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Equality and health inequalities statement

Promoting equality and addressing health inequalities are at the heart of NHS England’s
values. Throughout the development of the policies and processes cited in this document,
we have:

e Given due regard to the need to eliminate discrimination, harassment and victimisation,
to advance equality of opportunity, and to foster good relations between people who
share a relevant protected characteristic (as cited under the Equality Act 2010) and those
who do not share it; and

e Given regard to the need to reduce inequalities between patients in access to, and
outcomes from healthcare services and to ensure services are provided in an integrated
way where this might reduce health inequalities.
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Our consultation - purpose of this document

1 This document has been published in support of NHS England’s consultation on the
proposed Integrated Care Provider (ICP) Contract." It provides detail about how the ICP
Contract would underpin integration between services, how it differs from existing NHS
contracts, how ICPs fit into the broader commissioning system, and which organisations
could hold the ICP Contract.

2 This consultation includes a series of questions on which NHS England welcomes
feedback. A summary of these questions, next steps, and details of how to respond are
set out at the end of this document. Further documents have also been published as
part of the consultation package. The package includes:

* The draft ICP Contract and explanatory notes

Frequently asked questions

e An overview of integrated budgets

A document describing the incentives framework for ICPs

A draft template Integration Agreement and frequently asked questions

Guidance on CCG roles where ICPs are established

A draft equality and health inequalities analysis

3 Our initial intention had been to consult formally on the draft ICP Contract in accordance
with NHS England’s legal duties,? but to do so once it had been tested and further
developed, working with commissioners in the context of their local procurements.

4 Earlier this year we committed to bringing our consultation forward to take the
opportunity to explain what the ICP Contract is for and when it might be used, and to
dispel misconceptions about what integrated care models might mean for the NHS and
people’s care.

5 The High Court has now decided the two recent judicial reviews in NHS England’s favour.
The Health and Social Care Committee has also published its report on integrated care,
in which it expressed some support for ICP development.* Following these developments,
we are now consulting on lead provider integrated care models and on the draft ICP
Contract. Following the consultation, we will decide whether to issue the ICP Contract as
a formal alternative to the NHS Standard Contract. If we do, it would then be available
for use by commissioners wishing to commission an integrated model of care for
their population, subject to their proposals being reviewed by NHS England and NHS
Improvement through the Integrated Support and Assurance Process (ISAP) and enabling
Directions being made the Secretary of State.

1 The previous iteration of this draft ICP Contract was referred to as the draft Accountable Care Organisation (ACO) Contract.
At that point in time, we described ICPs as accountable care organisations or ACOs. We have changed our terminology in
recognition that, as reported by the House of Commons Health and Social Care Committee, use of the term ‘accountable
care’ has generated unwarranted misunderstanding about what is being proposed. We believe that the terms ‘Integrated
Care Provider’ and ‘Integrated Care Model’ better describe our proposals — to promote integrated service provision through
a contract to be held by a single lead provider.

2 Legal duties under Regulation 18 of the Standing Rules Regulations can be found on the Government website: http:/www.
legislation.gov.uk/uksi/2012/2996/regulation/18/made (Information accessed 25 July 2018)

3 R (on the application of Hutchinson & Anor) v Secretary of State for Health and Social Care and NHS England [2018] EWHC
1698 (Admin); and R (on the application of Jennifer Shepherd (On behalf of 999 Call for the NHS) v NHS England [2018]
EWHC 1067 (Admin), [2018] WLR(D) 295.

4  The House of Commons Health and Social Care Committee Integrated care: organisations, partnerships and systems Seventh
Report of Session 2017-19 [p39] can be found on the Government website: https://www.parliament.uk/business/committees/
committees—a—z/commons—select/heaIth—committee/irp)éi@/éarTSﬂt—Zm 7/inquiry4/


http://www.legislation.gov.uk/uksi/2012/2996/regulation/18/made
http://www.legislation.gov.uk/uksi/2012/2996/regulation/18/made
https://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/
https://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/

6 Regardless of the outcome of this consultation, NHS England has no plans to replace
existing contract forms (the generic NHS Standard Contract, and GMS, PMS and APMS
contracts for primary medical services), which we anticipate will remain appropriate
in most circumstances. It will be for local commissioners to determine which form of
contract would best suit their particular population’s health needs.

