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Abstract

Background Integrated care has become a central feature of health system reform worldwide. In England, Integrated
Care Systems (ICS) are intended to improve integration across public health, the National Health Service (NHS), educa-
tion and social care. By April 2021, England had been divided into 42 geographical areas, each tasked with developing
local ICS provision. However, it was not clear how ICSs would address the specific needs of children and young people
(CYP). This study elicited the views of senior professional stakeholders in the first year of the ICS national roll out,

to learn how integrated care for CYP was being implemented within the ICSs and future plans for service provision.

Methods A qualitative analysis of in-depth interviews with stakeholders, including healthcare professionals, NHS
managers and local authority leaders (n=25) selected from a diverse sample of ICSs (n=7) across England, con-
ducted during winter 2021/22. Reflexive thematic analysis involving a collaborative coding approach was used to ana-
lyse interview transcripts.

Results Four themes were identified, indicating challenges and opportunities for ICSs in relation to the health of CYP:
1) Best start in life (a more holistic approach to health afforded by integrated care); 2) Local and national contexts
(tensions between local and national settings and priorities); 3) Funding and planning (instituting innovative, long-
term plans using limited existing CYP funding streams); 4) Organisational complexities (integrating the work of diverse
organisations).

Conclusions The views of stakeholders, provided at the beginning of the journey towards developing local ICS CYP
provision, revealed a common aspiration to change focus from provision of acute, largely adult-orientated services
towards one with a broader, population health remit, including prevention and early intervention. This would be
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delivered by integration of a range of local services, including health, education, housing and social care, to set CYP
on a life-long path towards improved health and wellbeing. Yet there was an awareness that change would take place
over time within existing national policy and funding frameworks, and would require overcoming organisational barri-
ers through further developing local collaborations and partnerships. As ICSs mature, the experiences of stakeholders
should continue to be canvassed to identify practical lessons for successful CYP integrated care.

Keywords Integrated care, Child health, Health policy, Paediatrics, Health systems

Background

Integrated care has become a central feature of health
system reform worldwide, with the aim of tackling
the impact of increased demand and improving care
through reducing the fragmentation of services [1, 2].
The World Health Organization (WHO) framework on
integrated care proposes that a move towards greater
integration provides opportunities to strengthen gov-
ernance and co-ordination of services, empower indi-
viduals and communities, and improve the quality and
efficiency of healthcare and population health [3]. Join-
ing up pathways of care, through integrated care mod-
els, has been argued as an essential goal for those who
regulate, deliver and receive care worldwide [4].

However, models of integration have been largely
designed around the health and service needs of adults
rather than those of children and young people (CYP),
and while integrated care has been linked to better out-
comes for adults there is limited evidence for the suc-
cess of integrated care for CYP [5]. There are distinct
characteristics of integrated care for CYP, due to the
significant roles of family and education, and chang-
ing needs across childhood and adolescence. For CYP,
integrated care will encompass vertical integration
(between primary and secondary care), horizontal inte-
gration (between health, education and social sectors),
longitudinal integration (developmentally appropriate
co-ordination of health and non-health services), and
population integration (taking a public health focus,
including health promotion strategies and preventative
measures alongside clinical care) [6, 7].

While systems of integrated care for CYP have been
developed around the world, replication can be chal-
lenging due to variations in national, local and health
service contexts, together with differences in integrated
care provision for specific health conditions [8]. In Eng-
land, there have been many examples since the 1950s of
attempts to increase integration of CYP services within
the National Health Service (NHS), with the ambition
to develop better and more efficient planning, coordi-
nation, decision-making and prioritisation of health
and care needs across a range of services [9]. Neverthe-
less, integrated care has progressed “in fits and starts”
[9], with a lack of evidence for the generalisability and

transferability of earlier examples of integrated care in
England [7].

Against this backdrop of a limited evidence base and
repeated earlier attempts to improve CYP integrated
care, the 2019 NHS Long-Term Plan in England [10] set
out a new vision for the NHS, including action to better
support CYP health and wellbeing. One of the key pro-
posals of the Long-Term Plan was the introduction across
England of Integrated Care Systems (ICSs). An ICS com-
prises a local footprint responsible for integration of ser-
vices within a geographical area. ICSs adopt and extend
the functions and statutory responsibilities previously
held by Clinical Commissioning Groups (CCGs), includ-
ing planning, commissioning and co-ordinating services
in a geographical footprint, although for larger areas than
those represented by CCGs, and with a greater focus on
population and system-level planning [11]. ICSs are also
tasked with adopting Special Educational Needs and
Disabilities (SEND) and safeguarding duties that had
been held by CCGs, and have statutory responsibilities
to ensure that constituent organisations within the ICS
comply with the safeguarding obligations for CYP.

The NHS Long-Term Plan specifically introduced a
new system focus for CYP, supporting strategic plan-
ning of healthcare across the NHS, public health and
other services, such as education and social care. From
a population health perspective, core purposes assigned
to ICSs include the improvement of outcomes in popula-
tion health and healthcare, alongside tackling inequalities
in outcomes, experience and access in local areas [12].
ICSs were rolled out in early 2021, with England served
by 42 geographical ICS footprints. While the broad remit
of ICS provision is established by statute and overseen
nationally by NHS England, a principal aim of this pol-
icy is to promote flexibility, with ICSs granted a large
degree of autonomy in how they plan and carry out work
within their local context, taking into account differences
according to need, as well as existing services and inte-
gration experiences.

The qualitative study described in this paper was car-
ried out as part of a larger project within the NIHR
School of Public Health Research that used a variety of
research approaches to explore how developing ICSs
in England considered the needs of CYP, to review
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measurement instruments for integration [13], and
to understand key components of integrated care for
this age group [14]. We sought to canvas the views and
experiences of key stakeholders (i.e. senior, experienced
members of staff in clinical or managerial roles with an
important perspective on ICS CYP provision, includ-
ing healthcare professionals, NHS managers and local
authority leaders) in a diverse sample of ICSs in England
during the first year of the national rollout, to learn how
integrated care for CYP was being implemented locally
and to gain insights into the future plans of ICSs.

Methods
Study context and design
A qualitative interview study was undertaken in a diverse
sample of ICSs in England between November 2021 and
March 2022. In-depth, semi-structured online interviews
were carried out with three or more key clinical or mana-
gerial stakeholders from each sampled ICS. The context
for the study is important because it provides the back-
ground to the data collection. Two key contextual factors
are relevant. First, as stated in the introduction, inter-
views were conducted during the first year of national
ICS rollout. Second, the interviews (and ICS rollout)
occurred during the COVID-19 pandemic, a significant
stressor facing the NHS [15]. The pandemic not only
increased demands for services but also required ICSs to
rapidly introduce innovative working practices [16].
Responding to the pandemic provided unavoidable
context to participant accounts rather than represent-
ing a demonstrable theme relating to the development
of ICSs. The impact of the pandemic was felt by inter-
viewees from all ICSs. For example, resources had been
moved from CYP to adult provision, and stakeholders
reflected that CYP had been affected directly and indi-
rectly by the pandemic through changes to service deliv-
ery. Further, the impact of the pandemic on inequality
and CYPs’ mental health was raised by stakeholders in all
ICSs as an area of particular concern. Nevertheless, the
pandemic had positive repercussions, such as the accel-
eration of partnership working.

