made aware of the contracted dermatology pathways of care and 

how to access them. 

Standard 2 

This acute pathway of care needs to be staffed by appropriately trained dermatologists with access to 

in-patient beds and ITU/Burns services as required. This will require the provision of a formalised on-

call rota with adequate time in the job plan to provide the necessary care. 

Standard 3 

The agreed contracted model of care will make appropriate use of teledermatology and multi-

disciplinary teams and will direct to adequately commissioned face to face care as needed. 

Standard 4 

For specialised dermatology diseases which may present acutely and require urgent care there should 

be clear regional protocols and pathways in place for both adults & children e.g. SJS/TEN, Pemphigus 

requiring Rituximab, neonates with severe skin disease such as EB and ichthyosis.  

Consultation Questions relating to Standards. 

1. Do you agree that there should be standards of care for patients of all ages presenting 

acutely with dermatological conditions? 

a. Yes/ No/ other (text box for other) 



 

 

 

 

 

 

 

 

 

 

 

 

2. Do you agree with the rationale for Standard 1? 

a. Yes/ No/ If yes with changes (please explain) (text box) 

 

3. Do you agree with the rationale for Standard 2? 

a. Yes/ No/ Yes with changes (text box) 

 

4. Do you agree with the rationale for Standard 3? 

a. Yes/ No/ Yes with changes (text box) 

 

5. Do you agree with the rationale for Standard 4? 

a. Yes/ No/ Yes with changes (text box) 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

Section 2 
 

Case Examples of harm arising from inadequate access to acute dermatology care 

In order to evidence the need for clear pathways for access to care for patients with acute skin conditions we 

require examples of harm when there has been inadequate dermatology inpatient cover. These are cases which 

are recorded on the hospital Datix system (or equivalent) and will have a root cause analysis undertaken. Patient 

identifiable information must be redacted, but any description of the case would be helpful. 

Please include a brief summary of no more than 500 words for each case below (anonymised root cause analysis 

reports can be submitted to the TQIU via serviceimprovement@bad.org.uk ): 

Examples:  

Serious Incidents/complaints in spite of 24 on call service at a tertiary hospital: 

Patient 

Case 1- 

Anonymised 

Year of 

incident:  

2018 Case Summary: 

40 year old lady with TEN with poorly 

controlled diabetes transferred to (local) 

Burns unit within 48 hours at weekend. 

Initially diagnosed with SJS and complained 

that transfer was delayed by 24 hours and 

patient stated they were not told seriousness 

of the condition. This was in spite of 

Dermatology seeing her at weekend and 

explaining diagnosis in detail. She survived 

but complained afterwards about general 

ward care and delays. 

 

*Freetext 500 word maximum* 

Patient skin 

diagnosis: 

/Primary 

diagnosis/ 

Secondary 

diagnosis 

TEN with diabetes 

Incident risk:  Low/ Moderate/ 

High 

After hours 

service 

provided by: 

 

Age of patient 

 

Main specialty 

responsible 

for patient 

care 

 

Where patient 

was situated 

 

Dermatology on-

call 24/7 

 

 

40 

 

 

Dermatology 

 

 

 

 

 

Burns unit 

mailto:serviceimprovement@bad.org.uk


 

 

 

 

 

 

 

 

 

 

 

Case 2 

Year: 2022 Case Summary: 

TEN in an elderly 90 year old lady previously 

diagnosed with subacute lupus. SCLE was 

clear at last outpatient review. She presented 

acutely with likely systemic infection. Was 

stable for 1 week and then blistering 

progressed rapidly after antibiotics. 

Dermatology on-call re-referral after 1 week 

was not received for 48 hours from ward and 

once reviewed by Dermatology trainee was 

transferred within 3 hours to (local) burns 

unit. Complaint from relative as patient died 

and was regarding general ward care and lack 

of communication from ward regarding 

seriousness of the condition. 