The ambition to integrate care

7 The NHS in England comprises a series of local organisations, bound by a common
philosophy and set of standards. These organisations are either ‘commissioning’
(purchasing) healthcare (NHS England and local Clinical Commissioning Groups (CCGs)),
or providing it. There are, for example, 229 NHS trusts and foundation trusts providing
a variety of services and approximately 7400 GP practices, as well as numerous other
independent and third sector provider organisations. Social care is bought separately
by local authorities, usually from another set of providers. Between the providers and
commissioners contracts are agreed, setting the services required by commissioners and
the terms on which they are to be provided.

8 A person with complex needs may have contact with their GP, their local hospital, a
community services provider, a mental health services provider, as well as the care home
in which they live. Accordingly, there is a (long-recognised) need for health and social
care services to be better integrated,®> improving people’s experience of the care they
receive and offering opportunities to improve outcomes and efficiency. As the Care
Quality Commission put it in its 2016/17 State of Care report:

‘People should be able to expect good, safe care when they need it, regardless of
how this care is delivered... It's clear that where care providers, professionals and local
stakeholders have been able to do this — where they have stopped thinking in terms
of 'health care’ and ‘social care’ (or specialities within these) and instead focused their
combined efforts around the needs of people — there is improvement in the quality
of care that people receive. To deliver good, safe care that is sustainable into the
future, providers will have to think beyond their traditional boundaries to reflect the
experience of the people they support.’®

9 The most recent mandate given by the Government to NHS England includes increasing
integration with social care so that care is more joined up to meet physical health,
mental health and social care needs. This aim is also reflected in previous versions of the
mandate.’

10 More recently, the House of Commons Health and Social Care Committee has expressed
its support for improving integration of care, highlighting its potential to improve
patient experience.?

5  An example of this, the Integrated Care and Support: Our Shared Commitment (2013) report, can be found on the
Government website: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFINITIVE_
FINAL_VERSION_ Integrated_Care_and_Support_- Our_Shared_Commitment_2013-05-13.pdf (Information accessed 25
July2018).

6 The CQC State of Care report 2016/17 [ p36],can be found on the CQC website: https://www.cqc.org.uk/sites/default/
files/20171123 stateofcare1617_report.pdf (Information accessed 25 July 2018)

7  See for example, NHS mandate 2018 to 2019 which can be found on the Government website: https:// www.gov.uk/
government/publications/nhs-mandate-2018-t0-2019 (Information accessed 24 July 2018)

8 The House of Commons Health and Social Care Committee Integrated care: organisations, partnerships and systems Seventh
Report of Session 2017-19 [p17] can be found on the Government website: https://www.parliament.uk/business/committees/
committees—a—z/commons—select/heaIth—committee/inquiri%@a@ejﬁ%ﬂinquiryll/ (Information accessed 25 July 2018)


https://www.cqc.org.uk/sites/default/files/20171123_stateofcare1617_report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFINITIVE_FINAL_VERSION_ Integrated_Care_and_Support_-_Our_Shared_Commitment_2013-05-13.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DEFINITIVE_FINAL_VERSION_ Integrated_Care_and_Support_-_Our_Shared_Commitment_2013-05-13.pdf
https://www.cqc.org.uk/sites/default/files/20171123_stateofcare1617_report.pdf
https://www.cqc.org.uk/sites/default/files/20171123_stateofcare1617_report.pdf
https://www.gov.uk/government/publications/nhs-mandate-2018-to-2019
https://www.gov.uk/government/publications/nhs-mandate-2018-to-2019
https://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/
https://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2017/inquiry4/

11

12

13

NHS England’s policy goals in relation to this area have been clear for some time. NHS
England’s ambition to transform the delivery of care in this spirit was first described in
2014's Five Year Forward View (FYFV):

‘The traditional divide between primary care, community services, and hospitals
— largely unaltered since the birth of the NHS - is increasingly a barrier to the
personalised and coordinated health services patients need. And just as GPs and
hospitals tend to be rigidly demarcated, so too are social care and mental health
services even though people increasingly need all three.’