Recruitment and sample

ICS recruitment

We constructed a sampling frame comprising 38 of the
42 ICSs (91%) in England who had provided data to us
in an online survey conducted during an earlier stage of
the project [17]. This sampling frame was chosen due to
availability of pre-interview data. We then used purposive
sampling to identify 10 ICSs for inclusion in the qualita-
tive study according to three characteristics: maturity of
the CYP system (derived from answers to a question in
the online survey about perceived progress towards being
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a fully functional ICS for CYP, on a scale of 1-5 [recoded:
low (1-2), medium (3) and high (4-5)]); deprivation
(based on Indices of Multiple Deprivation 2019 scores
relating to each ICS area, coded as high, medium, or low
level); and rurality (whether the ICS area was predomi-
nantly rural or urban). The selected ICSs were geographi-
cally spread across England.

An email was sent to the CYP services contact person
in each ICS (identified from publicly available informa-
tion supplemented with details provided by the NHS
England CYP Programme and NHS England regional
leaders), asking them to identify 3-4 key stakehold-
ers within the ICS for interview. A follow up email was
sent after seven days if there had been no response.
Seven ICSs were recruited in total. The remaining ICSs
approached were unable to take part due to capacity
issues during the fieldwork period, which coincided with
a surge in COVID-19 infections and a related vaccina-
tion drive. We attempted to replace these ICSs with oth-
ers that shared key characteristics. However, none of the
replacements were able to take part due to similar capac-
ity constraints.

Stakeholder recruitment

Sampled ICSs were asked to nominate key stakehold-
ers within the local ICS footprint to be interviewed. We
defined a ‘key stakeholder’ to be a senior, experienced
member of staff in a clinical or managerial role, with an
important perspective on ICS CYP provision. ICSs were
provided with a list of potential stakeholder roles they
might consider, including: clinical CYP lead; non-clin-
ical CYP lead; operational CYP lead; regional lead; key
decision-makers (e.g. a Director of Children’s services);
a local authority representative. The research team con-
tacted each selected stakeholder using an email address
provided by the ICS, inviting them to take part in an
interview. If a selected stakeholder could not take part,
the ICS was asked to provide the contact details of an
alternative stakeholder who was then contacted by email.
33 stakeholders were contacted in total, of whom 25
agreed to be interviewed (76% of the stakeholders con-
tacted). An information sheet and a consent form were
sent to stakeholders in advance, and consent was verbally
re-established before the interview took place.

Data collection

Interviews were guided by a schedule developed from
an a-priori list of CYP integrated care topics gener-
ated by the project team; this schedule is included in
the supplementary material (see Additional file 1).
Topic areas and questions were refined in five pilot
interviews with policy and practice professionals
who had expertise in integrated care in England, and
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in an engagement session with young people and
their parents/caregivers. Interview schedule topics
included: ICS programme and priorities; Partnerships,
resources, and capacity; Leadership; Information shar-
ing mechanisms; Engagement and empowerment
of service users; Measuring integration; COVID-19
impacts; and Future plans. Interviews were conducted
online using MS Teams and averaged 45 to 60 min.

Analysis

All interviews were video-recorded and transcribed
verbatim by a professional transcription company
(“Way with Words”) with observational fieldnotes
maintained in a research diary. Interview transcripts
were analysed using reflexive thematic analysis [18]. In
this analysis, we used a collaborative coding approach
designed to develop a richer, more nuanced reading
of the data, rather than simply to seek consensus on
meaning [19]. The raw transcript text of each inter-
view was first coded line-by-line by one of six mem-
bers of the research team [ES, SH, SS, OL-H, ZD, EO].
We began with an a-priori list of thematic codes based
on the interview schedule topics, which were supple-
mented iteratively by codes identified during familiari-
sation and the first stage of the coding process. Codes
were then systematically indexed into data tables to
generate detailed descriptive themes.

The research team critically discussed and chal-
lenged these descriptive themes at regular analysis
meetings, using a process known as pragmatic dou-
ble-coding [20]. Descriptive themes were compared
to identify patterns, similarities and differences in the
data, and relationships between them were elaborated
in order to generate analytical themes and a consist-
ent interpretation of the dataset as a whole. Finally, we
were mindful that stakeholder accounts were nested
within a particular ICS. Therefore, in addition to the
analysis of individual transcripts, we explored similari-
ties and differences in the accounts from interviewees
from the same ICS, and wrote narrative case notes
which we also discussed and challenged as a research
team. We used these narrative case notes to compare
and contrast against the wider descriptive themes,
adapting and amending our thematic structure to
ensure themes were comprehensive of findings across
all ICSs.

Several established approaches were taken to ensure
the validity and rigour of the findings including devel-
opment of a collaborative coding system, peer review of
themes, and provision of thick description that recog-
nises the context of data collection, supported by illus-
trative quotes and detailed field notes [21].
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Results

Participating ICSs varied by maturity, deprivation and
rurality (Table 1). In terms of progress towards becom-
ing a ‘fully functional ICS for CYP; three of the ICSs
had previously rated themselves high maturity and four
medium maturity; no sampled ICS rated low maturity
was able to participate due to reduced staff capacity dur-
ing the pandemic. Twenty-five stakeholder interviews
were conducted, comprising 3-5 interviewees from each
ICS. Twenty of the stakeholders were based in the NHS
while five were based in local authorities, although some
participants currently working within the NHS had pre-
viously worked in local authorities and vice versa, and all
had experience of cross-organisation collaboration. All
stakeholders had leadership positions and a number had
current or past clinical or practitioner roles.

Analysis of interview transcripts yielded four central
themes, which are outlined below. Each overarching
theme consisted of several sub-themes, as shown in the
supplementary material (see Additional file 1), reflecting
how the coding scheme was indexed into themes. The
findings presented below include visual summaries of
each theme as well as illustrative quotations. Stakehold-
ers were assigned unique identifiers (Int1-25), which are
shown alongside quotations. To ensure anonymity, no
information is provided on stakeholder characteristics or
linking an individual to a particular ICS.

Theme 1: Best start in life

“..Thinking flexibly about the whole life course
and the health of the population, and it’s not just
a health thing..”

