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SUMMARY

Demands on health and social care are growing in
quantity and complexity, with resources and staff-
ing not projected to match this. The landmark NHS
Long Term Plan calls for services in England to be
delivered differently through integrated care sys-
tems (ICSs) that will better join commissioners
and providers, and health and social care. The
scale of these changes is immense, and the detail
can feel confusing. However, they are important
and will affect all clinicians in the public service.
This three-part series provides a primer on inte-
grated care, explaining why it is happening, how
services are changing and why clinicians should
get involved. In this first article we focus on the
changing demographics, and the workforce and
financial resources required to address these.

LEARNING OBJECTIVES

After reading this article you will be able to:
• appreciate the changing demographic, clinical

and social factors that influence service need
• detail the challenges of staff recruitment and

retention, and current and planned funding in
England

• understand the complementary and unique
challenges faced by social care, and how
these might impact closer alignment with
healthcare.
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Health and social care are struggling to meet
increasing needs, and the highly significant policy
and service changes proposed by NHS England to
meet these challenges will soon affect every clinical

team. Demand is growing (and growing more
complex), and there is a workforce recruitment
and retention crisis (Tracy 2019).
Healthcare is a regionalised function in the UK,

with funding determined centrally, but spending
decisions made by the devolved administrations.
The funding landscape is complex, with figures on
health and social care spending including out-of-
pocket and insurance funding as well as local
authority (and not central government) spending.
The Office for National Statistics shows that the
2017 UK healthcare expenditure accounted for
9.6% of gross domestic product (GDP), and the
Organisation for Economic Co-operation and
Development (OECD) estimates the UK’s combined
health and social care costs at £208 billion a year
(Appleby 2019), or 21% of all government spending
(Charlesworth 2018). This enormous figure is still
not meeting need.
The Health and Social Care Act 2012 had a pro-

found impact on services in England, embedding a
quasi-marketplace of choice and competition,
including payment by results (PbR), purportedly
to improve efficiency. It established NHS England
as a statutory and independent body aimed at
removing political micromanagement and replaced
primary care trusts (PCTs) with clinical commis-
sioning groups (CCGs). However, it has been
argued that these so-called ‘Lansley reforms’
(named after the then Secretary of State for Health
Andrew Lansley) have exacerbated the current
problem of fragmentation of services and hindered
effective patient care. Change is required in both
the financing and organisation of healthcare, includ-
ing better alignment with social care.
The 2019 NHS Long Term Plan (NHS England

2019) and – if it arrives – social care green paper,
are proposed to redress this demand–supply mis-
match in England, primarily through better utilisa-
tion and refocusing of existing resources, although
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more money has also been promised (at least to
health). The key principle is of more ‘integrated
care’ and a move to integrated care systems (ICSs).
ICSs – which will be more fully covered in our
second article – are intended to bring together com-
missioners and providers in a non-competitive
manner to assess local population well-being and
need. They are expected to deliver better, more
seamless, care to local populations, focusing on pre-
ventive work and minimising unnecessary acute
care.
Despite these laudable aims the details on ICSs

remain vague, particularly with regard to mental
health services, and the scope and scale of the pro-
posed changes have often confused clinicians
(Tracy 2019). This three-part series (described in
Box 1) provides a primer on integrated care with a
focus on its impact on psychiatry. It outlines the
current and projected demographic and clinical
landscape, the legislative and policy changes
designed to try meet these, and gives an overview
of different, early integrated services and the prac-
tical issues they have faced.
Integrated care, in one form or another, will be

coming to all services in England whether wished
for or not. These three articles focus on recent legis-
lative changes in England, but the challenges and
approaches are similar across the other home
nations. Scotland (Scottish Government 2016) and
Wales (Welsh Government 2018) have integrated
care plans with similar goals, and Northern
Ireland has had integrated health and social care

for many decades. We argue that there will not be
the option to ignore these issues or changes.
However, there is an opportunity to help sculpt
and optimise these locally, to provide better, more
joined-up care for patients, improving outcomes.

The challenge of demand: demographic,
clinical and social profiles

A growing, ageing population
The UK population continues to grow, with a pre-
dicted additional 4 million people by 2035 and, cru-
cially, a doubling of those over the age of 65
(Kingston 2018). Life expectancy has been rising
since first recorded in the mid-19th century. Initial
gains were through reduced child mortality and
improvements in basic sanitation, hygiene and
housing conditions. This continued in the 20th
century through the introduction of childhood vac-
cination programmes and universal healthcare
coverage – what Deaton called the ‘great escape’
(Deaton 2013) – and more recently through modify-
ing lifestyle risk factors of diet, exercise, cigarette
smoking and alcohol consumption. Gains have
slowed during the second decade of the 21st
century, but by 2016–2017 half of new-born
females could expect to be alive at 85.8 years of
age, half of males at 82.3 (Office for National
Statistics 2018). Most recent data suggest that life
expectancy has reduced slightly (Institute and
Faculty of Actuaries 2019). The reasons for this
remain heavily debated, although it has been
argued that austerity and cuts to health and social
care are key drivers and the UK has some of the
lowest investment in public sector infrastructure in
the OECD (Marmot 2010; Raleigh 2018).
To capture quality of life as well as longevity, the

concepts of ‘healthy life expectancy’ (HLE) and ‘dis-
ability-free life expectancy’ (DFLE) are increasingly
used. HLE is the number of years individuals per-
ceive that they live in ‘good’ or ‘very good’ general
health; DFLE is an estimate of the number of years
lived without a long-lasting physical or mental
health condition. Currently, UK HLE at birth is
63.1 years for men, 63.7 for women: as men have
lower life expectancy, this is a greater percentage
(79.6%) of men in good health than women
(76.9%); indeed, the figures have worsened for
women over the past 5 or so years.