The FYFV proposed two ‘new care models’ through which collaborative care redesign
could deliver integration of services for whole populations. These were referred to as
the Multispecialty Community Provider (MCP) and the Integrated Primary and Acute
Care System (PACS).? Since then, the Next Steps on the Five Year Forward View further
articulated the ambition ‘to make the biggest national move to integrated care of any
major western country’.®

To achieve this, across England, steps are already being taken to improve collaboration
between commissioners and providers and to deliver better care for patients. In some
parts of the country, organisations are coming together to form ‘integrated care
systems’ (ICSs), where commissioners and providers of NHS services, in partnership with
local authorities and others, voluntarily take collective responsibility for managing
resources, delivering NHS standards and improving the health of the population they
serve. The first wave of ‘shadow ICSs’ were announced in June 2017 with four more
announced in 2018. Other collaborations will take place at a number of different levels
in the system, including through provider partnerships, such as networks of primary
care providers.

Why do contracts matter?

14 Care redesign and integration are the absolute priority in order to improve patient

15

10

services; any wider changes should only serve to support that. However, as Appendix
A describes in more detail, the health and care services provided to an individual or
population are currently bought via a series of different contracts, with different
providers. For example, each GP practice holds a contract of one sort for primary
medical services, whilst hospital, mental health or community NHS services are bought
on another type of contract, often separately from each other. A complex set of
separate contracts, organisations and funding streams can lead to duplication and lack
of coordination, make communication between providers, clinicians and patients more
difficult, and risk loss of focus on the overall needs of the person. This affects how
people receive their care from the various health and care services across the system.

For this reason, in some areas, commissioners and providers have found it helpful
to put in place an overlaying agreement (which can be known as an ‘alliance

The Multispecialty Community Provider (MCP) emerging care model and contract framework can be found on the NHS
England website: https:// www.england.nhs.uk/wp-content/uploads/2016/07/mcp-care-model-frmwrk.pdf (Information
accessed 25 July 2018). The Primary and Acute Care Systems (PACS) — describing the care model and the business model
can be found on the NHS England website: https:/ www.england.nhs.uk/wp-content/uploads/2016/09/pacs-framework.pdf
(Information accessed 26 July 2018).

The Next Steps on the Five Year Forward View [p.31] can be found on the NHS England website: https:// www.england.nhs.
uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf (information accessed 28 July
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https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/07/mcp-care-model-frmwrk.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/09/pacs-framework.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf

agreement’), supplementing the providers’ individual contracts with the commissioner
and formalising their collaboration. This agreement can describe shared processes,
goals and incentives, and set up a joint forum for discussion of what is best for the
population and for the achievement of the defined goals, and how budgets and
resources can best be used to those ends. In these collaborations there can be a sense
of shared, system accountability for managing separate organisations’ resources,
quality improvement and population health in a more aligned way.

16 Despite the longstanding aim of improving integration there has never before been a
commissioning contract designed specifically to promote an integrated service model
including primary care, wider NHS and some local authority services. Commissioners
want the opportunity to use a contract of this type to ensure that contracting, funding
and organisational structures all help rather than hinder staff to do the right thing and
to define more clearly who has overall responsibility for integrating and co-ordinating
care.

What is the draft ICP Contract?

17 The development of the draft ICP Contract responds to the demand in some areas
for a single contract through which general practice, wider NHS and in some cases,
some local authority services can be commissioned from a ‘lead’ provider organisation,
responsible for delivering integration of services. Such a provider can be known as an
‘Integrated Care Provider’ (ICP). The draft ICP Contract provides for:

* a consistent objective to deliver integrated, population based care

e as far as possible, consistency in terms and conditions in relation to different services,
reducing the risk of conflicting priorities or requirements getting in the way of
clinicians and care workers doing the right thing for people in their care

* a population based payment approach, allowing flexible redeployment of resources
to best meet needs and encourages a stronger focus on overall health, rather than
simply paying for tightly defined activities

e aligned incentives across all teams and services.