 

*Freetext 500 word maximum* 

Patient 

diagnosis: 

TEN with subacute 

Lupus 

Incident risk: Low/ Moderate/ 

High 

After hours 

service 

provided by: 

 

Age of patient 

 

Main specialty 

responsible 

for patient 

care 

 

Where patient 

was situated 

 

 

 

Dermatology on-

call 24/7 

 

 

90 

 

 

Dermatology 

 

 

 

 

 

Burns Unit 

 

 

 

 

Local/ Regional overview of acute dermatology care 

on wards 

Nursing care and general ward care usually 

falls short in most medical dermatology 

emergencies without specialist nursing care 

and advice. 

 

Case 3- Coroner's report 

Case 3 

Year: 2020 Case Summary: 

In 2020, a patient, who had been detained 

under the Mental Health Act the previous 

year, died as a result of multi-organ failure, 

Emphysema, Pneumonia and DRESS 

syndrome. These conditions developed as a 

result of medication the patient was taking for 

bipolar disorder. Despite the best efforts of 

the healthcare professionals involved, the 

patient suffered malnutrition due to the lack 

of improvement in the conditions. The patient 

Patient 

diagnosis: 

TEN with bipolar 

disorder 

Incident risk: Low/ Moderate/ 

High 

Service 

provided by: 

On-call 24/7 



 

 

 

 

 

 

 

 

 

 

 

was left to self-administer emollients to treat 

DRESS syndrome, which was inadequate, and 

the patient was not attended to sufficiently for 

a dermatological review on the care received. 

The patient died of DRESS syndrome. 

*Freetext 500 word maximum* 

 

 

Section 3 
 

Proposed Options for commissioning Out of Hours Inpatient Services  

Providing the above standards of care for patients presenting with acute skin disease does not mean 

that all dermatologists should be on-call 24/7. It may mean the pooling of clinical resources across 

local and regional hospitals to provide a virtual on-call 24/7 service with patients directed to regional 

centres where needed.  Where resources are pooled this should include contractually agreed 

arrangements between hospitals in the same region. The directive for ensuring this provision is 

available for patients should come from Health Boards (NI, Wales, Scotland) and ICS for England.  

All dermatology departments should be contracted to provide a presence on the acute ward to see 

patients admitted with skin conditions within working hours, how patients are covered OOH will differ 

between hospitals and regions but should be commissioned properly. Where a hospital has no 

dermatology department there should be an SLA in place with its nearest local hospital dermatology 

department to obtain clinical advice. All activity must be paid for and recognised in the consultant’s 

and specialty grade doctor’s job plan. Please see BAD Job Planning Guidance (link) and refer to 

Appendix 1 (link) which covers the terms of the NHS contract and payment for receiving emergency 

referrals and responsibilities for those departments. Trainees should also be paid for out of hours 

outside of their agreed training programme hours. 

We have set out 3 options for you to consider below which could work in your local area to meet the 

needs of your local population. If you have further options that could be considered, please add at the 

bottom of this section. 

Option 1 - Do nothing 



 

 

 

 

 

 

 

 

 

 

 

Continue with ad hoc arrangements for accessing out of hours acute dermatological advice and care 

from regional centres.  In time if dermatology staffing levels improve, then it is likely that local solutions 

will be adopted to reflect needs of local communities. 

Option 2 

A centralised advice and guidance centre for patients with acute skin conditions requiring urgent 

care. Operating regionally to virtually triage out of hours referrals 7 days a week (including weekend 

days). These regional centres will use the pooled resources of trainees and consultants to review out 

of hours requests for advice. Clinical advice will be sent back to the requester within a reasonable 

time according to standardised protocols for managing acute skin conditions, which should include 

when an urgent referral to a regional centre is required.  This would need to be combined with 

identifying regional centres prepared to act as receiving centres for such referrals, which would 

require negotiation over terms and conditions for the consultants providing such services. 