An increasingly multi-morbid population
The UK population is growing clinically more
complex, with more risk factors for ill health, and
rising rates of comorbid conditions; this is signifi-
cantly affecting the populations seen in mental
health services. High body mass index (BMI),
smoking, excess alcohol consumption, limited

BOX 1 The three-part series on integrated care
and its impact on psychiatry

Part 1 describes the challenges of growing service demand,
and problems in the supply of health and social care funding
and staffing.

Part 2 describes the evolution of mental health services in
the UK, locating the current reforms against the background
of previous ones. It details policy and legislative aspects,
including the Health and Social Care Act and NHS Long
Term Plan. The more granular structures that are evolving
from this – such as sustainability and transformation
partnerships (STPs), integrated care systems (ICSs), inte-
grated care partnerships (ICPs) and primary care networks
(PCNs) – are explained.

Part 3 describes practical aspects of integrating services,
drawing on the experience of different NHS organisations
and their social care partners. It tackles ‘which’ services
might be integrated and the challenges of aligning health
and social care with clinical commissioners. This includes
the notable impact of changes on front-line staff. Wider
working with local communities, including ‘social pre-
scribing’, and potential technological assists are discussed.
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exercise and poor diet remain the leading morbidity
risk factors (Public Health England 2018a), and all
are higher on average in populations with mental
illness. Smoking and alcohol consumption have
fallen in recent years, but obesity rates have
increased. Data from England in 2008 show that
only 6% of individuals had none of these risk
factors, whereas 5% had at least four and 70% of
the population did not adhere to government guide-
lines on at least two (Buck 2012). Obesity in particu-
lar is seen as a key driver formany illnesses and rates
are increasing in all age groups (Stevens 2012).
Multi-morbidity is a growing health challenge: the

number living with four or more illnesses has been
forecast to quadruple in England by 2035
(Kingston 2018). In a report on the healthcare
needs of people with multiple conditions the
Health Foundation estimated that 30% of those cur-
rently living with four or more conditions are under
65 years of age (Stafford 2018), so this challenge of
multi-morbidity is not limited to older populations.
Figure 1 shows the most common comorbidities of
those with a mental health condition. The report
also noted that those with two or more conditions
accounted for over half of primary and secondary
care costs, and three-quarters of primary care pre-
scription costs. Over a 2-year evaluation period,
those with more than four conditions had a mean
of 8.9 out-patient visits, once-monthly general prac-
titioner (GP) visits and 20.6 prescribed medications.
Those with greatest need are often least able to

manage their multiple appointments and

medications, leading to fragmented care, exacerba-
tion of their conditions and higher use of emergency
care; they also suffer higher rates of social isolation,
loss of work and financial hardship. Their numbers,
and the demands on services, are increasing, and at
present they commonly move across multiple ser-
vices in an inefficient and costly manner.

Mental health morbidity, prevalence and societal
impact
The Adult Psychiatric Morbidity Survey of 2014
(McManus 2016) reported that 17% of surveyed
UK adults met the criteria for a common mental dis-
order. This has been increasing across the four
survey periods since 1993, largely driven by an
increase in rates in women. Notably, only 39% of
those in need were accessing treatment, although
this was up from 24% in 2007: already pressured
services are seeing only a minority of need.
The Royal College of Psychiatrist’s projections are

that there will be an increase in demand across all
mental health clusters in the coming decade (Royal
College of Psychiatrists 2019) (Fig. 2). The utility
of these clusters remains heavily debated, but the
underpinning message is clear. Demand growth is
most notable in cognitive impairment and dementia,
with modelling studies estimating that an additional
312 000 people in England will be living with
dementia by 2029, at a societal cost of an additional
£10 billion a year (Prince 2014). However, the other
end of the lifespan is equally critical, particularly for

Painful condition
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Irritable bowel syndrome

Hearing loss
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Diabetes

Thyroid disorder

Constipation

Chronic kidney disease
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Psychiatric patients with additional condition, %

FIG 1 The most common additional conditions for people with a mental illness and the proportion of people affected. Adapted
from Stafford et al (2018).
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prevention, with about half of mental health pro-
blems estimated to begin by the age of 14 and
three-quarters by age 24 (Kessler 2005).
Mental health problems cost the UKabout 4.1% of

GDP through direct health and social care costs
and indirect losses, matching the EU average
(Organisation for Economic Co-operation and
Development 2018). The Centre for Mental Health
noted that in 2016–2017, the UK economy lost
£34.9 billion owing to employee mental illness,
equivalent to £1300 for every employee in the
country (Parsonage 2018). An estimated £10.6 billion
was from sickness absence, £21.2 billion from
reduced productivity at work (so called presentee-
ism) and £3.1 billion from replacing staff who left
their jobs because of their mental ill health. This
was 35% higher than the corresponding figure a
decade earlier, although this change is in part due
to a larger workforce receiving an (adjusted) higher
average salary.
Mortality rates for those who use secondary

mental health services have reduced slightly since
the turn of the millennium, but on average men
using these services die 19 years, and women

16 years, earlier than the rest of the population
(Strategy Unit 2017). Many deaths are preventable
through better support in lifestyle, preventive
approaches, and better medical and medication
reviews (Royal College of Psychiatrists 2019). Of
note, much of the literature on putative gains from
preventive work has focused on physical health
factors such as smoking, alcohol and obesity, with
far less on potential gains from prevention or early
treatment of mental illness (early intervention in
psychosis is perhaps the notable exception). Some
of this might be due to a lack of clear reliable evi-
dence of ‘what works’: there is much interest in the
impact of ‘early years’ programmes on outcomes of
resilience and well-being, but much debate on their
effectiveness and value for money.

