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The Barnet ICP  

• The ICP’s vision is to maximise health and wellbeing for all people of 

Barnet by working together as an integrated care partnership.

• The aims and objectives of the ICP cut across commissioning, public health, 

primary, community, mental health, acute, social care and the voluntary sector

• The four main aims are to :

• Population health management approach that takes in to consideration the 

wider determinants of health and improves the health outcomes for 

residents of Barnet;

• Addressing the challenging commissioning issues so that as a system we 

develop integrated solutions;

• Addressing performance issues where Barnet is an outlier (e.g. by reducing 

the number of avoidable unplanned hospital visits and admissions)

• Support residents in self-care and prevention;
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Barnet ICP Progress to date 

• Identified system leaders across multi-organisations in Barnet

• Held ‘Integreat’ workshops and informal meetings last year to build relationships

• Held detailed discussions about vision, outcomes, governance and financial 
management of the Barnet ICP to develop shared understanding  

Developed strong collaborative system leadership

• Developed interim governance arrangements 

• Established the Barnet ICP Board and Barnet Integrated Care Delivery Board 

• Agreed Terms of References and Memorandum of Understanding 

• Established workstreams to progress ICP development 

Developed joint governance 

• Developed five high-level outcome domains around access, workforce, population 
health, wider determinants and community resilience

• Agreed an approach to develop detailed outcomes based on priority pathways

Developed high level outcome domains 

• Identified areas to progress integration, informed by the emerging outcomes, 
existing schemes, and areas of existing priorities and pressures for the local health 
and social care economy

• The areas were scaling up PCN proactive care for frailty and dementia; and 
increased investment in domiciliary care to support complex care, under the 
framework of an ‘Ageing Well’ model. 

Identified areas to progress local integration 
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Barnet ICP development model 

Barnet Health & Wellbeing 

Board Priorities
How does the ICP link to the HWB 

Strategy? 

Ensuring coordinated and holistic care

ICP High Level Outcomes

What are the main outcomes we are 

trying to achieve?

Embedding Population 

Health approach into 

care

Improving Access and 

Quality of Care

Building Community 

Resilience

Making our workforce 

fit for the future

Improving wider 

determinants of 

Health

Population Segmentation 

Which groups will we focus on?

Start well

Age: 0-19

Live well

Age: 20-64

Age well

Age: 65+

Workstreams interventions

Which areas will we focus on?

The “ICP Approach”

How will we link outcomes with the 

delivery?

Pilot phase to April 2021

Urgent and Emergency Care 

Dementia

Define 

relevant 

outcomes

Determine 

model of 

integration

Use data to 

inform 

approach

Co-design 

pathways 

with patients

Develop finance 

and contracting 

models

Develop 

workforce

ICP Vision
The “Why”

To maximise health and wellbeing for all people of Barnet by working together as an Integrated Care 

Partnership 

Frailty 

Complex Domiciliary Care
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Refresh of ICP Priorities 

Pre-Covid:

In January 2020, a paper setting out four high-level proposals to address system wide issues was presented at the 

RFL A&E Delivery Board, ICP Delivery Board and the Health and Wellbeing Board.  The proposed projects were:  

• Scale up Primary Care Network proactive care for frailty and dementia

• Lead provider for beds across the system  

• Enhancement of domiciliary care

• Complex care in nursing homes

• Scale up of PCN support to frailty and dementia  and a focus on complex domiciliary care were the 

areas both groups supported. 

Since-Covid:

The pace and scale of changes have meant that the local system have worked together on a longer list of priority 

areas, which have included significant changes to: 

• Same day access – through the ‘stand up’ of hot hubs, integration between community and primary care and 

significant changes to how urgent care is delivered the ICP will need to consider how we recover services and 

possible new delivery models. In addition, the ICP will need to consider discharge and flow in a way we have 

not before. Linked to this area is the possible continuation of the Integrated Discharge Team (IDT) at Barnet 

hospital with the need to consider how we prepare capacity to meet future demand for each of our discharge 

pathways, which includes domiciliary care. 

• Primary care networks (PCN) – through the establishment of the community response local people have 

been shielded. How we deliver their proactive care going forward is an immediate concern, as is the delivery of 

outpatient and community specialist care to patients as practices group together into PCNs. This will include 

plans regarding frailty and dementia.  

• Care homes – whilst an integral part of PCN working, care homes are a significant priority for Barnet. Work is 

well underway and is proposed to be overseen by the ICP. 
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Pathway development and 
priorities: areas of focus 

Outcomes

Running through all 

workstreams to 

ensure ICP recovery 

and pre and post 

Covid-19 ambitions 

are met and align 

where appropriate to:

• Start Well

• Live Well

• Age Well

Pathway priorities

Areas of Focus
Enablers

Integrated 

pathways

Same day 

access and 

discharge

Digital and 

Estates

Running through 

all workstreams to 

ensure legacy of 

recent digital first 

transformation and 

estates utilisation

Recovery

The Driver

System recovery 

and sustainability

• Integrated pathways for 

Frailty

• Dementia Integration

• Extended access and Walk-

In Centre Pathways

• Discharge to Assess

Transforming 

Healthcare Support 

to Care Homes

• Virtual Ward Rounds

• In-Reach Models

• Digital Inclusion
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Pathway steering groups: detail

Same day access and discharge

SRO: Sally Dootson

Leads: Sally, James, Anuj

CD: Dr Swati Dholakia

Dr Kavel Patel

CCG Clinical lead: Dr Barry Subel

Integrated pathways

SRO: Denis Enright

Leads: Denis, Rachel, Thiv

CD: Dr Alexis Ingram 

Dr Sharif Anwar

CCG Clinical Lead: Dr Amit Shah

Care Homes Steering Group

SRO: Dr Ahmer Farooqi

Leads: Matt, Jess, Ahmer

CD: Dr Nufar Wetterhahn

Dr Claire Hassan

CCG Clinical Lead: Dr Nick Dattani

ICP Delivery Board



Barnet ICP Programme Governance 
Structure (under consideration)
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