Operationally, giving CYP the ‘best start in life’ (Fig. 1)
focuses on the first 1,001 days through pregnancy to
the age of two, defined as the period when the build-
ing blocks for lifelong emotional, cognitive and physical
development are laid down [22]. More recently intro-
duced public health approaches highlight the importance
of continuing support beyond toddlerhood. Indeed, it has
been suggested that whole system support is required,
with needs-driven care for CYP and families [23], a posi-
tive vision supported by stakeholders:

“..we want all children and people to have the best
start in life... And the support and health care to
enable them to be safe from harm, to enjoy healthy
lifestyles, to do well in learning and have skills for
life” [Int23]

Stakeholders across the ICSs felt that prioritising
CYP was key to their planning and delivery goals, while
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Table 1 Characteristics of recruited ICSs and number of interviews completed

ICS reference Narrative summary Deprivation® Maturity® Rural/ Number of completed
Urban interviews (of stakeholders
Majority®  invited)

ICS1 Stakeholders considered this ICS to be a“trailblazer” High High Urban 4 (of 5)
in local integrated care provision, based on work carried
out over many years. Several examples of good practice
were given

ICS2 Despite a high maturity rating, stakeholders felt that the ICS  Low High Rural 3 (of 4)
was at an early stage of development, with CYP service
integration still an aspiration

ICS3 Stakeholders emphasised the importance of a whole Medium High Urban 4 (of 4)
system approach. Established partnerships (non-hierarchical
relationships) were noted. There were concerns that ten-
sions may develop between local needs and national policy
imperatives

ICS4 There had been sporadic attempts to improve integration ~ Medium Medium  Rural 3 (of 5)
of services in the past. There was optimism for the future,
although an expectation it would require considerable
resources and time to achieve system change

ICS5 Programmes of integrated care were reported, High Medium  Urban 5(of 6)
although these were not the consequence of ICS formation.
Tackling health inequalities was a key focus for this ICS

ICS6 There was support from local authority and NHS stake- Low Medium Urban 3 (of 5)
holders for greater integration. Nevertheless, stakeholders
expressed scepticism, given previous poor experiences
when attempting service integration

ICS7 Structures for the ICS were still being developed, with sup-  High Medium Rural 3 (of 4)
port from established local NHS organisations. There were
few examples of local integration of services

2 Deprivation: from the Indices of Multiple Deprivation 2019 scores for the ICS footprint

b Maturity of the CYP system: answers to a question in an earlier online survey about perceived progress towards being a fully functional ICS for CYP, on a scale of 1-5
[low (1-2), medium (3) and high (4-5)]

€ Rural/urban majority: whether the ICS footprint was predominantly rural or urban
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acknowledging historical barriers, where resources were
directed largely towards acute service provision for
adults:

“I think it’s about to start prioritising it [children’s
services]. Up until recently, Id say it hasn’t neces-
sarily. But I think that’s due to overall government
policy, I think, not having a CYP strand to it in
terms of a national CYP programme sourcing down
to regional ICS programmes. So, Id say not until
recently”” [Int14]

Stakeholders shared an aspiration that the introduction
of ICSs provides an opportunity to shift service priority-
setting and delivery from an approach which is reactive,
responding to acute, critical need, towards one which
is preventative, reducing pressures on health and social
care services:

“Early help... so that children don’t have to get to the
stage where they need proper medical intervention.
[Int12]

It was anticipated that the latter approach would be
more holistic and inclusive and encompass a range of ser-
vices, such as early years support, trauma-informed care
and early identification and treatment:

“This is talking from an acute sector, but chasing
community services to provide services to support
families better will obviously be one area that might
improve things. Ensuring that the right patients are
referred into hospital. And earlier pick up and iden-
tification of problems and early management may
prevent many other treatment complications later
on” [Int21]

A holistic approach would require an organisational
shift (see also: Organisational complexities), from the
current situation, with resources allocated to specific
organisations and budgets, to one that was focused on
better CYP outcomes, resulting in efficiencies gained
through earlier intervention:

“..people then are viewing [integration] from their
own particular viewpoints... That’s not an inte-
grated system. The integrated system would be to
say how can we design something that takes all of
the cost that we are currently spending on this and
intervene earlier with children in order to get a bet-
ter outcome?” [Int16]

Stakeholders from ICSs across all levels of deprivation
suggested that the ICS model would enable greater atten-
tion to be given to the social determinants of health, with
the ultimate aim of providing a better start in life for all
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CYD, recognising that tackling inequalities in outcomes,
experience, and access in local areas is one of the core
purposes tasked to all ICSs. Nevertheless, ICSs in more
deprived areas identified the specific impact of social
determinants on the health and well-being of CYP in
their communities:

“..extensive challenges around things like air qual-
ity, poverty, poor quality housing, quite significant
challenges on things like family homelessness. You
might see some of those societal features translating
into particular patterns of demand in the health ser-
vice for things like admissions for childhood asthma.
There'll be a specific range of physical health condi-
tions, long-term conditions, that will be more pro-
nounced... given our socioeconomic mix, than you
might see in other parts of the country.” [Int6]

Examples were given of collaborations that pre-dated
the introduction of ICSs in areas of high deprivation,
working across health, social care, education, and vol-
untary organisations to address complex, multifactorial
problems that are influenced by social determinants.
Bringing together all sectors working with CYDP, including
healthcare, social care, education, youth justice and vol-
untary sector was seen as an approach that could help to
develop a more collaborative and interdisciplinary team
of professionals:

“The focus is about working together to really focus
on improving outcomes. So, commissioning for ser-
vices that really focus on prevention, early interven-
tion, both for physical, mental, and social wellbeing,
and really joining services up”” [Int25]

A “joined-up” approach was regarded as a way to ena-
ble services to work together to more effectively meet the
needs of disadvantaged CYP:

“There are huge health inequalities within our sys-
tem within the children, and poverty as being part of
that, health inequalities, housing. So, I do think the
integrated care agenda is probably the correct way
to deal with children, looking at the whole-system
approach toward the way that we deliver health and
wellbeing. So, that includes schools. That includes
housing. That includes activities and green spaces as
well as activities for kids but also providing essential
services like medical services as well as, of course,
services that support, so, allied health professionals
elements for children” [Int8]

However, there were concerns about whether
ICSs would be able to address deep-rooted social
determinants:
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“..At’s a health-focused delivery mechanism, again,
and how do we upstream and ensure effective
investment and shift left, into the prevention field,
which is primarily delivered through local authori-
ties, education, third sector. So, how do we ensure
that we are absolutely tackling health inequalities
in that prevention space when by the time most
people hit a health arena in secondary and ter-
tiary care, we've already got established difficul-
ties” [Int7]

A key subtheme was a recognition of the importance of
CYP and family engagement in integrated care. Despite
this, stakeholders conceded that engagement had often
been fragmented, with CYP and families having only
limited involvement in planning their own care, or in
broader discussions about service planning. Having rec-
ognised the importance of CYP and family involvement,
stakeholders highlighted that “it’s very much a work
in progress” [Int2] that will take time and resources to
ensure it works effectively:

“It’s really, really important that we check in with
parents and children and young people, because
again, it’s those tests of, is what we're planning here
going to make this better for you?” [Int1]

The involvement of seldom heard or marginalised
communities was particularly limited and some stake-
holders emphasised how challenging inclusion can
be and that they “haven’t got an easy answer to that”
[Int13]. However, stakeholders argued that they were
now actively seeking to ‘enmsure that we’ve got that
breadth of input” [Int23], and saw the introduction of
ICSs as a meaningful opportunity to involve CYP in
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decisions about their own care and to increase public
engagement:

“We're going to be working a bit closer with our com-
munities and engaging with them to get more of their

voice through. We are very much focusing on that”
[Int15]

Theme 2: Local and national contexts

“..we’re really strongly linking our place priori-
ties and interweaving it with national Long-Term
Plan priorities but making sure that our delivery
is nuanced..”