Social determinants of health and social
outcomes of poor health
AKing’s Fund report on population health noted six
major social areas that affect health and use of public
services (Buck 2018): income, housing, the environ-
ment, transport, education and work. Note that

21. Cl or dementia (high physical or engagement)

20. Cl or dementia complicated (high need)

19. Cl or dementia complicated (moderate need)

18. Cognitive impairment (low need)

17. Psychotic and affective disorder (difficult to engage)

16. Psychotic and affective disorder (high substance use and

15. Severe psychotic depression

14. Psychotic crisis

13. Ongoing/recurrent psychosis (high symptoms and disability)

12. Ongoing/recurrent psychosis (high disability)

11. Ongoing/recurrent psychosis (low symptoms)

10. First-episode psychosis

8. Non-psychotic chaotic and challenging

7. Enduring non-psychotic (high disability)

6. Non-psychotic overvalued ideas

5. Non-psychotic (very severe)

4. Non-psychotic (severe)

3. Non-psychotic (moderate severity)
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FIG 2 Estimates of projected percentage growth in demand across mental health cluster caseloads in England between 2018 and 2024. There are slight differences
in projections betweenmenandwomen: thesedata take anaveragebetween them. CI, cognitive impairment;MHP,mental health problem. Adapteddata from
Royal College of Psychiatrists (2019: p. 8).
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healthcare is not among these predominantly socio-
economic and environmental factors.
The landmark 2010 Marmot review of health

inequalities in England (Marmot 2010) found that
people in the poorest areas were dying an average
of 7 years earlier than those in the richest areas,
and further, that such individuals spent an average
of 17 additional years living with disability. Those
in the most deprived areas are twice as likely to die
prematurely from cancer, and four times as likely
to die prematurely from cardiovascular disease,
than those in the least deprived areas; for cardiovas-
cular disease this gap has increased since 2010
(Public Health England 2018a). In 2014–2016 the
age-standardised mortality rate for suicide was
twice as high in the most deprived decile compared
with the least deprived. Low life satisfaction is four
times higher among those who are unemployed
(Public Health England 2018b). Loneliness is a
growing problem: one in eight adults in the UK
reports having no friends (Relate 2017), and
feeling lonely has been estimated to have the same
effect on health as a smoking habit of 15 cigarettes
a day (Holt-Lunstad 2015). The number of rough
sleepers in England increased by 372% from 2010
to 2018 (Ministry of Housing, Communities &
Local Government 2017); there has been an
almost 25% increase in deaths of homeless indivi-
duals since 2014 – at a mean age of just 44 – and
over half of these were from drug poisoning, liver
disease or suicide (Office for National Statistics
2019). The Social Metrics Commission (2018) iden-
tified that in the UK in 2018:

• 14.2 million (22% of the population) were living
in poverty: 8.4 m working-age adults, 4.5 m chil-
dren, 1.4 m of pension age

• 7.7 million (12.1%) were living in persistent
poverty, that is in poverty for most or all the
past 4 years

• a ‘resilience gap’ existed between those in poverty
and those who were not.

The costs of social inequities have been estimated at
£36–40 billion a year through direct expenditure
and lost taxation. York University’s Centre for
Health Economics has estimated the direct cost to
the NHS for failing to provide preventive care to
the poorest communities at £4.8 billion a year
(Asaria 2016).
Individuals with mental health problems face an

increased range of social problems, from poverty
and unemployment to greater rates of imprison-
ment. They are more likely to have difficulties with
housing, including rent arrears, live in deprived
neighbourhoods and have challenges independently
managing daily needs. Over half with psychosis have
no stable homes; there is good evidence to support

sheltered housing, including as an actual interven-
tion in helping individuals’ mental health, but the
funding is not always available for this (Centre for
Mental Health 2016). Individuals with severe
mental illness are more likely to suffer stigma, dis-
crimination and social exclusion, and have more
risky health behaviours such as higher rates of
smoking – 40% compared with approximately 15%
in the general population. They often find it harder
to initially access services and, once in services, to
receive appropriate preventive help, with the
problem of ‘diagnostic overshadowing’, wherein
physical health problems are misattributed to
mental illness.
The relationship between mental ill health and

social problems is bi-directional. Adverse childhood
experiences are linked with a large range of subse-
quent physical and mental health problems
(Herzog 2018; Morris 2019) through direct neuro-
biological alteration (Morris 2019) and psycho-
logical distress from problems such as living alone,
unemployment and poor physical health
(McManus 2016). Over 50% of Employment
Support Allowance claimants have a primary
mental health problem (Makurah 2018). Only
about 7% of those in contact with secondary
mental health services are in paid employment
(Public Health England 2018a). In one of the most
disadvantaged of all healthcare conditions, people
with psychoses form almost 60% of all mental
health in-patients and 37–80% of those detained
under the Mental Health Act 1983, and account
for 80% of all experiences of restrictive practices of
restraint, including prone restraint, seclusion and
rapid tranquillisation. There are other critical inter-
sectional issues, including gender and ethnicity, for
example Black individuals are several times more
likely to be detained under sections of the Mental
Health Act as well as more likely to be on higher
doses of antipsychotics and receive psychological
interventions less often than their counterparts
from other ethnic groups. The Commission for
Equality in Mental Health has been drawing evi-
dence from a wide range of sources on such issues
and expects to publish its findings and recommenda-
tions in 2020 (Commission for Equality in Mental
Health 2019).