18 The ICP Contract is intended to promote an environment in which different teams
and services can come together in a coordinated way, incentivising organisations to
focus on delivering better patient care and improving the health of the population
as a whole. The contract is designed to allow this to be achieved in a transparent
way, ensuring consistency with all national NHS standards and requirements, whilst
establishing clear accountability through a lead provider. The long term health and
care outcomes for the population are the priority, and the prevention of ill health
which the contract seeks to incentivise is vital to achieving improvement in those
outcomes.
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19 This form of commissioning, in the way that we understand clinicians and staff want
to see it, can ensure the sustainability of care redesign that can in the first instance
usually be established through collaboration. It can ensure that these benefits are
not lost over time. In particular, the new contract is designed to facilitate a stronger
role for providers of primary medical services, allowing GPs to work at the heart of
the system and with colleagues to take an operational, clinical leadership role in
co-ordinating the care that is delivered to their patients, treating them in the most
appropriate setting, close to home.

20 In this context, it is important to understand that ICPs are not new types of legal
entity, but rather provider organisations which have been awarded ICP contracts.
The area that is at the forefront and may choose to use the draft ICP Contract (subject
to the outcome of this consultation exercise) is Dudley. The bid for this proposal is led
by an NHS body, and has the support of local GPs.

Question 1:

Should local commissioners and providers have the option of a contract that promotes
the integration of the full range of health, and where appropriate, care services?
Yes/No/unsure; and please explain your response.
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Case study: Dudley CCG

Dudley is a large metropolitan borough in the Black Country, nine miles west of
Birmingham. The borough has a population of 316,000, with great variation of affluence
and poverty and health outcomes. The gap in life expectancy between the least and
most deprived areas of Dudley is 9.6 years for men and 7.3 years for women, and the
proportion of Dudley residents aged 65 and over is 18.6%, higher than the national
average of 16.3%. The proportion of older people in the area is increasing, and age
brings with it a range of physical and mental ailments. The structure of the NHS and
related local authority services, in which organisations are designed around types of
treatment rather than around people, is not optimal for managing the increasingly
complex health and social care needs of people living longer with multiple conditions.

In 2015, health and care organisations from across Dudley gave new energy to
improving how they work together to meet people’s changing needs, as explained in
this public video here. This resulted in (amongst other things) different staff groups
from a range of health care and voluntary sector organisations joining with GPs to
establish multi-disciplinary teams that work in the community with more vulnerable
patients with multiple complex needs, to take a shared responsibility for better co-
ordinating their care — giving people clear credible alternatives to hospital.

In addition, better continuity of care is achieved for individuals with long-term
conditions by bringing together specialists with GPs to work to the same shared
outcome objectives which are often co-produced with their patients.

Dudley CCG considers that the new more integrated model has been a success; people
in Dudley now enjoy services that cover their medical and social needs in one place, link
more closely with the voluntary sector and empower them to stay healthier for longer
at home. They report that this ‘has made a huge difference to [their] life’; ‘has given
[their] confidence back’; and that “the service is fantastic’. In addition, staff involved in
this work report that this ‘provides easier access to a variety of professionals’; that it
‘has improved efficiency greatly and led to a service improvement for people who use
services and their carers’ and that ‘integration has re-energised team members and the
enthusiasm of key professionals in the service has encouraged more staff to want to
become involved'.

Dudley CCG undertook a public consultation in 2016 on making the new care model
a permanent feature of the local care landscape. Three themes emerged from the
consultation in terms of the public’s expectations of services — access to a service,
continuity of care from a service and co-ordination and communication between
services. A video from the consultation explaining the proposals can be found here.

It is theoretically possible to deliver such a model by establishing and maintaining the
synchronisation of all existing contracts, but Dudley CCG believes that practically, this
would be extremely difficult. Health and care organisations in Dudley are managed
under 170 contracts and agreements, with each covering different types of care and
resulting in each organisation having its own focus. This is a typical situation.