ICSs were introduced within a national policy frame-
work that sought to create opportunities to improve coor-
dination and collaboration of local services. The interplay
between national and local factors around funding, tar-
gets and priorities, mean that the subthemes underlying
this theme are, necessarily, interrelated (Fig. 2).

Stakeholders discussed concerns around the ability of
ICSs to meet the requirements of the NHS Long-Term
Plan and the challenges of balancing national policy and
targets alongside the ICS’s own local (place-based) plans
and priorities, taking into consideration the “unmique
characteristics” [Int10] of the local context.

The majority of stakeholders acknowledged tensions
between local and national priorities:

“So, I've got a strong view that it's not helpful to be
setting detailed national programmes because it
means that the attention of the NHS locally is look-
ing up to receive that national instruction rather
than looking out in terms of what would make a

Local (place-
based) needs vs

national
priorities

National strategy
focus

Local and
National
Contexts

‘Do it once, do it well’-
sharing good practice
across ICSs

ICSs’ plans vs
national policy
and targets

Fig. 2 ‘Local and National Contexts' theme
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difference to the population we actually serve. And
it ends up with a cookie-cutter model where people
just implement the same thing, regardless of rela-
tive need or relative success in that implementation.
But I think that’s part of the challenge that we've got
landed with in the ICS context” [Int6]

This had led some ICSs to press for a greater acknowl-
edgement of the importance of local context alongside
national priorities:

“Sometimes, what we see is that NHS England
try and dictate to us how we should do things. |[...]
And we push back and say, don’t tell us how to do it
because every place’s context is different. I'm abso-
lutely fine with agreed set of outcomes. But in every
place it will be different in terms of how you deliver
that because of your make up of your different
organisations.” [Int16]

Successful integration was seen to require a recogni-
tion both of local need and national policy:

“The only right answer to that, really, is both. Defi-
nitely both. You get emerging needs in your local-
ity and the neighbourhood that you work in. At
the same time, there will be directives that come
nationally that you have also got to pay attention to”
[Int19]

For example, it was suggested that ICSs should be
allowed to determine how national CYP outcomes are
delivered within their local context:

“..let’s agree what a good outcome looks like and
then we can determine, and this is what we're
doing at ICS level. We've agreed what outcomes
we’re doing for the child health and the community.
They're agreed outcomes. But how they’re going to
be delivered is determined at place. Because each
trust is slightly different and that’s the really positive
way of doing it. You're all aiming for the same out-
comes, but you might achieve it slightly differently. I
think that’s what we're saying to NHS England. Very
happy to have shared outcomes but don’t tell us how
to do it” [Int23]

Given ICSs were in their infancy when the interviews
were carried out, there was an understanding that the
balance between national and local perspectives should
become clearer over time:

“we’re really strongly linking our place priorities and
interweaving it with national Long-Term Plan pri-
orities but making sure that our delivery is nuanced
and that it effectively addresses place identified
issues.” [Int7]
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Diversity of local needs, resources, and level of service
integration were acknowledged in all stakeholder inter-
views. This was seen as providing opportunities to learn
from the experiences of others:

“So if one area is doing really, really well, another
area not doing so well with some things, how we can
share that good practice and try and level up con-
tinuity. Where we can do things once, so that might
be for example, commissioning services together.
You know if areas have got small numbers of young
people and they want to look at commissioning a
service, let’s get together with all our commission-
ers across [the region], and look at where we can do
that” [Int9]

Theme 3: Funding and planning

“There are other funding streams across the ICS,
for example, in relation to ‘aging well} but we
haven’t got a ‘starting well’ fund?”

The development of innovative local services for CYP
within existing funding and planning constraints was
seen as a particular challenge for ICSs (Fig. 3). For exam-
ple, while ICS stakeholders may aspire to support the
“best start in life” within a population health framework
(see Theme 1), current funding streams continued to
focus on the provision of acute adult care:

“You prioritise certain things through finance. And
I think there’s a danger that you tend to support
the kind of problems in the systems, so emergency
care, AGE, and all these systems where a lot of your
finance goes into that”” [Int8]

Additionally, there was a lack of resources targeted spe-
cifically at the provision of CYP services:

“Children are quite marginalised because we tend to
commission on either place-based, disease-based or
processes rather than age” [[nt22]

One stakeholder provided an example where, even after
priorities were identified based on a local needs assess-
ment, resources were not available for the CYP services
required to meet that demand:

“In our programme, we've prioritised based on need.
We did a big piece to assess all of our outcomes
data... and children’s mental health and emotional
well-being is a massive issue. So, it's a big priority for
all of us both in terms of the demand curve, but also
the recovery from COVID. But also, just the fact that
the resource isn’t there. So even though it’s growing,
we can’t keep up with the demand. That’s a big pri-
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ority for us” [Int3]

Many national policy targets were felt to be short-
term and there was an imperative to meet them, even if
they contrasted with the goals of the ICS for CYP care:

“NHS probably expects you to have outcomes in six
months’ time, after ICS is in place. But in reality
it’s a long-term project” [Int25]

Similarly, stakeholders reported that funding oppor-
tunities were often time-limited with no guarantee of
future resource, or were announced at the last minute
and based on national priorities, which were difficult
for the new ICSs to manage as they attempted to plan
for the medium and longer term:

“But what we always get is one year, very pre-
scribed funding and I don’t think that’s very help-
ful. I'm more thinking about investment in preven-
tative and early intervention with a recognition
that that won’t produce the benefit in a year. It
needs to be a little bit longer term” [Int11]

Stakeholders reported spending much of their time
working to ensure resources were in place to support
the development of integrated care. One interviewee
compared their daily work to a “hamster wheel” with a
lack of capacity to have “headspace to think about how
things could be different” [Int2].

Despite the challenges of working within the exist-
ing funding and planning framework, stakeholders
acknowledged that change would occur, albeit over the
long-term:

“This stuff doesn’t happen overnight. Sometimes it
requires stickability. There’s something about stability of
the programme as well. You can’t fly in. You really need
to stick with it. So, it’s consistency and leadership, and
continuity in leadership around key themes, that really

do matter. But I'd say that in order to actually lead these
programmes at ICS level, it needs to be a multidiscipli-
nary team approach.” [Int2].