The challenge of supply: finances and
workforce in health and social care

Funding healthcare
The NHS accounts for about 7% of UK GDP (Stoye
2017), just below the EU-15 weighted average. Over
the past decade, funding has increased at about 1% a
year in real terms (above inflation), compared with a
longer-term historical figure – and that
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recommended by the Office for Budget
Responsibility to meet growing need – of about 4%.
An important but complex factor within total spend-
ing is the efficiency of the money invested. The
National Audit Office has estimated that £6 billion
in potential savings could be realised by 2020–
2021 through reduction in waste and variation in
care quality and efficiency (Morse 2018). However,
there have traditionally been few national levers to
either reduce or measure efficiency improvement.
There has been an increase in the number of NHS

trusts now reporting annual budgetary deficits, from
fewer than 10% in 2009–2010 to over 40% since
2014–2015. Mental health trusts appear to
perform relatively well, with ‘only’ 19% reporting a
deficit in December 2018 (Anandaciva 2018).
However, the Royal College of Psychiatrists has
noted that the typical block contracts disincentivise
increasing activity (unlike the more usual payment-
by-results (PbR) contracts in the acute sector), and
apparent surpluses may thus mask inadequate
funding for true need (Royal College of
Psychiatrists 2019). There are also concerns that
much of any additional funding is syphoned into
the acute sector at the expense of mental health
and community services (Charlesworth 2019a).
PbR is not without its own problems, and there is
a converse argument that the most appropriate
way to provide mental health services is to do what
one can for a given population within a resource
envelope – in other words, a block contract. Parts
2 and 3 of our series address the concept of a capi-
tated budget, where a single provider, or small
group of providers, cover all healthcare needs of a
defined population in an ICS; this, in principle at
least, allows for better oversight of management of
complex illnesses and preventive work.
Investment in NHS estates fell by 17% between

2010–2011 and 2017–2018, and there is an
increased maintenance backlog. The Department
of Health and Social Care’s capital budget was
0.27% of GDP, in contrast to the OECD average of
0.51% (Charlesworth 2019a). Again, mental health
trusts have suffered relatively greater reductions in
capital spends: 39% below that planned for 2017–
2018, compared with a shortfall of 29% in acute
trusts.
The NHS Long Term Plan contained a commit-

ment to an average increase in NHS England’s
budget of 3.4% for the 5 financial years commencing
2019–2020 (NHSEngland 2019: para. 6.1) (Fig. 3).
However, the plan does not cover non-NHS aspects
such as public health, social care, education or train-
ing (Dunhill 2018); indeed, budgets for Public
Health England and Health Education England
have been cut by 15% and 24% respectively over
the past 5 or so years. Further, funding is not

evenly divided across the 5 years – the greatest
spend will be in 2023–2024 – and is not front-
loaded, meaning that services might need to be
‘double run’ as the new preventive interventions
are being established while the excess acute
demand is still being met (Charlesworth 2019a).

Funding social care
An ageing population with greater needs will need
ever more support from social care. In England, con-
trasting with treatment – which is provided free by
healthcare services – support and personal care
required following illness, disability or in old age is
either provided by the voluntary sector and unpaid
caregivers, or funded privately or publicly. Local
authorities have a legal duty of care to provide the
publicly funded aspect. There are nationally
agreed targets for ‘needs testing’ (the degree of
impairment necessitating input) and ‘means
testing’ (the financial thresholds beyond which indi-
viduals contribute to their own care). Most funding
is local, coming from business rates and council
tax, although central government contributes
grants and can influence local authority borrowing
and spending priorities. Nevertheless, inequities
can arise, with different local authorities spending
varying amounts on individuals with similar needs
and means, depending on local funding levels and
agreed priorities. It is worth noting that housing is
not funded through adult social care, with central
government spending on social housing falling
from 0.7 to 0.4% of GDP between 2004 and 2012,
to 0.2% in more recent years, while housing benefit
spending on rented properties increased across the
same time period from about £16 billion to over
£25 billion a year (National Housing Federation
2019).
Nationally, gross expenditure on adult social care

has fallen (on a single occasion it remained level)
every year since 2009. Local authorities have suf-
fered a 7% decrease in national gross spending
during this time, despite a growth in need (Nuffield
Trust 2017). Public health services moved to local
authorities in 2014 and have suffered a 23% reduc-
tion in spend per person between 2014–2015 and
2019–2020. Local authorities are now also respon-
sible for alcohol and substance use services, and
with spending no longer ring-fenced, cuts of about
30% have occurred nationally during a similar
time frame and the UK has seen a considerable
rise in drug-related deaths (Drummond 2017).
In the next 5 years local government income from

local taxes is anticipated to grow by 1.4% a year
(Charlesworth 2019b), but the Institute for Fiscal
Studies (IFS) estimates that an annual increase of
3.9% is required over the next 15 years to meet
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need (Charlesworth 2018). A Care and Support
Commission’s report (often referred to as the
‘Dilnot report’ after its lead author) supported intro-
ducing a cap to prevent people from extreme care
costs, and a means test, below which individuals
were eligible for local authority support towards
care costs (Commission on Funding of Care and
Support 2011). Notably, the IFS projection of
funding needs is predicated on maintaining the
uncapped means test that limits eligibility; clearly,
if that were reformed, as has been debated, the
cost would be considerably greater. The overarching
figure also does not take regional variation into
account: poorest areas will be disproportionately
hit by austerity and have the highest social care
needs, yet are also likely to have the lowest
revenue from business rates. Further, if social care
salaries were to rise at an equivalent rate to that pro-
mised to NHS staff under ‘Agenda for Change’ (see
below), then an additional £1.7 billion a year

would be required by 2023–2024 (Charlesworth
2019b).
To redress this funding gap, the 2014 Baker