Option 3  

Develop a ‘centres of excellence’ approach, to improve access to OOH advice from regionally 

nominated tertiary centres with pooled consultant resources from local hospitals within the 

vicinity. Centres to provide 24 hours out of hours service including advice using agreed standardised 

protocols for managing acute skin conditions such as TEN, SJS, drug reactions, BP, necrotising 

fasciitis, pustular psoriasis, EB and XP (advice should be taken from highly specialised centres). These 

services should have the capacity to accept emergency and urgent referrals for patients with acute 

skin conditions within their regional area.  The clinicians contributing towards such services would 

need to be adequately rewarded with pay and time off when working long hours, so that this was an 

attractive service to be employed in. 

Other Option 

If you have a suggestion of another option for providing Out of Hours Inpatient care in Dermatology, 

please outline below: 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Regarding Options 1-3: 

1. Please indicate how strongly you support each option from Strongly Agree, Agree, 

Indifferent, Disagree and Strongly Disagree 

2. What are the barriers for your local / regional area in implementing your preferred option? 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

Appendix 1 

NHS Contracts and Payment for Emergency Care 

When should the NHS Standard Contract be used? 

The NHS Standard Contract must be used by CCGs and by NHS England where they wish to contract 

for NHS-funded healthcare services.  

The NHS Standard Contract must be used regardless of the proposed duration or value of a contract 

(so it should be used for small-scale short-term pilots as well as for long-term or high-value services).  

The shorter-form Contract must not be used for contracts under which acute and cancer, or any other 

hospital inpatient services are being commissioned. 

It is for commissioners to determine locally, the duration of the contract they wish to offer.  They will 

need to consider carefully what benefits they can expect from offering providers the increased 

certainty of a longer-term contract, setting this against the need to ensure that they are able to use a 

competitive procurement approach when this will be in patients’ best interests, in line with regulations 

and guidance. 

Commissioners should consider patient choice, competition, the likelihood of technological and other 

developments affecting service delivery models, all relevant commercial and market considerations, in 

determining the appropriate length of contract.  

 

 

1.1 Any arrangement between an NHS commissioner or health Board and an NHS provider 

operates under either an NHS contract or a legally binding contract, usually in the form of an 

NHS Standard Contract. In England, the standard form of contract requires commissioners to 

pay providers on an activity basis, known as Payment by Results (“PbR”) for treatments with 

block contracts largely in place for new and follow care.  In Scotland, Northern Ireland and 

Wales block contracts are used to pay for hospital trusts for services.  

 

1.2 The key differences between an NHS contract and other forms of NHS contracting are as 

follows: 

 

a) The only organisations, companies or individuals who can be parties to an NHS contract 

are those listed in section 9 of the NHS Act or as a result of another statutory provision. 

The most significant (and deliberate) omission from the list of bodies that can enter into 

an NHS contract is an NHS Foundation Trust. No provision was made in the 2003 Act for 



 

 

 

 

 

 

 

 

 

 

 

the new form of NHS bodies to be permitted to contract on the basis of an NHS Contract. 

That remains the position under the NHS Act and accordingly all contracts between an 

NHS commissioner and an NHS Foundation Trust are required to be in the form of legally 

binding contracts; 

b) An NHS contract can be for any goods or services which a commissioner reasonably 

requires for the purposes of its functions. This form of contract is almost invariably used 

for services to be provided to NHS patients (often in primary care) but there is no 

limitation to patient services in the legislation and thus this form of arrangement could 

be used for the supply of a wide range of goods or services; 

 

Responsibility for paying providers 

 The NHS England “Who Pays? Determining Responsibility for payments to providers” Guidance has 

sets out the following guidance:  

Written contracts, using the NHS Standard Contract format, should be put in place by commissioners 

with a provider where there are established flows of patient activity with a material financial value.  

Non-contract activity delivered to a patient by a provider which does not have a written contract with 

that patient’s responsible commissioner, are likely to be required in some circumstances, usually for 

small, unpredictable volumes of patient activity delivered by a provider which is geographically distant 

from the commissioner.  

The following arrangements apply, within England, in terms of commissioner approval processes for 

non-contract activity:  

a) No prior commissioner approval is required for emergency treatment on a noncontract basis. 