Theme 4: Organisational Complexities

“One of the biggest barriers I come across is
organisations failing to understand what other
organisations do...”

The process of developing integration of CYP services
requires an appreciation of organisational complexities
(Fig. 4), since it involves collaboration between existing
organisations and services, which have different expe-
riences of working together and information sharing,
expectations, governance arrangements, and resources
and capacity:

“There’s barriers coming out your ears, constant
barriers. Workforce is a constant barrier. Resource
is a constant barrier. Air time is a constant barrier,
people’s day jobs. We formally funded people to be
in leadership roles for the programme because that’s
important. Otherwise, you lose people along the
way. The system architecture changing as much as
it is at the moment is a barrier because it’s creating
uncertainty for so many people who are involved in
and around it. They don’t know what their jobs are
going to be. They don’t know what it's all going to
look like in July. That in itself is a barrier. It creates a
vacuum.” [Int3]

Siloed working, where organisations and professionals
operate in isolation, was raised as a particular challenge
to integration, and something that has no quick or easy
solutions. Some stakeholders argued that, while there
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were crossovers between services, the delivery of care
was still fragmented:

‘I have a phrase which is ‘children’s minds aren’t
always quite as ordered as the services that we have
designed for them” We have quite siloed services”
[Inti6]

Stakeholders suggested potential opportunities to over-
come organisational barriers to increase integration, such
as “system-wide working as part of [a clinician’s] role...
to improve outcomes and improve that system working”
[Int9]. There was an acknowledgement of the impor-
tance of collaborative relationships that had developed
over time, before the introduction of ICSs. This included
partnerships with a “really strong ethos around wanting
to improve outcomes for our population” and “with quite
a lot of passionate people that really want to do the best
and look at how we can improve outcomes” [Int9]. More
recently, ICSs were actively working to develop collabo-
rations across sectors:

“I think that as some of the relationship work around
health and local authority continues to develop...
In our programme, we’re working really hard at it
and it’s paying dividends. We've got real buy-in from
some of our local authority colleagues.” [Int7]

One stakeholder gave a specific example of a multi-dis-
ciplinary team that had been successfully created in their
local area before the introduction of ICSs, with staff from
a range of disciplines working together:

“..we already have an integrated children’s system
with health... we have health visitors, school nurses,
midwives, family and nurse partnerships embed-
ded in localities working in multi-agency teams
with integrated leadership. It is very much a system

Leadership

Lo ]

Information

Sharing

understanding and planning approach that we have
rather than working as individual organisations.
So, we have had that in place for quite a few years”
[Int19]

However, the different cultures and funding arrange-
ments of organisations within an ICS footprint could cre-
ate barriers to working together:

“If you compare the local authority to the health,
local authority is driven by a political and keeping
in budget culture. Health is driven by needs-based.
What the needs are of the individuals, and we
put more AEE services and more elective care on,
whereas the local authority has got finite budget and
they have got political leadership” [Int22]

The challenges of building integrated services across
diverse organisations led a stakeholder to suggest a col-
lective decision-making process for distributing funds
across services:

“Ideally, if you just had one pot of money and you
said, we're going to agree collectively how we pri-
oritise that, how much is going to go into education,
how much is going to go to prevention, etc. But that’s
never going to happen.”” [Int25]

Another stakeholder, while acknowledging difficul-
ties, argued that maintaining organisations with particu-
lar specialisms was a strength of the system, with better
partnership working the only realistic approach to inte-
grating care:

“its actually quite useful that we have specialists
that are delivering things in different ways. We have
got to work out how the links between those organi-
sations work better then.” [Int13]
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Partnerships require leadership and effective ways of
working that could bridge differences between organisa-
tional contexts. In particular, stakeholders stressed that
leadership goes hand-in-hand with the development of
successful partnerships, and that good leadership makes
a critical difference to any organisation. A key charac-
teristic of good leadership was someone or a group of
people who would “make everyone’s voice heard... have
the voice of experts by experience...to help influence their
thinking and their understanding” and who would “put
their head above the parapet and unconditionally sup-
port [ICS staff]” [Int22]. A leader should make key deci-
sions and take responsibilities for them, and be respected
across the ICS:

“You need to have those key decision makers at the
forefront of some of this work... I can’t tell you who...
that might vary, I guess from ICS... in terms of who
do people listen to, who has that respect within the
system.” [Int18]

By bringing together different organisations, stake-
holders expected ICSs to create “interrelationships of
networks” [Int24]. On a personal level, stakeholders sug-
gested the importance of trust in building relationships
within the ICS:

“I think it involves the trust. It involves basic things
like information sharing and a commitment to work
together and a commitment to chop down the walls
and to be able to problem-solve. It’s like safeguard-
ing children, it's that being able to have trust in the
system so that you can have arguments, boundaried
arguments, rather than going off in a corner and
bitching about each other. I think that’s really impor-
tant, and recognising the skills and the strengths and
the abilities of each party and recognising that not
everybody does everything. I think it's being able to
have... Good challenge is really important” [Int24]

Information sharing was a practical illustration of the
challenges faced when working across organisations.
While most stakeholders were not directly involved in
systems planning, there was an awareness of the diffi-
culties that can arise when trying to create an integrated
flow of information:

“I think that’s still sometimes challenging, because
people are using different systems and they've got
access at different levels to different systems...” [Int1]

Nevertheless, information sharing was seen as an
important component of effective integrated care:

“It’s evidence, it's outcomes, it's doing it with mini-
mum bureaucracy, it's commitment to working in
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an integrated way and to sharing information, to
think about how can we create an integrated system.”
[Int24]

Discussion

The introduction of ICSs in England took place in the
context of severe organisational pressures caused by the
COVID-19 pandemic and with only a limited evidence-
base on effective models for CYP integrated care [5].
Against this background, we carried out the first in-depth
qualitative study to explore the views and experiences of
professional stakeholders from a diverse sample of ICSs
about the implementation and development of integrated
CYP services, including plans and aspirations and the
challenges faced. We identified four overarching themes
from the responses elicited: 1) opportunities for a more
holistic approach to health afforded by integrated care
to give CYP the best start in life; 2) challenges and solu-
tions arising from tensions between local and national
contexts; 3) challenges and opportunities related to fund-
ing and planning CYP integrated care within constrained
existing funding streams; 4) challenges and opportunities
of integrating the work of diverse organisations.

Interviews were conducted at an early stage in the
implementation of ICSs, and therefore the views of stake-
holders largely reflect past and current experiences of
attempting to integrate care, along with plans and aspira-
tions for the future of ICSs. This was manifest in a com-
mon belief that CYP would be a higher priority for ICSs
than they had been for health service providers histori-
cally, involving, by necessity, non-acute care provision
and joint working across health, education and social
care. A greater focus on CYP was seen as particularly
important in the aftermath of the COVID-19 pandemic,
which has had a severe impact on CYP’s mental health
and wellbeing, education provision and attainment, and
social care needs [24]. A shift away from the existing con-
centration of resources and attention towards acute med-
ical provision would also create opportunities to embrace
a longer-term, population health perspective in order to
reduce inequalities through tackling the social determi-
nants of health [7, 9, 25, 26].