Commission called for a single budget and alignment
of health and social care, paid for through taxation
and national insurance (Commission on the Future
of Health and Social Care in England 2014). A joint
report by the House of Commons Health and Social
Care Committee and the Housing, Communities and
Local Government Committee called for similar
charges in what was labelled a ‘social care premium’

(Health and Social Care Committee 2018). In both
cases it was argued that it is important to target
wealth as well as income, to avoid solely hitting
working-age adults, and that additional responsibil-
ities should be borne by those of state pension age.
The Nuffield Trust recently outlined several

options available to better fund social care, includ-
ing various permutations of increasing general,
inheritance and local taxation, voluntary or
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Charlesworth et al (2019a).
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mandatory insurance, and altering caps on lifetime
spend or the means-testing threshold (Oung 2019).
The various models highlight that there are no
easy ways to generate the large funds required,
and that each comes with unique costs and benefits.
Further, although many people with mental illness
clearly have significant social care needs (and vice
versa), the largest growth in need is from a frail
ageing population without mental (or acute phys-
ical) healthcare needs, and there are dangers that
meeting their enormous and appropriate needs will
overwhelm the resources to address those of
mental health service patients.

The workforce in health and social care
InMarch 2018, 1.2 million full-time equivalent indi-
viduals were working in NHS hospital and commu-
nity services, an increase of 1.7% over the previous
year; a similar number, 1.1 million, were working
in adult social care (Skills for Care 2018). This
accounted for about 10% of the entire UKworkforce.
Across the past two decades there has been a rise of
70% in the number of hospital doctors and 10% in
the number of nurses and health visitors
(Charlesworth 2018), although compared with
other EU nations the ratio of many staff groups
per 1000 population is lower than average.
Productivity in the NHS has grown at about 1.4%
a year since 2009, a figure that is greater than prod-
uctivity growth in the overall economy during this
time (Charlesworth 2018). However, potentially
problematically, funding models are predicated on
this rate of improvement continuing over the
coming 5 years (Ham 2018).
There were 100 000 unfilled posts in the NHS in

2018; in social care the figure was 110 000
(Nuffield Trust 2018). A joint report by the
Nuffield Trust, the Health Foundation and the
King’s Fund projected that this will grow to
250 000 by 2030, and indeed could be as high as
350 000 owing to emerging trends of greater rates
of leaving the workforce and fewer international pro-
fessionals entering (Nuffield Trust 2018). It scarcely
needs stating that Brexit could profoundly worsen
this. The report argues that there has been inad-
equate long-term workforce planning, inequity in
career progression, and staff burnout in an increas-
ingly pressurised system. There have been central
cuts in investment in education and training (from
5% of health spending in 2006–2007 to 3% by
2018–2019). It calls for a sustainable long-term
workforce strategy to redress this, including sup-
porting new ways of working for professional
groups.
Agenda for Change, the landmark 2004 NHS pay

deal for non-medical and dental staff, harmonised

pay scales and career progression; these arrange-
ments contrast starkly with those in social care,
where pay is often considerably lower than NHS
equivalents, and an estimated two-thirds of staff
are currently on minimum wage – many of them
also on zero-hours contracts (Charlesworth 2019a).
The National Audit Office noted that there has not
been a national workforce strategy for social care
since 2009 and that there is a widespread staff per-
ception of feeling undervalued, underpaid and with
fewer opportunities compared with colleagues in
healthcare (National Audit Office 2018).
Historically, psychiatry as a profession has always

had unique challenges of recruitment into training,
with stigma towards both patients with mental
illness, and psychiatry and psychiatrists (Patel
2018) – including from other doctors and healthcare
professionals. Over the past decade or so there has
been an overall growth in full-time equivalent psy-
chiatrists of about 2.5%, although the increase has
largely been in general adult psychiatry, with
decreases in the numbers in psychotherapy, intellec-
tual disability (‘learning disability’ in UK health ser-
vices) and old age psychiatry. The 4.7% increase in
consultant numbers between 2012 and 2019
should be contextualised by an average growth of
28.7% in other medical specialties over the same
period (NHS Digital 2019).
Recruitment into training has pleasingly

improved over the past couple of years (Health
Education England North West 2018), and the
Royal College of Psychiatrists has been active with
its ‘Choose Psychiatry’ campaign and engagement
with medical schools (Pandian 2020; Mulliez
2019). However, this will take time to translate
into consultant psychiatrists, where the vacancy
rate is approximately 10% nationally. The College
has calculated that an additional 1330 consultants
will be needed to meet demand by 2028–2029
(Table 1), although the precision of the figures –

for example a stated 89 required in older people’s
mental health – might be viewed as diminishing
their reliability. A final challenge is retention of con-
sultants. The ongoing enormous problem of the
NHS pension scheme punitively hitting more
senior clinicians is leading to many dropping ses-
sions and retiring early.

