
What it means for Wandsworth

ICS



What are Integrated Care Systems?

Integrated Care Systems are partnerships of organisations that come 
together to plan and deliver joined up health and care services to 
improve the lives of people in their area. They will be responsible for 
how health and care is planned, paid for and delivered.

ICSs have four key purposes:

1. improving outcomes in population health and healthcare

2. tackling inequalities in outcomes, experience and access

3. enhancing productivity and value for money

4. supporting broader social and economic development
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What are Integrated Care Systems?
The Health and Care Act 2022 will establish 42 ICSs across England on a statutory basis.

Integrated Care Systems will be made up of two parts:

• Integrated Care Boards decide how the NHS budget for their area is spent and develop a plan to improve people’s health, deliver 

higher quality care, and better value for money

• Integrated Care Partnerships bring the NHS together with other key partners, like local authorities, to develop a strategy to enable 

the Integrated Care System to improve health and wellbeing in its area

Other important ICS features are:

• Local authorities, which are responsible for social care and public health functions as well as other vital services for local people and 

businesses.

• Place-based partnerships lead the detailed design and delivery of integrated services across their localities and neighbourhoods. 

Our place partnerships involve the NHS, local councils, community and voluntary organisations, local residents, people who use 

services, their carers and representatives and other community partners with a role in supporting the health and wellbeing of the local 

population.

• Provider collaboratives bring NHS providers together to achieve the benefits of working at scale across multiple places and one or 

more ICSs, to improve quality, efficiency and outcomes and address unwarranted variation and inequalities in access and experience 

across different providers.
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SW London Integrated Care System

South West London Health and Care Partnership was granted 

Integrated Care System status in 2020, and on 1 July 2022 we 

will take on statutory responsibilities. 

We bring together NHS organisations, local councils, 

Healthwatch, charities, community and voluntary organisations 

to improve local health and care services and to improve the 

health and wellbeing of local people.

• Our ICS is made up of six ‘places’ – Croydon, Kingston, 

Merton, Richmond, Sutton and Wandsworth.

• Since we were set up in 2018, we have developed better 

and more convenient services, invested in keeping people 

healthy and out of hospital and set shared priorities for the 

future through our local health and care plans for each 

borough.
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South West London Integrated Care System 

Our integrated care system will have two statutory committees:  

NHS South West London Integrated Care Board decides how the 

NHS budget for their area is spent and develop a plan to improve 

people’s health, deliver higher quality care, and better value for 

money

Our NHS Board will be made up of: 

• Our Chair

• 4 non-executive members

• Chief Executive

• 4 partner members NHS and Foundation Trusts

• Partner member Primary Medical Services

• Partner member Local Authorities

• Chief Finance Officer

• Medical Director

• Director of Nursing

• 6 Place Members

• Deputy Chief Executive Officer

The first meeting of our NHS Board in public was held on Friday 1 July 

2022 at the Chaucer Centre 

The first meeting of our Partnerships Board will be in the autumn 

South West London Integrated Care Partnerships bring the NHS 

together with other key partners, like local authorities, to develop a 

strategy to enable the Integrated Care System to improve health and 

wellbeing in its area

Our Partnerships Board will be made up of: 

• Co-Chairs – the ICB Chair and a Leader of a SWL Council 

• Health members

ICB Chief Executive

ICB Population Health Management Director

ICB CFO 

5 NHS SWL Provider Chairs

Primary care representative 

• Local Authority members

• 6 Chairs of Health and Wellbeing Boards 

• Chief Executive representative

• Director of Children’s Services representative

• Director of Adult Services representative 

• Director of Public Health representative 

• Growth and economy representative 

• 6 Place representatives

• SWL Clinical Senate co-chairs

• ICB Deputy Chief Executive Officer

• Healthwatch representative

• Voluntary sector representative 5



Provider Collaboratives in SWL

Provider Collaboratives are partnership arrangements involving two or more trusts (foundation trusts or NHS trusts) working across

multiple places to realise the benefits of mutual aid and working at scale.

There are three Provider Collaboratives in South West London:

• South London Mental Health Partnership - comprising Oxleas NHS Foundation Trust, South London and Maudsley NHS Trust 

and South West London and St. George’s NHS Trust

• The Acute Provider Collaborative - comprising Croydon Health Services NHS Trust, Epsom and St. Helier University Hospitals NHS

Trust, Kingston Hospital NHS Foundation Trust, St.George’s University Hospitals NHS Foundation Trust

• RM Partners - comprising all South West London and North West London bodies supporting the NHS Cancer Pathway, including 

Primary, Acute and Specialist providers and screening services

The purpose of provider collaboratives is to work together to continuously improve quality, efficiency and outcomes, including 

proactively addressing unwarranted variation and inequalities in access and experience

Together, trusts work collaboratively to lead the transformation of services and the recovery from the pandemic, making sure they 

have shared ownership of their objectives and plans
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Local plans and governance