There was enthusiasm among stakeholders for
increased multidisciplinary and organisational collabo-
ration in ICSs, which had been accelerated through hav-
ing to adopt new ways of working during the pandemic,
such as the streamlining of systems and greater use of
virtual platforms. Yet challenges were also identified.
Firstly, ICSs operate across existing organisations and
professions, each with particular funding, statutory, gov-
ernance, workforce capacity, information-sharing and
leadership issues. Therefore, integrated care requires
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the development of mechanisms that allow disparate
organisations to work together. A second concern was
the limited and short-term resources available to develop
integrated services, which contrasted with longer-term
aspirations to develop holistic CYP services and the con-
viction that successful implementation of ICSs would
take a number of years to complete. A related concern
was the tension between meeting place-based needs
through having the flexibility to develop local services
versus the need to implement national policy and to meet
targets which might not be appropriate for a particular
ICS patch or locality.

One overarching systems-orientated concern raised by
stakeholders was the extent to which integration would
be possible without wholesale reorganisation of con-
stituent services. There is a body of evidence that dem-
onstrates the challenges of trying to develop integrated
care across existing professional and organisational
structures [27]. However, such major changes are likely
to be disruptive and take many years to implement. The
ICS model instead adopts an approach that focuses on
developing and harnessing partnerships across existing
organisations. Stakeholders also raised concerns about
the challenges of introducing a new system during a cri-
sis, in this case the COVID pandemic, which coincided
with the national ICS roll out. Crises produce stressors
and opportunities for rapid system change [28]. Such a
dynamic was reported in ICSs, with the pandemic associ-
ated with multiple stressors, such as workforce exhaus-
tion, movement of resources from CYP to adult care, and
negative consequences for CYP mental health. However,
new opportunities had been taken up by ICSs, including
rapid adoption of virtual platforms and improved collab-
oration and partnership working.

Strengths and limitations

These interviews provide a unique perspective on ICS
progress during the initial phase of national roll out in
England, with rich data from multiple informants across
a diverse set of ICSs. The sample of ICSs was relatively
small to allow for in-depth interviews to be carried out
with multiple stakeholders in each ICS. Purposive sam-
pling of ICSs ensured that selected ICSs were diverse,
varying by maturity, local area deprivation and rurality,
and the themes identified were widely reported across
the interviews, suggesting salience for the wider body of
ICSs. The interviews reflect views at a particular snapshot
in time during the development of ICSs. Nevertheless,
themes raised are likely to remain salient for ICSs, and a
baseline against which their development can be charted.
Qualitative research of this kind has particular value in
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the early stages of the development of ICSs before they
have had an opportunity to impact CYP health out-
comes, providing insights not only into existing circum-
stances but also plans and ambitions and how changes
will be implemented over time, which can inform future
research and the evaluation of progress [29, 30].

None of the recruited ICSs represented the low matu-
rity category; reduced staff capacity due to the provi-
sion of additional services during the pandemic meant
that sampled low maturity ICSs were unable to partici-
pate. However, the marker of maturity for each ICS was
a rating provided in an earlier survey of ICSs, and it was
clear from the interviews that despite the absence of low
maturity ICSs, those included in the sample varied in
their starting points, both in terms of past experiences
introducing integrated services and progress towards
being fully functioning ICSs for CYP. There were diffi-
culties disentangling progress in integrated care delivery
that was the consequence of the creation of ICSs from
collaborations that already existed in particular local
footprints, although it is likely that a clear distinction
would not be realistic in most cases, where local part-
nerships had developed naturally over time. Stakehold-
ers were selected for interview by the individual ICS,
and so the roles represented differed between ICSs.
This approach was adopted because the considerable
variation between individual ICSs meant that it would
be impossible to prescribe the most relevant individu-
als to interview. Nevertheless, ICSs were provided with
guidance about the types of roles they might consider,
and all stakeholders were senior members of staff who
understood local CYP services. The answers provided by
stakeholders represent personal perceptions around the
interview topics, and we have no data on service provi-
sion or effectiveness of each ICSs. For instance, we can-
not identify whether concerns about top-down, national
priorities (or absence of guidance) does or does not
influence services or outcomes.

Finally, a strength of the project of which this study
is a part was the inclusion of public involvement and
engagement activities, which helped shape the research
programme. This included consultations with CYP and
parents/caregivers on topic and question development
for the interview guide used. The focus of the study was
to canvass the views of professional stakeholders involved
in rolling out ICS services, a stage at which CYP and par-
ents/caregivers would not have experienced changes to
care provision. However, CYP and parents/caregivers, par-
ticularly from seldom heard or marginalised communities,
have an important voice, and their views should be elicited
in future research, providing perspectives from users as
well as service providers as ICS continue to develop.
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Conclusions

Internationally, progress towards CYP integrated care
has been marked by variability in its conceptualisation
and implementation, which often reflects the specific
circumstances in which systems have been introduced
[14]. Nevertheless, progress towards integrated care has
become a feature of many healthcare systems, with an
increased acknowledgement of the importance of the
impact of social determinants on population health and
the importance of involving communities in the develop-
ment of services to meet their needs [31].

Maile et al. [9] in a review of the history of integrated
care in England identified six lessons from past experi-
ences. First, that integration generally delivers positive
outcomes for patients, staff and the wider system; second,
that divisions between organisations impede integra-
tion; third, that sustained provision of human and finan-
cial resources are required to develop integrated care;
fourth, that long-term evaluation is required to support
improvement and enhance credibility, which is challeng-
ing given the complexity and diversity of integrated care
provision; fifth, that effective integration requires strong
relationships and trust between staff groups; and sixth,
that integration may be particularly effective in deprived
areas because it facilitates local access to services for
underserved communities. These lessons resonate with
the aspirations and concerns identified from the inter-
views carried out with professional stakeholders during
the roll-out of ICSs in England.

The stakeholders interviewed valued the opportuni-
ties provided by the introduction of ICSs to develop
interdisciplinary, coordinated and joined-up care for
CYP. Their views were aspirational and focused largely
on plans for the future, reflecting the fact that ICSs
were in their infancy and were being implemented
within existing NHS and local authority structures.
Even though ICSs were autonomous and were soon
to be granted statutory powers, ICSs operated within
frameworks, guidance and targets that often originated
elsewhere, and navigating those competing demands
was an important consideration for the stakeholders.
Nevertheless, stakeholders had long-term ambitions to
improve integration of services for CYP, taking an early
years, preventative approach focused on population
health and reducing health inequalities, in line with
the ambitions of the NHS Long-Term Plan. This was
acknowledged to be challenging within existing struc-
tures, targets and funding streams. Interviews were
carried out during the first year of national ICS rollout,
and changes leading to greater integration would need
to take place over a number of years. Since integration
is a process towards a longer-term goal, continuing
evaluation will need to take place. It will be valuable to
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carry out a similar study when ICSs are more mature,
potentially triangulating findings with other types
of data from ICSs to explore the impact of integrated
care on the health and wellbeing of CYP. In this way,
it should be possible to use insights from real-world
experiences along the path to CYP service integration
to identify levers to integration and solutions to com-
mon barriers that would be of value to those seeking
to introduce CYP integrated care provision in other
settings.