Conclusions
The UK population is growing and ageing. The pro-
portion with multiple needs is increasing consider-
ably. Figures specifically for mental illness show
considerable predicted growth, and we are reminded
that most affected individuals do not seek help:
although much welcomed, de-stigmatising pro-
grammes are likely to generate further growth in
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need that is currently hidden. Although health
spending increases are planned, something the
British Social Attitudes survey shows that the
public support (Evans 2018), the planned invest-
ment does not seem adequate to address the under-
lying need for healthcare. Things look worse for
social care, and it is hard to disagree with the
National Audit Office’s reporting of it as a
‘Cinderella service’ (National Audit Office 2018).
The staffing data for both are frankly grim.
Health and social care are not working together

effectively. The existing models are too rigid,
linear, discouraging of innovation and ill-equipped
to deal with what they now face. There are organisa-
tional silos not adequately built around patient path-
ways. The proposed solution of ‘integrated care’
seems a rational way to begin to redress some of
these problems, and obvious targets and synergies
present themselves. Closer alignment of health and
social care – including having public health and sub-
stance use closer to other healthcare services – seems
inherently sensible. Better aligning physical and
mental healthcare should help with the range of
comorbidities that psychiatric patients have, and
the mental health needs of those under other ser-
vices. The appropriate recent focus on out-of-area
and private sector placements would seem to offer
an obvious target for more integrated services.
Within an integrated model it is not just ‘proximity’
but culture that matters: for example the poor out-
comes in cancer and diabetes in people with severe
mental illness are due to problems with investigation
and treatment as well as access to care, and psychia-
trists will have roles advocating for those in their
care and educating other professionals. For patients
and carers, it seems a less disjointed model and pro-
mises better outcomes. The optimistic interpretation

is that more ‘tools’ are being offered to clinicians for
their patients.

‘Cultural’ challenges of integration
However, equally obvious challenges appear, not
least the practicalities of aligning culturally distinct
services and areas and having an integrated work-
force with staff on different pay scales. With
regard to ‘upskilling’ staff in integrated services,
the phrase ‘new ways of working’ is not one that
endears itself to most psychiatrists, and staff right-
fully worry about role substitution, deprofessionali-
sation and loss of specialist skills. Most discussion
involves adults’ and older peoples’ health and
social care services, yet we know how most mental-
health issues begin in childhood and adolescence.
There has been far less discussion about any integra-
tion between children’s and adults’ services, and
here service cultural differences might be even
greater to bridge. Further, this discussion so far
has focused on secondary care, whereas 90% of
mental illness remains looked after in primary care
(we address primary care networks (PCNs) in
parts 2 and 3).

Inequities between sectors
The multiyear staggering of healthcare funding
increases the risk of acute emergency presentations
and physical health services disproportionately
taking money from preventive work on lifestyle
factors, planned care and mental health. Further,
existing preventive work tends to focus on physical
health, and there is a gap in such work in mental
health – again, particularly with younger people,
whose trajectories are potentially most amenable to
amelioration. The long-delayed green paper on
social care is desperately needed, and it is very diffi-
cult to take long-term perspectives without under-
standing its future funding; enhanced funded is
required, but from where? Aligned budgets also
risk pulling money from health to social care.
Social factors remain core drivers of need and

inequity. The King’s Fund has argued that even if
adequately resourced and aligned, health and
social care alone cannot solve these problems
without link up with wider socioeconomic, cultural
and environmental factors (Buck 2018). It cate-
gorised the four ‘pillars’ of a true population health
system as: integrated health and social care; places
and communities we live in; our health behaviours
and lifestyles; and wider determinants of health
such as income, environment and education.
Finally, whatever one’s political stripe, these are
undoubtedly uncertain times with much potential
for rapid unforeseen social and economic changes
affecting both demand and supply.

TABLE 1 Estimated additional consultant psychiatrist
posts required by 2028–2029

Service type

Additional consultant
psychiatrists
required by 2029

Child and adolescent mental health
(including eating disorders)

363

Perinatal mental health 10
Liaison mental health 220
Early intervention in psychosis 40
Community mental health 500
Older people’s mental health 89
Forensic 47
Addiction 15
Intellectual disability 39
Medical psychotherapy 7
Total 1330

Source: data from Royal College of Psychiatrists (2019: p. 42).
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What it might mean for you
If you are a mental health professional, these demo-
graphic, clinical, financial and workforce issues will
affect you. There will be growth in demand on your
service, which is unlikely to be matched by funding
increases, and maintaining even existing staffing
levels seems unlikely. The NHS Long Term Plan
is starting to deliver structural service changes that
will have an impact on your team and how it
engages with other services. In part 2 we detail
what these changes might look like, and in part 3
we suggest models and challenges in delivering inte-
grated services and why clinicians – you – should be
engaging with such change. Change can be difficult,
but there is potentially much to gain in integrated
care: we have new opportunities to work in ways
that are centred on our patients, their lives and
their often-multiple needs – something that we
have all long called for.

References
Anandaciva S, Jabbal J, Maguire D, et al (2018) How is the NHS Performing?
December 2018 quarterly monitoring report. The King’s Fund (https://www.
kingsfund.org.uk/publications/how-nhs-performing-december-2018).

Appleby J (2019) What does the UK spend on health and social care?
BMJ, 365: l1619.

Asaria M, Doran T, Cookson R (2016) The costs of inequality: whole-popu-
lation modelling study of lifetime inpatient hospital costs in the English
National Health Service by level of neighbourhood deprivation. Journal
of Epidemiology and Community Health, 70: 990–6.

Buck D, Frosini F (2012) Clustering of Unhealthy Behaviours Over Time:
Implications for Policy and Practice. The King’s Fund.

Buck D, Baylis A, Dougall D, et al (2018) A Vision for Population Health:
Towards a Healthier Future. The King’s Fund.

Centre for Mental Health (2016) More than Shelter: Supported
Accommodation and Mental Health. Centre for Mental Health.

Charlesworth A, Johnson P (eds) (2018) Securing the Future: Funding
Health and Social Care to the 2030s. Institute for Fiscal Studies.