Dudley CCG believes that putting in place a new single ICP Contract instead for the
integrated care model will make it easier to bring services together and also help
Dudley commissioners and residents hold the new lead organisation to account for
improving the health of the local population as measured by a single set of population
health outcomes, described here, and some of its income will be linked to these
measures. Through this, Dudley would ensure that the system has an incentive to
improve the health of the local population, rather than simply treat its illnesses. A
ten-year contract would be awarded to support this, allowing providers to invest in
changes to improve long-term population health.
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https://www.youtube.com/watch?v=4vKTOIMwoxw
http://www.dudleyccg.nhs.uk/mcpconsult/
https://youtu.be/c9-E3tM4Aas
http://www.dudleyccg.nhs.uk/wp-content/uploads/2016/10/MCP-Outcomes-Framework.pdf

How have we created the draft ICP Contract?

21

We have developed the draft ICP Contract from existing NHS contracts, further
informed by joint working with stakeholders within and outside the NHS.

Collaborative development of the draft ICP Contract

22

23

Engagement on what is now the draft ICP Contract began with six ‘vanguard’ areas
working towards implementation of the Multispecialty Community Provider (MCP) care
model. A contract development group was established in 2015 which brought together
interested CCGs with wider stakeholders such as the Royal College of General Practice,
the BMA, and the National Association of Primary Care (NAPC). This early co-development
period led to a publication of a draft ‘MCP Contract Package’ in December 2016, which
began an engagement period in which feedback was invited on the draft.

Following its publication, it became clear to NHS England that the draft MCP Contract
could in fact have a broader application. The next version of the draft contract was re-
named to reflect this and published in August 2017 as the draft NHS Standard Contract
(Accountable Care Models) (“the draft ACO Contract’). We published alongside it a
summary of the engagement received earlier in the year on its first iteration as the
draft MCP Contract.”" As part of our engagement process, we have continued to
develop the draft Contract with CCGs intending to use an ICP model in their local
areas. We have also had discussions with a group of local authorities, facilitated by the
Local Government Association. The purpose of these discussions was to ensure that

the draft ICP Contract is fit for purpose for commissioning social care and public health
services as an integrated package with health care services where commissioners locally
wish to adopt this approach. These discussions have been productive and have resulted
in a number of changes to the draft Contract. This contract, as further developed, is
now known as the draft NHS Standard Contract (Integrated Care Provider) (‘the draft
ICP Contract’).

Structure of draft ICP Contract and inclusion of requirements relating to primary
medical services

24 The structure of the draft ICP Contract follows that of the generic NHS Standard

Contract with which most NHS services are commissioned. It is in three parts:

i. Particulars, which the parties to the contract sign, and which record the signature
of the contract and contain all the locally-agreed details and requirements - i.e.
what is ‘particular’ to the specific arrangement between the parties to each local
contract

ii. Service Conditions, setting out the core national requirements in clinical and service
terms which any ICP will be required to deliver

iii. General Conditions, setting out the necessary contract management processes and
standard, legal ‘boilerplate’ requirements.

11 The full draft Contract package published in August 2017, including a summary of the feedback previously received, can

be found on the NHS England website: https://www.england.nhs.uk/new-business-models/publications/. This package of
documents may be further updated subject to the opa@@f Tﬂﬂwsultation. (Information accessed 25 July 2018)

10


https://www.england.nhs.uk/publication/summary-of-public-engagement-on-the-draft-multispecialty-community-provider-mcp-contract-published-december-2016-document-1d/
https://www.england.nhs.uk/new-business-models/publications/

25

26

27

28

As with the structure, much of the content of the draft ICP Contract is identical to

that of the generic NHS Standard Contract. This is because although the draft ICP
Contract aims to support a new approach to service delivery, the regulatory and policy
requirements which underpin and safeguard the delivery of NHS services — for example
the fundamental standards of care and the NHS Constitution, along with contracting
safeguards — remain the same. Any provider which holds an ICP Contract would
therefore be subject to those same requirements.