Emergency treatment should never be refused or delayed due to uncertainty or ambiguity as to which 

CCG is responsible for funding an individual’s healthcare. Commissioners and providers should work 

together in good faith to ensure that, where prior authorisation is required, this is sought, and a 

response provided, as quickly as possible. 

b) No prior commissioner approval is required for consultant-led elective care where the patient has 

exercised choice of provider under the legal rights set out in the NHS Constitution. A GP referral is 

required in such cases, however;  

c) For non-emergency treatment where the NHS Constitution does not set out a legal right for a patient 

to choose their provider, referral by the patient’s GP nonetheless constitutes authority for the provider 

to see and (depending on the content of the referral) treat the patient, and commissioners must pay 

for activity undertaken in such circumstances. 



 

 

 

 

 

 

 

 

 

 

 

d) In other circumstances than those set out in paragraphs a) to c) above, there is no presumption 

that a provider may see and treat patients, on a non-contract basis, and expect to be paid by 

commissioners.  

The same arrangements apply for commissioner approval processes in respect of UK cross-border 

non-contract activity, except that for all elective referrals, prior approval from the commissioner must 

be sought and obtained by providers. Referral by a GP or consultant does not in itself constitute 

approval.  

Acceptance of referrals and non-contract activity 

It is important for patients that providers of NHS-funded services accept referrals from all appropriate 

sources.  

 The Contract (full-length) includes a specific requirement on providers (SC6.6.2) to accept every 

referral, regardless of the identity of the Responsible Commissioner, where this is necessary to enable 

a patient to exercise his/her legal right of choice of provider. This applies whether or not the 

Responsible Commissioner for the patient affected is a party to a written contract with the provider.  

There is also an equivalent provision in relation to the acceptance of emergency referrals and 

presentations which are within the scope of the services it provides (SC6.6.3 of the full-length 

Contract). Again, this requirement applies whether or not the Responsible Commissioner for the 

affected patient is a party to a written contract with the provider. There will be instances where a 

provider cannot safely accept an emergency referral, and the Contract wording makes provision for 

this.  

 These provisions can be enforced by the Responsible Commissioner of any affected patient, either 

through the co-ordinating commissioner for the provider’s main contract or via GC29.1 (Third Party 

Rights). 

Conversely,  also set out clearly (SC6.8 in the full-length Contract) is that the existence of a contract 

with one commissioner does not automatically entitle a provider to accept referrals in respect of, 

provide services to, nor to be paid for providing services to, individuals whose Responsible 

Commissioner is not a party to the contract, except (where appropriate) where such an individual is 

exercising their legal right to choice as set out in the NHS Choice Framework or where necessary for 

the individual to receive emergency treatment. 

Guidance on non-contract activity (NCA) (including what form of referral constitutes authority to treat) 

is set out in Who Pays? Establishing the Responsible Commissioner. Commissioners and providers 

should refer to this guidance for full detail, but it may be helpful to re-state certain key points here. 



 

 

 

 

 

 

 

 

 

 

 

The concept of NCA is most relevant to acute hospital services, most of which are covered by national 

currencies and prices and where patients have choice of provider. As a guideline, we would strongly 

recommend that any CCG with activity of over £200,000 per annum with an acute provider should put 

in place a written contract, rather than relying on the NCA approach. 

The guidance also explains that, where there is no written contract in place, there is nonetheless an 

implied contract (assumed to be on the terms of the NHS Standard Contract in place between the 

provider and its local commissioners). In particular, the guidance is clear that ‘NCA’ commissioners 

have the same rights to challenge payment as commissioners covered by written contracts, stating 

that “Arrangements for submission of activity datasets, invoicing and payment reconciliation should 

follow National Tariff guidance (Payment by Results guidance in 2013/14) and the terms and conditions 

set out in the NHS Standard Contract. Commissioners will be under no obligation to pay for activity 

where activity datasets and invoices are not submitted in line with these requirements. 