Charlesworth A, Gershlick B, Firth Z, et al (2019a) Briefing: Investing in the
NHS Long Term Plan. Job Done? The Health Foundation (https://reader.
health.org.uk/investing-in-the-NHS-long-term-plan).

Charlesworth A (2019b) We need a social care system that is as much a
source of national pride as the NHS. BMJ, 365: l4349.

Commission for Equality in Mental Health (2019) Help us add to the
Evidence. Centre for Mental Health (https://www.centreformental-
health.org.uk/campaigns/commission-equality-mental-health).

Commission on Funding of Care and Support (2011) Fairer Care Funding:
The Report of the Commission on Funding of Care and Support (Vol I). TSO
(The Stationery Office) (https://webarchive.nationalarchives.gov.uk/
20120713201059/http://www.dilnotcommission.dh.gov.uk/files/2011/
07/Fairer-Care-Funding-Report.pdf).

Commission on the Future of Health and Social Care in England (2014) A
New Settlement for Health and Social Care: Final Report The King’s Fund.

Deaton A (2013) The Great Escape: Health, Wealth, and the Origins of
Inequality. Princeton University Press.

Drummond C (2017) Cuts to addiction services are a false economy. BMJ,
357: j2704.

Dunhill L (2018) NHS Gets 3.4pc a Year in Major New Funding Deal. HSJ.

Evans H (2018) Does the public see tax rises as the answer to NHS fund-
ing pressures? The King’s Fund (https://www.kingsfund.org.uk/publica-
tions/does-public-see-tax-rises-answer-nhs-funding-pressures).

Ham C, Murray R (2018) The NHS 10-Year Plan: how should the extra
funding be spent? The King’s Fund (https://www.kingsfund.org.uk/publi-
cations/nhs-10-year-plan).

Health and Social Care Committee, Housing, Communities and Local
Government Committee (2018) Long Term Funding of Adult Social Care
(HC 768). HSCC/HCLGC.

Health Education England North West (2018) 2018 CT1 Core Psychiatry
Training. Health Education England (https://www.nwpgmd.nhs.uk/sites/
default/files/2018%20CT1%20Psych%20Fill%20Rates_1.pdf).

Herzog JI, Schmahl C (2018) Adverse childhood experiences and the con-
sequences on neurobiological, psychosocial, and somatic conditions
across the lifespan. Frontiers in Psychiatry, 9: 420.

Holt-Lunstad J, Smith TB, Baker M, et al (2015) Loneliness and social iso-
lation as risk factors for mortality: a meta-analytic review. Perspectives on
Psychological Science, 10: 227–37.

Institute and Faculty of Actuaries (2019) Longer Term Influences Driving
Lower Life Expectancy Projections. IFA (https://www.actuaries.org.uk/
news-and-insights/media-centre/media-releases-and-statements/longer-
term-influences-driving-lower-life-expectancy-projections).

Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE
(2005) Lifetime prevalence and age-of-onset distributions of DSM-IV dis-
orders in the National Comorbidity Survey Replication. Archives of
General Psychiatry, 62: 593–602.

Kingston A, Robinson L, Booth H, et al (2018) Projections of multi-morbid-
ity in the older population in England to 2035: estimates from the
Population Ageing and Care Simulation (PACSim) model. Age and
Ageing, 47: 374–80.

Makurah L (2018) Reducing health inequalities in mental illness. Health
Matters, 18 Dec (blog) (https://publichealthmatters.blog.gov.uk/2018/
12/18/health-matters-reducing-health-inequalities-in-mental-illness/).

Marmot M (2010) Fair Society, Healthy Lives: The Marmot Review.
Strategic Review of Health Inequalities in England Post-2010.
Department for International Development.

McManus S, Bebbington P, Jenkins R, et al (2016) Mental Health and
Wellbeing in England: Adult Psychiatric Morbidity Survey 2014. NHS
Digital.

Ministry of Housing, Communities & Local Government (2017) Rough
Sleeping Statistics Autumn 2017, England (Revised). MHCLG.

Morris G, Berk M, Maes M, et al (2019) Socioeconomic deprivation,
adverse childhood experiences and medical disorders in adulthood:
mechanisms and associations. Molecular Neurobiology, 56: 5866–90.

Morse A (2018) Sustainability and Transformation in the NHS: Report by
the Comptroller and Auditor General (HC 719 Session 2017–2019).
National Audit Office.

Mulliez Z (2019) Choose Psychiatry: Guidance for Medical Schools. Royal
College of Psychiatrists (https://www.rcpsych.ac.uk/become-a-psychiatrist/
choose-psychiatry-guidance-for-medical-schools).

National Audit Office (2018) The adult social care workforce in England.
NAO (https://www.nao.org.uk/report/the-adult-social-care-workforce-in-
england/).

National Housing Federation (2019) How public money is spent on housing.
NHF (https://www.housing.org.uk/how-public-money-is-spent-on-housing/).

NHS Digital (2019) NHS Workforce Statistics (https://digital.nhs.uk/data-
and-information/publications/statistical/nhs-workforce-statistics/june-
2019).

NHS England (2019) The NHS Long Term Plan. NHS (https://www.long-
termplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-ver-
sion-1.2.pdf)

Nuffield Trust, Health Foundation, King’s Fund (2017) The Autumn Budget:
Joint Statement on Health and Social Care. November 2017. Nuffield Trust.

Nuffield Trust, Health Foundation, King’s Fund (2018) The Health Care
Workforce in England: Make or Break? Nuffield Trust.