However, additional requirements needed to be incorporated into the draft ICP
Contract to allow integrated services, including primary medical services (such as care
provided by GP practices), to be bought with the same contract rather than through
different contracts.

People most commonly access health care through their GP, and integrated care
models therefore rely on GP registered lists as the foundation of a population-

based approach; GP participation is therefore essential to the success of the care

and contractual models. The draft ICP Contract is specifically designed to aid the
integration of primary medical services with other local health and care services - and
along with improving people’s care, this is also intended to ensure the sustainability of
general practice, support a future of strengthened relationships between GPs and the
rest of the system, and offer the scale and infrastructure with which to underpin the
ongoing delivery of primary medical services.

For primary medical services to be commissioned as part of an integrated package we
have ensured that the draft ICP Contract complies with statutory requirements already
applicable to primary medical services. However, we also wanted to ensure that the
contract is as streamlined as possible. We have therefore worked with the Department
of Health and Social Care (DHSC) to develop a set of new ‘Directions’, a type of
legislation which will underpin the specific primary medical services requirements
within the ICP Contract, and are designed specifically for a contract for integrated
services. We are not inviting specific comments on the draft Directions at this stage,
and they remain subject to change, but the Department of Health and Social Care

will be undertaking a separate consultation that asks for specific views on the
Directions themselves. If NHS England introduces the ICP Contract for use following
this consultation, then (subject to the outcome of the Department’s own consultation
on the Directions), the Directions will initially only be made available on a case by case
basis for specific areas after they are signed off through the Integrated Support and
Assurance Process, satisfying Government scrutiny requirements.

Inclusion of core requirements of an integrated whole population care model

29

The draft ICP Contract includes core requirements of a provider delivering an
integrated care model, developed through work with commissioners and providers
participating in the vanguard programme (2015 onwards).
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30 For example, the draft ICP Contract:

a. requires providers to consider how they can address health inequalities, supporting
the CCG’s discharge of its own statutory duties in this respect

b. adds a requirement for the provider to conduct risk stratification to identify people
who are more likely to require care in the future

c. includes a requirement for the provider to provide analysis of population health
needs and to develop strategies to improve the health and wellbeing of the
population, supporting the CCG’s discharge of its own duties in this respect

d. includes an obligation to develop shared electronic patient records.

Amendments to regulations

* In developing the draft ICP Contract NHS England and DHSC have identified the need
for various changes to existing Regulations. The most significant of these changes
are to allow GPs to suspend their General Medical Services (GMS) or Personal Medical
Services (PMS) Contracts should they decide to become ‘fully integrated’ with the ICP
(see further details at paragraph 73): essentially, to allow primary medical services to
be commissioned via the ICP Contract while maintaining for GPs the security of their
General Medical Services or Personal Medical Services contracts. In addition there
are a number of smaller technical changes which are generally designed to ensure
current rules will apply to holders of the ICP Contract in the same way as to other
providers of similar services. These regulations, if and when laid before Parliament,
will not require the creation of ICPs, nor mandate what form they will take.

e Between 11th September and 3rd November 2017 the Department of Health and
Social Care ran a public consultation on the proposed amendments to the identified
regulations. This consultation Accountable Care Organisations: Consultation on
changes to regulations required to facilitate the operation of an NHS Standard
Contract (Accountable Care Models), specifically asked consultees to consider
whether the draft regulations delivered the policy objective of the introduction of a
model contract for an integrated care model. The Department of Health and Social
Care has published its response to that consultation which can be found here.

e The Department of Health and Social Care has also separately previously consulted
on proposed amendments to pensions scheme rules so that work which is currently
pensionable under the NHS Pension Scheme remains so for those delivering NHS
services under a contract for an integrated care model or a subcontract to it.