What the ICS means 

for Wandsworth



Wandsworth Health and Care Committee

Committee

Ana Popovici

Director of Children Schools and 

Families

London Borough of Wandsworth

Jeremy De-Souza 

Director of Adults, Community 

and Housing

London Borough of Wandsworth  

Cllr Graham Henderson

Wandsworth Health and 

Wellbeing Board Chair

Dr Nicola Jones Place Convenor

GP Partner Brocklebank Practice

Jason Edgington

Chief Executive, Wandsworth 

Care Alliance

Jummy Dawodo

Director of Operations

CLCH

Dr Shannon Katiyo

Director of Public Health

London Borough of Wandsworth

Dr Angelique Edwards

Primary Care Provider 

Representative 

Mark Creelman

Executive Locality Lead Wandsworth 

South West London ICS

Stephen Hickey

Chair, Wandsworth Healthwatch 

Anne Brierley 

Chief Operating Officer 

St George’s

Vanessa Ford

Chief Executive

South West London 

& St George’s



After talking with our community, we have revised the health and care vision to:  

Wandsworth is a place where people are supported to live healthy, fulfilling lives in thriving 
communities. We will work together to make a difference to the people of Wandsworth to ensure 
everyone can:  

• Have the same life chances, regardless of where they are born or live.  

• Live healthy, independent, fulfilling lives.  

• Be part of dynamic, thriving and supportive communities.  

• Have equal access to health and social care services 

Health and care plan – vision



Wandsworth Community Empowerment Network

South West London and St George’s Mental Health Trust
NHS South West London ICS

Black and ethnic minority people are over-
represented and over-medicated when 

experiencing mental health challenges, 

EMHIP was developed through the 

leadership and activism of people from 

black and ethnic minority communities.  It 

offers mental health service improvement 

led by local communities, co-designed and 

based on established lived-experience 

evidence.

Churches and places of worship are at the 

heart of their communities. 

The Ethnicity and Mental Health Improvement 

Project (EMHIP) uses these community areas 

to create hubs that shape better mental 

health and wellbeing. Developed in 

partnership with South West London and St 

George’s Mental Health Trust and the NHS, 

they help people who don’t access services 

through normal NHS routes.

The New Testament Assembly Church in 

Tooting is one such hub. It offers a space for 

conversations about life’s challenges; where 

people can find support tailored to their 

needs. Trusted local people are trained as 

‘Community Embedded Workers’ to 

encourage people to use the hub. 

Among the support services, designed by the 

community they serve, are: mental health and 

wellbeing clinics; diabetes checks; smoking 

cessation and weight management sessions; 

couple and family support. The hub also gives 

advice on debt, housing, welfare benefits and 

drugs and alcohol dependency.

Building better mental health in Wandsworth

Malik Gull, EMHIP Director







Health and care plan

Additional slides



Take action to reduce childhood obesity by:

• developing a Family Weight Management Programme

• increasing children’s physical activity by continuing the Daily Mile in all primary schools and encouraging more 
use of open spaces, parks and sporting activities.

Improve mental health and wellbeing for children and young people by:

• embedding a new community approach to resilient parenting with the Empowering People Empowering 
Communities programme

• continuing the Trailblazers project and expand the whole school approach to wellbeing and mental health

• Identifying young people involved or likely to be involved in risky behaviour.

Reduce inequalities by :

• establishing an expert panel to oversee the collection of information and experiences to understand disparities in 
mental health services faced by children and young people and co-produce service transformations with them.

For Start Well we will

Health and care plan



Address inequalities in mental health:

• develop new community-based models with community-led health clinics and the Health and Wellbeing Hub as 

part of the Ethnicity Mental Health Improvement Project (EMHIP)

• enable and empower communities by developing effective partnerships with residents, the voluntary sector, NHS 

and local councils with a focus on prevention.

Support more people to manage their long-term conditions:

• expand community health checks enabling early identification of  people at risk of diabetes or heart disease

• promote self-management and independence so patients can take control of their own health.

Increase uptake of national screening programmes among those at greatest risk of ill health by:

• boosting referrals to health improvement initiatives for weight management, stop smoking services, physical 

activity and reducing alcohol consumption.

For Live Well we will

Health and care plan



Integrate services so more people are able to live independently for as long as possible:

• review discharge to assess and reablement arrangements for better coordination of services

• work with the Carers Centre to provide carer passports and a more flexible approach for carer breaks. Improve 

navigation of health and care services for unpaid carers and recognition for young carers

• Improve the scale and reach of the Falls Prevention Service with a new network using evidence-based programmes 

working with the voluntary sector and St Georges Community Therapy Service

Increase support to care and nursing homes:

• strengthen our enhanced health in care homes programme, including learning disability or dementia homes to reduce 

unnecessary hospital admissions

• work with care homes to ensure they develop their workforce digital capabilities to connect to shared care records.

Support residents to use digital technology to live independently and reduce social isolation;

• work with the voluntary sector to tackle digital inclusion and offer training on helping service users stay safe online.

For Age Well we will

Health and care plan



Increase the number of falls services and exercise classes by:

• establishing a falls network with more evidence-based prevention programme in voluntary and community settings to 

reduce the number of falls in people age 65 and over

• Improve referral pathways between specialist service and voluntary sector.

Support carers in their role and promote access to a range of support options by:

• enhancing the methods of recognising young carers and developing a range of support options within school and learning 

environments

• Improving the recognition and identification of carers by GPs and increasing the use of social prescribing

• Supporting carers to stay well physically and mental well being and be socially connected within their community.

For Age Well we will

Health and care plan