Office for National Statistics (2018) Changing Trends in Mortality: An
International Comparison: 2000 to 2016. ONS.

Office for National Statistics (2019) Deaths of Homeless People in
England and Wales: 2018. ONS.

MCQ answers
1 c 2 a 3 e 4 b 5 d

Why care about integrated care? Demographics, finances and workforce

BJPsych Advances (2023), vol. 29, 8–18 doi: 10.1192/bja.2019.78 17

https://doi.org/10.1192/bja.2019.78 Published online by Cambridge University Press

https://doi.org/10.1192/bja.2019.78


Organisation for Economic Co-operation and Development (2018) Mental
health problems costing Europe heavily. OECD (http://www.oecd.org/
health/mental-health-problems-costing-europe-heavily.htm).

Oung C, Curry N, Schlepper L, et al (2019) How to Fund Social Care?
Nuffield Trust (https://www.nuffieldtrust.org.uk/chart/social-care-fund-
ing-options).

Pandian H, Mohamedali Z, Chapman GE, et al (2020) PsychSocs: student-
led psychiatry societies, an untapped resource for recruitment and redu-
cing stigma? Psychiatric Bulletin, in press.

Parsonage M, Saini G (2018) Mental Health at Work: The Business Costs
Ten Years On. Centre for Mental Health.

Patel K, Caddy C, Tracy DK (2018) Who do they think we are? Public per-
ceptions of psychiatrists and psychologists. Advances in Mental Health,
16: 65–76.

Prince M, Knapp, M, Guerchet, M, et al (2014) Dementia UK: Update (2nd
edn). Alzheimer’s Society. ONS; National Population Projections, 2012-
based Projections.

Public Health England (2018a) Health Profile for England 2018. PHE
(https://www.gov.uk/government/publications/health-profile-for-eng-
land-2018/).

Public Health England (2018b) Health Profile for England 2018. Chapter 5:
inequalities in health. PHE (https://www.gov.uk/government/publications/
health-profile-for-england-2018/chapter-5-inequalities-in-health).

Raleigh V (2018) What is happening to life expectancy in the UK? The
King’s Fund (https://www.kingsfund.org.uk/publications/whats-happen-
ing-life-expectancy-uk).

Relate (2017) Loneliness is rising: 1 in 8 adults have no close friends.
Relate (https://www.relate.org.uk/about-us/media-centre/press-
releases/2017/2/22/loneliness-rising-1-8-adults-have-no-close-friends).

Royal College of Psychiatrists (2019) NHS Priorities and Reform in
Developing a Long-Term Plan and Multi-Year Funding Settlement for
England: The Royal College of Psychiatrists’ Proposals for Change.
RCPsych.

Scottish Government (2016) Health and Social Care Delivery Plan (19
December 2016). The Scottish Government.

Skills for Care (2018) Executive summary. InThe State of the Adult Social
Care Sector and Workforce in England: September 2018. Skills for Care.

Social Metrics Commission (2018) A New Measure of Poverty for the UK:
The Final Report of the Social Metrics Commission. Social Metrics
Commission.

Stafford M, Steventon A, Thorlby R, et al (2018) Understanding the Health
Care Needs of People with Multiple Health Conditions (BRIEFING). The
Health Foundation.

Stevens GA, Singh GM, Lu Y, et al (2012) National, regional, and global
trends in adult overweight and obesity prevalences. Population Health
Metrics, 10(1): 22.

Stoye G (2017) UK Health Spending (IFS Briefing Note BN201). Institute
for Fiscal Studies.

Strategy Unit (2017)Making the Case for Integrating Mental and Physical
Health Care. An Analysis of the Physical Health of People Who use
Mental Health Services: Life Expectancy, Acute Service use and the
Potential for Improving Quality and Using Resources More Efficiently.
The Strategy Unit.

Tracy DK, Hanson K, Brown T, et al (2019) Integrated care in mental
health: next steps after the NHS Long Term Plan. British Journal of
Psychiatry, 214: 315–7.

Welsh Government (2018) A Healthier Wales: Long Term Plan for Health
and Social Care (8 June 2018). Welsh Government.

MCQs
Select the single best option for each question stem

1 According to current estimates, by 2035, the
number of people in England living with four
or more illnesses (multi-morbidity) has been
forecast to:

a double
b remain the same
c quadruple
d reduce by half
e triple.

2 In the upcoming decade, demand growth is
most likely to be increased in the following
mental health cluster:

a cognitive impairment and dementia
b common mental health problems
c severe psychotic depression
d first-episode psychosis
e non-psychotic chaotic and challenging group.

3 Which of the following statements regarding
regional health inequalities in England is
false?

a those in poorest areas of England die an average
of 7 years earlier than the richest

b those in the poorest areas spend 17 additional
years in disability

c mortality from cardiovascular diseases is four
times more common in those living in deprived
areas

d those in deprived areas are twice as likely to die
prematurely from cancer

e the health inequality gap in cardiovascular dis-
ease related mortality has decreased since 2010.

4 The NHS Long Term Plan commits to
increase NHS England’s budget by the fol-
lowing amount for the next 5 financial years:

a 1.4%
b 3.4%
c 5%
d 2.6%
e 4.2%.

5 Which of the following statements is false?
a adverse childhood experiences are linked with

long-term physical and mental health problems
b in 2018 there were 100 000 unfilled posts in the

NHS
c individuals with mental health problems face

increased problems with housing
d spending on alcohol and substance misuse are

ring-fenced centrally
e Royal College of Psychiatrists’ estimates suggest

that an additional 1330 consultants will be
needed to meet demand by 2028–2029.
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