Using the draft ICP Contract

31 While the draft ICP Contract provides a framework for commissioning integrated
care, and dictates some core national requirements and processes, it does not dictate
matters for specification locally, by commissioners, on the basis of their assessment of
what is required to best meet the needs of their local population in accordance with
their statutory duties.
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32 The duration of any ICP Contract, as for current local arrangements under the generic
NHS Standard Contract, is not determined nationally, but is for local commissioners
to decide, based on the model that they think would work best for their population.
Where commissioners use the ICP Contract, they may consider it appropriate to
award a contract for a term of up to 10 years (as could in principle occur with existing
contracts) — recognising that the details of the contract will need to be monitored
by commissioners and revisited regularly by commissioners and providers to ensure
the contract continues to reflect changing circumstances. An important idea behind
the draft ICP Contract is that by giving one organisation responsibility for providing
health and care services for the whole local population, it will be able to shape services
around what really works best. A longer-term contract offers the stability needed to
incentivise the provider to improve longer-term outcomes by investing in services to
manage and improve people’s health and conditions, rather than being focused solely
on meeting short-term targets. It will inevitably take some time for the impact of any
new care model to emerge and for the new provider to be able to show improvements
in population health outcomes.

33 The following paragraphs set out details about how the ICP Contract would be used.
Further details are available in the draft ICP Contract and explanatory notes.

The service specification

34 As far as healthcare services are concerned, the area served by an ICP will be defined
by commissioners, usually by reference to the practice areas of the GP practices
integrated with it. For any public health services and adult social care services, the area
served by the ICP is likely to be the area of the relevant local authority. Where the ICP
is commissioned to provide core GP services, all permanent and temporary residents of
its area will have the right to register with it. The ICP may also accept people onto its
list of registered patients people who are not permanently or temporarily resident in
that area. The ICP will then be required to provide those core GP services for everyone
who has registered with it. The ICP must provide all other healthcare services specified
by its commissioners for everyone registered as a patient with the ICP or with one of
the practices integrated with it, and for everyone permanently or temporarily resident
in its area and not registered with a GP practice elsewhere, as required to meet
their individual needs. For everyone for whom the ICP is to provide services, it will
be responsible for delivering on the proposed core national requirements set out in
paragraph 30 above. But although these go some way to describing how services are
to be delivered in a generic sense, they do not describe:

a. the range of services for which any specific ICP will be responsible
b. how, where, and by whom those services are to be delivered
c. with which other services those ICP services are to be integrated, and how.
35 The population health management, outcomes-driven approach envisaged by the
draft ICP Contract differs from the service/activity-based model on which most existing

commissioning contracts are based. Existing contracts are often prescriptive as to the
types of services to be delivered and how they are to be delivered.
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36 In an ICP context, a focus on the broader needs of the population and on improving
health and care outcomes demands a different approach. While it is for local
commissioners to decide what and how to commission services, if commissioners
are overly prescriptive the ICP will not have the flexibility and discretion to allocate
resources, deploy health and care professionals and alter the provision of services on
an ongoing basis to best meet the changing needs of local people, reflecting up-to-
date best practice and a focus on prevention. But — understandably — commissioners
will be concerned to ensure that a full range of high quality services is maintained in
accordance with their commissioning strategies, and that any changes to the way in

which services are delivered are well managed, and appropriately consulted upon. The

key is to achieve the right balance between prescription and a more outcomes-based
approach to service specifications. Finding this balance is consistent with the CCG’s
duty to arrange for the provision of health care services.

37 Given the ICP’s focus on population health management, prevention and
improvement of health and care outcomes, it is inevitable that over the course of
an ICP contract it will consider altering the way in which it provides services to best
meet these objectives. However, it will be for local commissioners to determine (by
how prescriptive or otherwise they are in specifying the services in their Contract)
the scope the ICP will have to do this without the commissioners’ consent. And,
in any event, the ICP would be subject to the same rules and requirements as any
other provider of NHS services when considering service change. Further details are
outlined at paragraph 91.

