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NHS England Consultation on Draft Integrated Provider Contract
Briefing Note

Consultation process

1. 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. This led to a publication of a draft ‘MCP Contract Package’ in 
December 2016.

2. The next version of the draft contract was re-named to reflect potential wider use 
and published in August 2017 as the draft NHS Standard Contract (Accountable 
Care Models) (‘the draft ACO Contract’). Given concerns expressed about the use 
of the term Accountable Care and a number of changes to the draft Contract is now 
known as the draft NHS Standard Contract (Integrated Care Provider) (‘the draft 
ICP Contract’).

3. NHS England launched a 12 week consultation on the contracting arrangements for 
Integrated Care Providers (ICPs). The consultation period runs from 3 August to 
26 October 2018.

4. 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). It will be for local 
commissioners to determine which form of contract would best suit their particular 
population’s health needs.

ICP Contract

5. The draft ICP Contract is 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
 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

 aligned incentives across all teams and services.

Service Specification

6. The draft ICP Contract includes core requirements of a provider delivering an 
integrated care model:

 requires providers to consider how they can address health inequalities, 
supporting the CCG’s discharge of its own statutory duties in this respect
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 adds a requirement for the provider to conduct risk stratification to identify 
people who are more likely to require care in the future

 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

 includes an obligation to develop shared electronic patient records.

7. The duration of any ICP Contract, as for current local arrangements under the NHS 
Standard Contract, is not determined nationally, but is for local commissioners to 
decide. 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. 

8. 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. 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. 

9. For everyone for whom the ICP is to provide services, it will be responsible for 
delivering on the proposed core national requirements. But although these go some 
way to describing how services are to be delivered in a generic sense, they do not 
describe:

 the range of services for which any specific ICP will be responsible
 how, where, and by whom those services are to be delivered 
 with which other services those ICP services are to be integrated, and how.

Integrated Budgets

10. 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). Within this, for some services, such as community services or 
mental health services, commissioners and providers can choose their local 
payment arrangements and will usually be paid via a fixed payment. 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. 

11. 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 Whole Population Annual Payment (WPAP), paid in monthly 
instalments, which will represent the majority of the funding available to the ICP 
under the contract.
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12. 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. 

Incentives

13. The draft ICP Contract, like all other NHS contracts, is designed to accommodate 
an incentive payment scheme. This means that a proportion of the contract value 
will be paid to the ICP only on achievement of certain goals. There are two existing 
national incentive schemes, which will be reflected in the draft ICP Contract 
depending on the scope of services included, as follows:

 Commissioning for Quality and Innovation (CQUIN) scheme which contains 
a number of different indicators, chosen from a nationally developed set and 
currently constituting 2.5% of the available budget for most NHS services 
(except primary care)

 Quality and Outcomes Framework (QOF): QOF sets out an entitlement for 
holders of primary medical services contracts to additional funding on 
achievement of a range of different process and clinical indicators. Where GPs 
have decided to join the ICP in a fully integrated way core primary medical 
services will be included in the ICP Contract for that portion of the population. 

14. When using the ICP Contract, as with the generic NHS Standard Contract, 
commissioners would have the option to add additional indicators to the existing 
national schemes. This could for example change the balance of funding available 
through the WPAP and incentive scheme respectively.

Subcontracting

15. It is anticipated that at the outset, subcontracting elements of the package of 
services commissioned under an ICP Contract may be required to enable delivery 
of the desired care model.

16. Subcontracting does not in any way relieve the ICP of its responsibility to the 
commissioner for the delivery and quality of any subcontracted service. The ICP, as 
lead provider, remains accountable to the commissioner for the delivery and 
integration and management of its ‘supply chain’ of subcontractors. 

17. The draft ICP Contract therefore includes a range of provisions which set out 
obligations on the ICP and the commissioners as to the extent to which they may 
transfer, assign or subcontract to other bodies their rights and obligations under the 
contract. This includes:

 requiring that the decision by the ICP to let a subcontract is subject to 
commissioner approval

 setting out that, as a condition of approval, the subcontractor may be required to 
sign a Direct Agreement with the commissioners (under which the 
commissioners can automatically become the direct commissioners of the 
subcontracted services, thus protecting service continuity)

 allowing the commissioners to require a subcontractor to be appointed, removed 
or replaced in specific circumstances. 
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Safeguards included in the draft ICP Contract

18. The scale of an ICP model and the ICP’s systemic importance makes it particularly 
important that commissioners will have assurance that the ICP budget is used 
appropriately, for the maximum short and longer-term benefit to all local people, that 
necessary services will continue to be delivered, and that the ICP will remain on a 
sound financial footing.