Abbreviations

ICS Integrated Care System
CYP  Children and Young People
NHS  National Health Service

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-023-10442-6.

Additional file 1. ICS stakeholder interview schedule; Table of illustrative
quotes for themes and subthemes.

Acknowledgements

We would like to thank the participating stakeholders who volunteered their
time to take part in this research, and to the ICS and NHS England staff who
facilitated recruitment. We are particularly grateful to Richard Owen from NHS
England, who supported the project throughout.

Authors’ contributions

SH, ES, SS, FH-B, DH, DN, CS, RV, ZD and EO contributed to the study design.
ES, EO and SS conducted the interviews. SH, ES, SS, OL-H, EO and ZD carried
out the analysis. SH, SS and ES wrote the main manuscript text. OL-H, FH-B,
DH, DN, CS, RV, ZD and EO commented on drafts of the manuscript and have
approved the final version.

Funding

This study was funded and supported by the National Institute for Health

and Care Research (NIHR) School for Public Health Research, Grant Reference
Number PD-SPH-2015. The views expressed are those of the authors and not
necessarily those of the NIHR or the Department of Health and Social Care.
The NIHR School for Public Health Research is a partnership between the
Universities of: Sheffield; Bristol; Cambridge; Imperial; and University College
London; The London School of Hygiene and Tropical Medicine; LiLaC—a
collaboration between the Universities of Liverpool and Lancaster; and Fuse—
the Centre for Translational Research in Public Health, a collaboration between
Newcastle, Durham, Northumbria, Sunderland and Teesside Universities. All
research at Great Ormond Street Hospital NHS Foundation Trust and UCL
Great Ormond Street Institute of Child Health is made possible by the NIHR
Great Ormond Street Hospital Biomedical Research Centre.

Availability of data and materials

The dataset generated and analysed during the current study is not publicly
available due to the risk of disclosure, but anonymised data are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Durham University Research Ethics Committee approved this study (Refer-
ence: SPORT-2021-10-06T11_33_25-Irdg78, 7" October 2021). Written
informed consent was obtained from all participants. All methods were car-
ried out in accordance with relevant guidelines and regulations.


https://doi.org/10.1186/s12913-023-10442-6
https://doi.org/10.1186/s12913-023-10442-6

Hope et al. BMC Health Services Research

(2023) 23:1448

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

"Population, Policy and Practice Research and Teaching Department, UCL
Great Ormond Street Institute of Child Health, UCL, London, UK. ?Population
Health Sciences Institute, Newcastle University, Newcastle Upon Tyne, UK.
3Department of Sport and Exercise Sciences, Durham University, Durham, UK.
“Fuse — Centre for Translational Research in Public Health, Newcastle Upon
Tyne, UK. >Mohn Centre for Children’s Health & Wellbeing, School of Public
Health, Imperial College London, London, UK. ®Division of Psychiatry, Depart-
ment of Brain Sciences, Imperial College London, London, UK. “East London
NHS Foundation Trust, London, UK. 8Department of Primary Care & Population
Health, UCL, London, UK.

Received: 30 March 2023 Accepted: 5 December 2023
Published online: 20 December 2023

References

1.

Round T, Ashworth M, Crilly T, Ferlie E, Wolfe C. An integrated

care programme in London: qualitative evaluation. J Integr Care.
2018;26(4):296-308.

Shaw S, Rosen R, Rumbold B: What is integrated care? London: Nuffield Trust
2011, https//www.nuffieldtrust.org.uk/research/what-is-integrated-care.
World Health Organization: Framework on integrated people-centred
health services: 69th World Health Assembly. In., https://apps.who.int/
gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1&ua=1: World Health
Organization; 2016.

Carol IE, Stephen AC, Timothy BH. Developing, implementing and evalu-
ating integrated care models for infants, children, young people and their
families. Arch Dis Child. 2016;101(9):781.

Wolfe I, Satherley R-M, Scotney E, Newham J, Lingam R. Inte-

grated Care Models and Child Health: A Meta-analysis. Pediatrics.
2020;145(1):e20183747. https://doi.org/10.1542/peds.2018-3747.

Wolfe I, Mandeville K, Harrison K, Lingam R. Child survival in England:
strengthening governance for health. Health Policy. 2017;121(11):1131-8.
Wolfe I, Lemer C, Cass H. Integrated care: a solution for improving chil-
dren’s health? Arch Dis Child. 2016;101(11):992-7.

Fazel M, Townsend A, Stewart H, Pao M, Paz |, Walker J, Sawyer SM, Sharpe
M. Integrated care to address child and adolescent health in the 21st
century: A clinical review. JCPP advances. 2021;1(4): e12045.

Maile EJ, Singh R, Black GB, Blair M, Hargreaves DS. Back to the future?
Lessons from the history of integrated child health services in England.
Future Healthcare J. 2022;9(2):183.

NHS England: The NHS Long Term Plan. In., https://www.longtermplan.
nhs.uk/; 2019.

What is commissioning and how is it changing? [https://www.kingsfund.
org.uk/publications/what-commissioning-and-how-it-changing]

NHS England: Integrated Care Systems: design framework. In., https://
www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-
framework-june-2021.pdf; 2021.

Dedat Z, Hope S, Hargreaves D, Lloyd-Houldey O, Nicholls D, Scott S,
Stepanova E, Summerbell C, Viner RM, Hillier-Brown F. Measurement
instruments for integration within children and young people healthcare
systems and networks: a rapid review of the international literature. Int J
Integr Care. 2023;23(2):18.

Stepanova E, Hillier-Brown F, Owen E, Hope S, Hargreaves D, Scott S, Viner
R, Nicholls D, Lloyd-Houldey O, Summerbell C: Systematic Generation

of Component Themes of Integration for Children and Young People’s
Healthcare Systems and Networks: A Comprehensive Rapid Review and
Thematic Analysis. (In preparation).

Department of Health and Social Care: Health and Care Bill: Integrated
Care Boards and local health and care systems: Policy Paper. In., https://
www.gov.uk/government/publications/health-and-care-bill-factsheets/
health-and-care-bill-integrated-care-boards-and-local-health-and-care-
systems Department of Health and Social Care; 2022.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

6.