The integrated budget

38 Providers of NHS services are paid in a number of different ways. For NHS services
other than most primary care, payment is subject to the National Tariff Payment

System (NTPS). For some services, such as community services or mental health services,

commissioners and providers can choose their local payment arrangements, subject to
the national tariff’s rules, and will usually be paid via a fixed payment. This payment
method is typically known as a ‘block contract’ and is reported by the National Audit
Office,' to account for over a third of all NHS contracts in 2017/18. Block contracts
are normally paid in advance of the service being undertaken and the value of the
contract is usually separate to the actual number of patients treated or the amount
of activity undertaken. For primary care services, GPs are generally paid on the basis
of a capitated payment related to the number of registered patients on a practice
list, alongside a range of other payment streams. For many hospital based services,
the tariff's national currencies' and prices apply, so providers are paid on the basis
of the amount of activity provided. The fragmented nature and misaligned financial
incentives of the current payment system can inhibit the delivery of more integrated
and better co-ordinated care centred around the patient.

39 The draft ICP Contract envisages commissioners paying for the entire bundle of in-
scope services as a package by way of an integrated budget, rather than on a service-
by-service basis. The draft ICP Contract thus accommodates this by providing for a

12 The National Audit Office’s publication Sustainability and transformation in the NHS (2018) [section 3.17], can be found on
the National Audit Office’s website: https:// www.nao.org.uk/wp-content/uploads/2018/01/Sustainability-and-transformation-
in-the-NHS.pdf (Information accessed 25 July 2018)

13 A currency is a unit of healthcare for which payment is made. Under the national tariff system, a currency is a specification
of a particular service or activity which may then be F;ea@émfﬁaiz[or specific price to be paid for that activity.
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Whole Population Annual Payment (WPAP), paid in monthly instalments, which will
represent the majority of the funding available to the ICP under the contract. The
initial baseline budget by reference to which the commissioners will determine the
WPAP (and other payments to which the ICP may be entitled under the ICP Contract)
is likely to be set by commissioners by reference to their current spend on the in-scope
services. It is intended that the WPAP will provide flexibility for the ICP to manage care
more effectively across different settings and invest in services designed to improve
the longer term health outcomes of the population. The integrated budget approach
has been developed to encourage the promotion of whole population management,
prevention, self-care and a focus on outcomes rather than inputs or units of activity
delivered.

Although most of the money available to the ICP will be through the WPAP, there

will additionally be an incentive scheme for ICPs (see paragraphs 44-46) and may be
additional payments to the provider for the small number of services where rules still
require the payment to be made following delivery of specific activities. For example,
this may apply in relation to the provision of vaccinations and immunisations. The
WPAP applicable to any ICP Contract will need to be adjusted periodically to reflect
changes to the size and profile of the population served by the ICP. It may also need to
be adjusted from time to time to reflect agreement between the commissioners and
the ICP as to the scope of services to be delivered. These adjustments will ensure that
the ICP’s funding can change in a controlled way over the lifetime of the contract, and
will for example be required where an ICP budget is no longer sufficient to provide
the full range of in-scope services to its population. Separately, periodic adjustments
may be required to ensure that payments will continue to be affordable within CCGs'
allocations.

The WPAP approach would be implemented using the existing flexibilities available
to commissioners and providers of NHS services pursuant to the NTPS. A WPAP is
entirely consistent with the statutory framework.™ Block payments of this nature
may be agreed under the national tariff. In particular, if the WPAP includes nationally
priced services, the commissioner and provider would agree ‘local variations’ to the
specifications and prices of the relevant services, in accordance with NTPS rules, so

as to combine them into a single package of services (along with other locally priced
services) for which a single price is paid.

The commissioning of an ICP Contract on the basis of a WPAP will mean that the ICP
becomes responsible for managing changes in the demand for services that are within
scope of the ICP’s contract. There are significant benefits of this approach, as the ICP

is incentivised to focus on the causes of ill health and the management of conditions
across its population; however the draft ICP Contract also introduces a number of
additional safeguards to ensure that the ICP’s budget is managed appropriately. These
are set out at paragraphs 54-58. The CCG retains statutory responsibility to arrange the
provision of services for people for whom it has responsibility.

For more information on the integrated whole population payment approach please
see the Integrated Budget Overview, published alongside this consultation.

See the judgment of the