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NHS England’s consultation on the contracting arrangements for Integrated Care 

Providers (ICPs)  
 

This submission is made by Labour councillors who sit on Bristol’s health scrutiny 

committee and are part of the joint health scrutiny committee of Bristol, North Somerset and 

S. Gloucestershire. 

 

Cllr Gill Kirk 

Cllr Brenda Massey 

Cllr Celia Phipps 

Cllr Paul Goggin 

 

To: 

ICP Consultation team 

Area 2D NHS England 

Skipton House 

80 London Rd 

London SE16LH 

 

One of our members attended the NHSE consultation engagement event in London on 8th 

October, heard the presentations made by NHSE and was part of a discussion with 

representatives of local authorities and councillors from around the country. Our response 

reflects the information gathered at this consultation event, as well as that provided in the 

consultation documentation.  

 

NHS England (NHSE) is asking Councils to comment on whether they would use the 

Integrated Care Provider (ICP) contractual framework proposed to jointly commission health 

and social care services,  and if not, what adjustments would be needed, and what information 

and support would Councils require? 

 

Currently NHSE states that the ICP model is voluntary, may not suit all areas, is just ‘one 

tool in the box’ to achieve integration, and may need further work to be fit for purpose. 

 

These are our views and concerns about the ICP commissioning contract proposal: they 

address issues that are wider than the specific questions within the consultation, but refer to 

the content of those questions.  

 

1) As cross party health scrutiny councillors, we are engaging with our newly merged CCG 

and health partners in Healthier Together, the Bristol, North Somerset, South Gloucestershire 

(BNSSG) STP. We support the aspiration for closer integration of health, and social services 

and a greater investment in preventative services and population health. However we must 

consider carefully the implications of the proposed ICP commissioning model from the 

perspective of local authorities, who currently have responsibility for social care and public 

health functions.  

 

We take seriously our role to protect and promote the health of our citizens through 

democratic oversight of health provision in our areas. We also must promote health and 

wellbeing through the wider functions of local government, such as housing, transport, parks 

and leisure which have a large impact on the wider determinants of health.  We are 

democratically accountable to the people of Bristol, and therefore must also represent the 
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concerns that local people have shared with us regarding the future of their health and social 

care services. These include waiting times for referrals, rationing of health care, cuts to social 

care services, lack of access to GPs, and fears of creeping privatisation in the NHS. 

 

Therefore we have to ask robust questions about the risks and benefits of the proposed model 

of the ICP commissioning contract, especially whether this model is going to help address the 

fundamental problems faced by health and social care. 

 

The organisational changes that have been made since the Health and Social Care Act of 

2012 towards achieving ‘place based’ fixed budgets (whole population budgets) through STP 

footprints have been obscure and confusing for the public. A variety of changing acronyms 

have been used referring to Americanised models such as Accountable Care Organisations/ 

Systems, then a change of terminology to Integrated Care Systems, and Integrated Care 

Providers. Recent judicial reviews have highlighted the lack of wider consultation on 

Integrated Care systems so far. There is a perception that these changes are being made 

without a democratic mandate or debate in Parliament, and without transparency about the 

need for primary and secondary legislation to implement some of these changes.  

This leaves unanswered questions about public accountability, at a national and local level. 

 

As councillors, we remain unconvinced that STPs/Integrated Care Systems and whole 

population budgets are fit for purpose, as they do not address: 

A) The national under-resourcing of the NHS, with a lower proportion of GDP invested in 

health compared to other western economies. 

B) The lack of a national long term sustainable solution to social care funding. 

C) A shortage of GPs and crisis in recruitment in the health and social care sectors. 

 

The ‘NHS’ is currently fragmented at national level, the roles of NHS England, NHS 

Improvement, Public Health England are not integrated or widely understood, and this is a 

poor national framework in which to introduce effective integration at a local level. The place 

based STP footprints have also brought an element of a postcode lottery to health provision, 

with each area free to decide its own services. 

 

What does this new model of ICP contracting arrangements effectively add to what we can 

already do now? Which problem does it solve?  

 

2) ICP bodies would lack defined legal status or democratic accountability and oversight. 

They could potentially take responsibility for the entire local health (and possibly social care) 

system, in huge 10-15 year contracts, albeit allowed to sub-contract to other providers. Our 

residents would rely totally on the services they provided, but would lack any meaningful 

way of influencing their decisions on allocating resources or planning services. 

 

This model proposes only the most minimal ‘engagement’ with the public, not full statutory 

public consultation when funding decisions are made. In 2017 in Bristol we argued for the 

CCG to implement full public consultation on key decisions and this led to some services 

being protected. Without such transparency and public consultation, there is a high risk of 

some so-called ‘Cinderella’ services (including IVF) falling by the wayside as ICPs try to 

square the circle of shoring up struggling acute hospital services and providing  the necessary 

investment in prevention and community services. In such a big ‘system’ how can we be 

confident that when acute hospitals are under financial pressure, the resources won’t get 

funnelled back in this direction? There is no inbuilt protection for any individual service, 
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including preventative, or community services. Similarly there is no formal protection for 

patient choice, or service quality.  