19. The ICP Contract is presented in a form which best demonstrates how it will look 
where an NHS provider is expected to be the ICP. In the event that an ICP Contract 
is awarded other than to a statutory body, additional provisions will be included to 
provide further assurance to commissioners and the population they serve. These 
include requirements on the ICP:

 to ensure that it maintains an agreed minimum net worth and current assets to 
current liabilities ratio

 not to carry out any business other than as contemplated by the ICP Contract (in 
other words, the ICP must be a ‘single purpose entity’)

 not to use the assets used for delivery of services as collateral without the prior 
approval of the commissioner

 not to distribute funds unless a range of quality standards and financial 
conditions have been met

 (where required by the commissioners) to secure a guarantee from its parent 
organisation or a third party, providing financial security for the ICP’s 
performance of the Contract.

Patient Choice

20. The draft ICP Contract contains requirements to ensure that existing patient rights 
are protected. It includes, for example, the requirements that:

 local people are offered choice in where, how and by whom services are 
delivered to them, wherever possible

 the ICP adheres to the rights of patient choice in respect of secondary and 
tertiary care services, as set out in the NHS Constitution

 NHS users are offered a choice of GP from those employed or engaged by the 
ICP

 NHS users have a choice of readily-accessible locations at which to receive GP 
services

 the ICP offers sufficient pre-bookable and same-day GP appointments to meet 
the needs of the population, including during evenings and at weekends. 

21. These requirements may be supplemented by local requirements as commissioners 
think appropriate for their local needs.

ICP Organisation Selection

22. Commissioners would select an ICP based on their assessment of the most 
capable organisation to hold the contract. They must comply with certain legal 
requirements before awarding contracts for goods and services, including the Public 
Contracts Regulations 2015. In the context of health and social care services, they 
must usually advertise their intention to award a contract and must run a clear, 
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transparent and fair process for selection of an appropriate organisation to hold that 
contract.

23. Before embarking on any procurement exercise, and throughout the procurement 
process, commissioners must comply with their legal duties to engage with the 
public. This means talking to local service users, staff, providers, local authorities 
and other representative bodies to decide on the right care model to address local 
health and care needs.

24. As part of an open and transparent process, they would be expected to test, 
amongst other things:

 how they will improve the quality and efficiency of services, and meet the needs 
of the population

 how much experience any bidding organisation has in delivering the full range of 
services in scope of the contract

 whether the bidder has a proven track record of providing the type of services in 
the scope of the contract

 the robustness of delivery model proposed by the bidder
 the bidder’s ability to work effectively with local GPs to provider integrated 

services to people and deliver the proposed model of care, and clarity around 
how GPs will relate to the ICP (e.g. whether GPs have committed to full or 
partial integration with the proposed ICP)

 whether they will be able to deliver value for money and have the financial 
standing required to hold the contract

 whether they have sufficient capability and capacity, for example through use of 
technology, workforce and estates, to deliver the long term improvements in 
outcomes which are required by the commissioner.

25. Although commissioners are required to advertise their intention to award a new 
contract, this does not necessarily mean that there will be a competitive 
procurement involving multiple bidders, but it does not necessarily mean that the 
current NHS provider will be the only bidder either.

GP Participation

26. Participation of any individual practice or GP is entirely voluntary, and the manner in 
which they integrate with an ICP will be for them to decide. In addition to the 
possibility of a GP-led organisation holding the contract itself, the draft ICP Contract 
envisages two alternative approaches to GP involvement and integration with an 
ICP:

 Under a partially-integrated approach GP practices would continue to deliver 
usual GP services to their patients under their existing GMS or PMS 
arrangements. The ICP will be required by the ICP Contract to ensure 
integration of its services with the primary medical services delivered by the 
practices, in pursuit of locally-defined ’integration goals’. The main difference for 
each GP practice is that they will enter into an Integration Agreement with the 
ICP, setting out how they will work more closely together.

 Full integration involves usual GP services being commissioned with other 
services under a single ICP Contract. Where a GP practice decides that it 
wishes to become fully integrated with an ICP, it may suspend its current 
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contract, allowing the primary medical services to be commissioned through the 
ICP Contract. GPs would then become either salaried GPs of the ICP or 
subcontractors. Practices would have the option to reactivate their suspended 
GMS and PMS contracts at different points throughout the lifetime of the ICP 
Contract, and this reactivation would otherwise happen by default following the 
expiry or termination of the ICP Contract.

27. Any successful provider will have to demonstrate that it can work closely with 
general practice providers to offer a joined up set of services to their population. For 
their part, GPs will wish to take the opportunities presented by integrated care 
models to play a greater role in population-focused decision-making.