Page 14 of 14

Pett W, Bliss A. The state of integrated care systems 2021/22. London: NHS
Confederation; 2022. https://www.nhsconfed.org/publications/state-
integrated-care-systems-202122.

Hope S, Hillier-Brown F, Dedat Z, Stepanova E, Owen E, Hargreaves DN,

D, Scott S, Summerbell C, Viner R: Improving young people’s health and
well-being through Intergrated Care Systems (ICS) in England. In., https://
sphr.nihrac.uk/wp-content/uploads/2022/07/Research-briefing_ICS-
survey_Final_V.1.pdf: NIHR; 2022.

Clarke V, Braun V. Using thematic analysis in counselling and psychotherapy
research: A critical reflection. Couns Psychother Res. 2018;18(2):107-10.
BraunV, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport
exercise and health. 2019;11(4):589-97.

Barbour RS. The newfound credibility of qualitative research? Tales of tech-
nical essentialism and co-option. Qual Health Res. 2003;13(7):1019-27.
Hadi MA, José Closs S. Ensuring rigour and trustworthiness of qualitative
research in clinical pharmacy. Int J Clin Pharm. 2016,38:641-6.

Durkan M, Field F, Lamb N, Loughton T: The 1001 critical days: The impor-
tance of the conception to age two period. In., https://www.nspcc.org.uk/
globalassets/documents/news/critical-days-manifesto.pdf: Wave Trust; 2014.
Khaw M, Hardman A, Atkinson H: What Good Looks Like for High Quality
Local Health Protection Systems. In., https://www.adph.org.uk/wp-conte
nt/uploads/2019/12/What-Good-Looks-Like-for-High-Quality-Local-
Health-Protection-Systems.pdf: Public Health England; 2019.

Department for Education: State of the Nation: Children and young peo-
ple’'s wellbeing. In., https://assets.publishing.service.gov.uk/government/
uploads/system/uploads/attachment_data/file/1053302/State_of _the_
Nation_CYP_Wellbeing_2022.pdf Department for Education; 2022.
Baxter S, Johnson M, Chambers D, Sutton A, Goyder E, Booth A. The
effects of integrated care: a systematic review of UK and international
evidence. BMC Health Serv Res. 2018;18(1):1-13.

Hetrick SE, Bailey AP, Smith KE, Malla A, Mathias S, Singh SP, O'Reilly A, Verma
SK, Benoit L, Fleming TM. Integrated (one-stop shop) youth health care: Best
available evidence and future directions. Med J Aust. 2017,207(510):S5-18.
PlochgT, llinca S, Noordegraaf M. Beyond integrated care. J Health Serv
Res Policy. 2017;22(3):195-7.

Hanefeld J, Mayhew S, Legido-Quigley H, Martineau F, Karanikolos M,
Blanchet K, Liverani M, Yei Mokuwa E, McKay G, Balabanova D. Towards an
understanding of resilience: responding to health systems shocks. Health
Policy Plan. 2018;33(3):355-67.

Wolfe I, Forman J, Cecil E, Newham J, Hu N, Satherley R, Soley-Bori M, Fox-Rushby
J,Cousens S, Lingam R: Effect of the Children and Young People’s Health Partner-
ship model of paediatric integrated care on health service use and child health
outcomes: a pragmatic two-arm cluster randomised controlled trial. Lancet
Child & Adolesc Health, https://doi.org/10.1016/52352-4642(23)00216-X.
Hargreaves D: Integrated child health care: from policy to evidence-
based practice. Lancet Child Adolesc Health, https://doi.org/10.1016/
$2352-4642(23)00263-8.

Stein KV, Miller R, Aldasoro E, Goodwin N. Always look on the bright side -
lessons learned from another decade of integrating care. Int J Integr Care.
2022,22(4):15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://www.nuffieldtrust.org.uk/research/what-is-integrated-care
https://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1&ua=1
https://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1&ua=1
https://doi.org/10.1542/peds.2018-3747
https://www.longtermplan.nhs.uk/
https://www.longtermplan.nhs.uk/
https://www.kingsfund.org.uk/publications/what-commissioning-and-how-it-changing
https://www.kingsfund.org.uk/publications/what-commissioning-and-how-it-changing
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.gov.uk/government/publications/health-and-care-bill-factsheets/health-and-care-bill-integrated-care-boards-and-local-health-and-care-systems
https://www.gov.uk/government/publications/health-and-care-bill-factsheets/health-and-care-bill-integrated-care-boards-and-local-health-and-care-systems
https://www.gov.uk/government/publications/health-and-care-bill-factsheets/health-and-care-bill-integrated-care-boards-and-local-health-and-care-systems
https://www.gov.uk/government/publications/health-and-care-bill-factsheets/health-and-care-bill-integrated-care-boards-and-local-health-and-care-systems
https://www.nhsconfed.org/publications/state-integrated-care-systems-202122
https://www.nhsconfed.org/publications/state-integrated-care-systems-202122
https://sphr.nihr.ac.uk/wp-content/uploads/2022/07/Research-briefing_ICS-survey_Final_V.1.pdf
https://sphr.nihr.ac.uk/wp-content/uploads/2022/07/Research-briefing_ICS-survey_Final_V.1.pdf
https://sphr.nihr.ac.uk/wp-content/uploads/2022/07/Research-briefing_ICS-survey_Final_V.1.pdf
https://www.nspcc.org.uk/globalassets/documents/news/critical-days-manifesto.pdf
https://www.nspcc.org.uk/globalassets/documents/news/critical-days-manifesto.pdf
https://www.adph.org.uk/wp-content/uploads/2019/12/What-Good-Looks-Like-for-High-Quality-Local-Health-Protection-Systems.pdf
https://www.adph.org.uk/wp-content/uploads/2019/12/What-Good-Looks-Like-for-High-Quality-Local-Health-Protection-Systems.pdf
https://www.adph.org.uk/wp-content/uploads/2019/12/What-Good-Looks-Like-for-High-Quality-Local-Health-Protection-Systems.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1053302/State_of_the_Nation_CYP_Wellbeing_2022.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1053302/State_of_the_Nation_CYP_Wellbeing_2022.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1053302/State_of_the_Nation_CYP_Wellbeing_2022.pdf
https://doi.org/10.1016/S2352-4642(23)00216-X
https://doi.org/10.1016/S2352-4642(23)00263-8
https://doi.org/10.1016/S2352-4642(23)00263-8

	This needs to be a journey that we’re actually on together’—the introduction of integrated care systems for children and young people in England: a qualitative study of the views of local system stakeholders during winter 202122
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Study context and design
	Recruitment and sample
	ICS recruitment
	Stakeholder recruitment

	Data collection
	Analysis

	Results
	Theme 1: Best start in life
	Theme 2: Local and national contexts

	Theme 3: Funding and planning
	Theme 4: Organisational Complexities

	Discussion
	Strengths and limitations

	Conclusions
	Anchor 23
	Acknowledgements
	References