 

3) This ICP model for joint commissioning appears to be largely led by the NHS with very 

limited practical input from local authorities. The LGA was consulted in this process but has 

no statutory powers. NHSE has not been listening sufficiently to local authorities on adult 

social care, nor does it reflect in this document the role of elected councillors regarding 

democratic accountability. There does not appear to be sufficient understanding of the 

statutory and regulatory roles of Councils relating to social care (including in safeguarding).  

 

This model is not incorporating any long term solutions to the funding of social care, nor 

does it address the complex issues surrounding means testing, VAT and charging for social 

care. NHS England states that the benefits of ICP are greater if social care and public health 

are commissioned alongside NHS services, but this joint commissioning carries a very high 

risk for local authorities. They would need a Section 75 agreement to jointly commission the 

ICP, and would need a great deal of legal advice to avoid exposing themselves to risk. The 

ICP model would reduce a council's freedom to still be a provider themselves, particularly if 

they were to wish to run some council social services in house?  

 

It appears that no council so far has had sufficient confidence in the new model to include 

social care in an integrated system of joint commissioning, although Dudley has 

demonstrated a willingness to merge GP, community services  and half its public health 

services. 

 

How would these super-sized contracts sit alongside the current aspiration within adult social 

care for  more personalised care goals, e.g. personalised budgets and direct payments? 

 

4) There are existing mechanisms for integration that seem to have been entirely overlooked 

by this model. There are important omissions from the ICP proposal document: no mention 

of Health and Wellbeing boards, community safety partnerships, or safeguarding boards.  

This proposal appears to be a much more complex way of doing what health and wellbeing 

boards should already be doing, integrating health services in co-ordination with the 

‘population health’ role of the local council. Other existing models of collaboration/ 

integration that could be developed seem to have been overlooked e.g. an ‘Alliance approach’ 

where each organisation delivers their parts of a whole system to agreed shared outcomes, but 

without a lead Provider contractually responsible. What is the benefit of imposing a more 

complex, remote, bureaucratic contractual arrangement?  

 

5) There are significant risks in commissioning, managing and monitoring supersize, long 

term 10-15 year contracts: 

How do elected councillors retain input and scrutiny as part of an impartial body with 

oversight of these huge contracts? 

How effectively will these commissioned contracts be negotiated, and by whom (unelected 

officers/CCG staff)? 

Who has the responsibility, and most importantly the capacity to monitor the super size 

contracts to ensure agreed outcomes are being achieved and money well spent? What 

happens when the provider of one huge contract cannot fulfil the outcomes or goes bankrupt? 

(We have seen this happen before in other sectors, in the case of Carillion) The risks are far 

greater when it is vulnerable people relying on health and care services, should anything go 

wrong.  
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With one leading group providing care across such a large area, there is much more risk than 

if there are separate providers in each area, with no guarantee that another provider would 

have capacity to pick up the slack if a contract broke down. 

 

There is a high risk that such a complex system would not be properly monitored and 

controlled by the commissioners? This model is adding layers of extra bureaucracy and 

expectation to an already complex landscape. 

 

6) Is this a backwards step? The ICP model of ‘super-size’ contracts is increasing the 

separation of ‘purchasing’ and ‘providing’ functions. The merging of CCGs to align with 

large  geographical footprints appears to be returning to something similar to a Primary Care 

Trust model, rather than the more localised provision of a GP led model, offering continuity 

of care,  close to home, that was originally envisaged when CCGs were created.  

In the likely event that ICP lead providers will be health organisations, it seems that the local 

authorities would also be ‘handing  back’ to the NHS the public health functions only 

recently acquired that have helped to integrate health into all functions of local government,  

 

7) Is this model opening the door to privatisation? The ICP would be taking on 10-15 year 

multi billion pound contracts. The commissioners will have to follow procurement law, be 

open and transparent to all providers, and though CURRENTLY those looking into 

implementing the ICP model (such as Dudley) are choosing NHS consortiums, this may 

change. The contract framework has been written in a way that could apply to private 

providers. It may be that private providers are the only ones large enough to take on the huge 

multi billion contracts. This would allow for a drift towards privatisation of health care 

(immediately or in the future) that many of our residents are very unhappy about.  

 

As Labour councillors we believe there are far too many concerns and unanswered questions 

surrounding the implementation of ICP commissioning and we would not be confident for 

our local authority to participate in this model.  

 

(This submission was presented to Bristol City Council Health and Wellbeing Board, 24 

October 2018) 