Commissioner duties, functions and activities

28. CCGs may also, through the generic NHS Standard Contract, require providers to 
undertake activities to help them exercise their own functions. However, a CCG will 
always retain legal responsibility for their functions. This can never be delegated to 
a provider. The draft ICP Contract does not change this position: it maintains a 
statutory boundary between commissioners and providers of NHS services. CCGs’ 
functions include:

 commissioning, i.e. making arrangements for the provision of services to meet 
the reasonable needs of people for whom the CCG has responsibility

 preparing joint strategic needs assessments and joint health and wellbeing 
strategies with local authorities

 promoting the NHS Constitution
 having regard to the need to reduce inequalities between patients with respect to 

the outcomes achieved for them
 promoting patient choice
 promoting integration, with a view to securing that health services are provided in 

an integrated way.

29. It would be for local commissioners to determine what they want to commission an 
ICP to do, and to specify that in the contract with that ICP. As they already do under 
existing NHS contracts, commissioners may through their ICP Contract give the ICP 
the scope to take decisions about resource allocation and the design of care, with 
the aim – among other things – of improving integration and service quality.

30. Commissioners of ICP Contracts must continue to assure themselves that they are 
fulfilling their statutory functions, even where the ICP is required by the contract to 
undertake activities in support of the commissioners’ functions. NHS England and 
NHS Improvement will seek assurance that (amongst other things) before the 
contract is awarded the CCG has taken legal advice on its ability to continue to carry 
out its statutory functions.

31. As for all other contracts commissioners will continue to be responsible for 
managing performance of the ICP. CCGs will continue to be responsible for the 
development of the service specification, desired outcomes, standards and outputs 
by which performance will be measured, contract management and quality 
monitoring, alongside oversight of risk and reward mechanisms. This would include 
holding the ICP to account for the performance of the entire ICP Contract, including 
those aspects subcontracted to other providers.



Appendix 2

Public Involvement

32. The draft ICP Contract does nothing to change the existing statutory obligations of 
both commissioners or providers of NHS services regarding public accountability. 
Commissioners are required to make arrangements to involve the public in 
commissioning, including consulting their local populations when proposing 
significant service change.

33. Changes to service provision would need to be carefully considered, and would be 
a matter on which both commissioners and the ICP will need to engage with local 
people, staff and affected organisations. The ICP Contract requires the ICP to 
support commissioners in performing their duty to involve the public on such 
changes. For larger proposed changes, the existing rules on service 
reconfigurations will also apply.

Regulation

34. The CQC is currently considering its approach to ICPs, and other new, integrated 
models of care. Within its existing legal powers, CQC will be able to register an 
organisation holding an ICP Contract where it is established as a separate legal 
entity. This will enable CQC to regulate the ICP overall, as well as its constituent 
regulated services.

Local Authorities

35. NHS England has had discussions with a group of local authorities, facilitated by 
the Local Government Association. The purpose of those 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.

36. The benefits to be derived from the whole population approach envisaged by the 
ICP Contract could potentially be greater if social care and public health services 
were to be commissioned under it, alongside NHS services, giving one single 
organisation responsibility for delivering genuinely integrated health and social care 
services. This would likely need to be supported by a ‘section 75 agreement’ 
between NHS and local authority commissioners.

37. Where an ICP model is envisaged, integration between NHS and local authority 
services could also be achieved through separate arrangements, such as an 
integration agreement between the local authority (and/or the providers of services 
it has commissioned) and the provider holding the ICP Contract for healthcare 
services.

38. When considering whether to commission social care and public health services via 
an ICP Contract, a local authority would of course need to consider:

 how it will design its budget for those services in scope, bearing in mind the size 
and demand-led nature of the adult social care budget
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 how it will continue to discharge its core statutory duties in relation to social care 
and public health, including strategic commissioning and shaping the market in 
social care 

 how the arrangements will allow elected members to continue to discharge their 
responsibilities to local people and for the council as an organisation

 how links between social care and public health with other council functions will 
be maintained.

Implications for County Council

39. In North Cumbria and Morecambe Bay no health partners have said that they would 
wish to move to an ICP contract.  Indeed, some of the measures being taken to 
reduce the commissioner/provider split would militate against an ICP contract.

40. Instead, in both North Cumbria and Morecambe Bay, alternative ways of addressing 
integration issues within health have been pursued – e.g. system control totals, 
merger of CPFT with the acute trusts and the alliance model for primary care in 
North Cumbria.  

41. If an ICP were to be considered in the procurement process would remain the same 
as the ACO Contract – raising concerns about the contract being subject to an open 
procurement resulting in private sector provider. 