In practice, acute NCA will need to be reported via SUS, with invoices raised by providers in line with 

the timescale set out in SC36.35. It is essential that providers and commissioners comply with the 

requirements NHS England has published advice on access to personal confidential data for the 

purposes of invoice validation, Who Pays? Information Governance Advice for Invoice Validation, 

including the requirement for providers to submit detailed backing datasets to the same timescales 

as NCA invoices” 

In practice the contacting provisions work by placing a contractual obligation on the NHS provider to 

accept a referral of a patient for treatment, even if the patient is not someone for whom the 

contracting CCG has commissioning responsibility. This is set out in Special Condition (“SC”) 6.6 which 

provides: “Acceptance and Rejection of Referrals 6.6 Subject to SC6.2A and to SC7 (Withholding and/or 

Discontinuation of Service), the Provider must: 

where it can safely do so, accept a referral or presentation for emergency treatment, within the scope 

of the Services, of or by any individual whose Responsible Commissioner is not a Party to this Contract. 

Any referral or presentation as referred to in SC6.6.2 or 6.6.3 will not be a Referral under this Contract 

and the relevant provisions of Who Pays? Guidance will apply in respect of it” 

Thus, if a provider has an NHS Standard Contract with one CCG, the provider has a duty to accept 

referrals from other CCGs. The words “referral” and “referrer” are defined in the General Conditions 

as follows: “Referral the referral of any Service User to the Provider by a Referrer or (for a Service for 

which a Service User may present or self-refer for assessment and/or treatment in accordance with 

this Contract and/or Guidance) presentation or self-referral by a Service User Referrer (i) the 

authorised Healthcare Professional who is responsible for the referral of a Service User to the 

Provider; and (ii) any organisation, legal person or other entity which is permitted or appropriately 



 

 

 

 

 

 

 

 

 

 

 

authorised in accordance with the Law to refer the Service User for assessment and/or treatment by 

the Provider” 

Reference 

https://www.landmarkchambers.co.uk/wp-content/uploads/2018/06/17-09-01-NHS-Acute-Care-

Contracting-v1.pdf  

Integrated Care Systems (ICSs)  

At the heart of the changes brought about by the Act is the formalisation of integrated care systems 

(ICSs). ICSs are partnerships that bring providers and commissioners of NHS services across a 

geographical area together with local authorities and other local partners to collectively plan health 

and care services to meet the needs of their local population. This solidifies the move away from the 

old legislative focus on competition to a new framework that supports collaboration. 

Each ICS is now made up of two parts: an integrated care board (ICB) and an integrated care 

partnership (ICP). ICBs will be tasked with the commissioning and oversight of most NHS services and 

will be accountable to NHS England for NHS spending and performance. ICPs will bring together a 

wider range of partners, not just the NHS, to develop a plan to address the broader health, public 

health, and social care needs of the population. ICSs have the potential to reach beyond the NHS to 

work alongside local authorities and other partners to address the wider determinants of health. 

A key premise of ICS policy is that much of the activity to integrate care and improve population health 

will be driven by organisations collaborating over smaller geographies within ICSs, often referred to as 

‘places’, and through teams delivering services working together on even smaller footprints, usually 

referred to as ‘neighbourhoods’. Unlike previous reforms, which have over specified at a local level, 

the Act gives local leaders flexibility in how they setup these more local arrangements. 

. 

 

 

https://www.landmarkchambers.co.uk/wp-content/uploads/2018/06/17-09-01-NHS-Acute-Care-Contracting-v1.pdf
https://www.landmarkchambers.co.uk/wp-content/uploads/2018/06/17-09-01-NHS-Acute-Care-Contracting-v1.pdf
https://www.kingsfund.org.uk/publications/integrated-care-systems-explained
https://www.kingsfund.org.uk/publications/integrated-care-systems-explained
https://www.kingsfund.org.uk/audio-video/integrated-care-systems-health-and-care-bill
https://www.kingsfund.org.uk/publications/integrated-care-systems-explained#systems

