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PART 01  |  INTRODUCTION

I
t is almost two years since the publication 
of the NHS Five Year Forward View (5YFV), 
which has the aim of transforming health 
and social care in England, creating a truly 

integrated wellbeing service – shaped by 
and responsive to – local needs, and driven 
by smart population data dictating an 
overarching set of broad health outcomes.

Given the size and complexity of the NHS 
in England, its Chief Executive, Simon 
Stevens, has made it clear that he welcomes 
local solutions to the complexities of 
regulatory requirements, contracting, 
payment regulations and other factors that 
could inhibit or delay effective integration.

But signs are that progress is tentative, 
where even the most advanced parts 
of England pioneering new approaches 
to integration are moving slowly. New 
relationships take time to be established 
across organisations with different 
governance structures and regulatory 
regimes. New models of care need tests 
and trials which may throw up failures as 
well as successes. And then it takes time to 
disseminate and share knowledge.

Chris Hopson, Chief Executive of NHS 
Providers, which represents acute, mental 
health and community providers, says that 
a small minority of trusts are well advanced 
in developing and testing new care models. 
“Some 10% are moving to integration pretty 
fast, another 30% are getting seriously 
interested and the rest are frankly struggling 
for a number of reasons – the most common 
being the actual day job of trying to 
provide services,” he told DAC Beachcroft.

In doing that day job, trusts are running 
up massive deficits to cover locum costs 
– significantly as a result of the Francis 
Review which has set tough staffing 
levels. The concerns around failing a Care 
Quality Commission (CQC) inspection on 
these grounds means almost every trust 
in England is in the red, with official 
figures revealing that NHS trusts ended the 
last financial year a record £2.45 billion 
in deficit. Meanwhile, trusts are also 
desperately trying to meet the £22 billion 
efficiencies target.

Add in the destabilisation caused by the 
junior doctors’ contract dispute, a shortage 
of some 50,000 clinicians, according to a 
report by the House of Commons Public 
Accounts Committee in May, a crisis in 
GP recruitment and retention, and the 
potential for further industrial strife in 
response to government plans to drop 
student nurse bursaries and introduce loans. 

Anne Crofts, a Partner at DAC Beachcroft, 
says regulatory changes will also potentially 
impact on the pace and shape of integration. 
The new regulatory landscape will comprise 
the CQC, which has come under criticism 
for penalising trusts for not hitting tough 
post-Francis staffing quotas, working beside 
NHS Improvement – the merged Monitor 
and the Trust Development Authority.

“A key question is how NHS Improvement 
and the CQC will approach the regulation  
of integrated services, where responsibility 
for delivering care pathways will be  
shared by multiple providers under  
a single contract with commissioners.  
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Will the regulatory burden be increased or 
simplified as a result?”

Much is being made of smarter use of data, 
integrated care records and data sharing to 
draw a more accurate map of local health 
needs for commissioners and to enable 
providers to provide better, more joined 
up care. Patients also increasingly expect 
to have online access to their records. 
But sharing data between organisations 
can be “fraught with pitfalls if people 
don’t recognise and respect the legal 
safeguards, including the absolute necessity 
to communicate effectively with patients 
about how their data will be used and by 
whom,” says Crofts.  

Where decisions are being made based  
on shared data, Crofts says that people  
also want to be assured that it is accurate 
and reliable. “One example is the Carter 
report [Productivity in NHS hospitals, 
February 2016] which concludes that the 
NHS could save £5 billion, if all trusts were 
brought in line with its most efficient 
organisations. But some people have 
queried whether the underlying data which 
informed it is correct.”

And she feels the same question should 
arise when defining exactly what is “good 
care” when moving to a system which 
measures outputs and outcomes. “These 
are all challenges to morale and highlight 
the need for exceptional leadership to 
deliver the step changes required to move 
to new ways of working,” says Crofts. It is 
little wonder the pace of change seems slow.

With these challenges in mind, DAC 
Beachcroft is developing a library of 
information, innovation and good practice 
based on many years of partnership work 
with NHS, local authority and independent 
sector clients who are pioneering 
integration and new ways of working. This 
framework model, covering Strategic, Risk, 
Regulatory and Operational issues, provides 
practical help in addressing potential 
barriers to integration. 
 
Under each quadrant, DAC Beachcroft 
partners have identified a list of issues such as 
consultation, devolution, health technology 
and data protection, risk management, 
insurance and indemnity, and clinical and 
corporate governance, and property. 

This first publication, The route to 
integrated healthcare, will cover Strategic 
issues, focusing on commissioning 
integration, contracting and corporate 
structures, and procurement and 
competition; setting out the significance of 
each area, the key issues to address, next 
steps, and practical advice and help from 
DAC Beachcroft experts including examples 
of how problems can be solved. 

Over the course of the year, DAC Beachcroft  
will publish a series of advice sheets 
covering each of the areas. As the firm’s 
work on new models of care develops, 
partners will be tracking emerging issues 
which will help inform these subsequent 
publications on integration aimed at 
stakeholders and offer suggestions as to 
how these obstacles can be overcome. 
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•  Health technology
•  Estates & facilities
•  Procurement & competition
•  Contracting &  

corporate structures
•  IT integration

•  Regulators
•  Data protection
•  Risk management
•  IT integration

• Commissioning integration
• Contracting & corporate structures

• Procurement & competition
• Public consultation

• IT integration
• Devolution

• Insurance  
& indemnity
• Workforce

• Risk management

 Integration framework

Operational

Regulatory Risk

Strategic
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COMMISSIONING INTEGRATIONPart 02

T
he Government has stated that it 
wants to see innovation and that 
there is no single definition for 
integrated care. So it is up to local 

stakeholders to decide on the best fit.

Expectations are high. The Cities and  
Local Government Devolution Act – the 
wellspring of Devolution – allows for  
the transfer of statutory powers and 
functions, such as health commissioning, 
from Clinical Commissioning Groups (CCGs) 
to local authorities.  

And while local authority budgets have 
been slashed, health budgets have 
increased. If no ring-fencing is put in 
place some observers have expressed 
concerns that NHS money could be 
spent on other council activities. In that 
climate commissioners, in the NHS or local 
authorities, are keeping pools of cash 
separate and keeping control of them 
to preserve sovereignty. And while most 
NHS providers are allowed to run a deficit 
to ensure continuity of service, local 
authorities must balance their books.

However, commissioners will still be able 
to rely on existing legislation to drive 
integration. Section 75 of the NHS Act 
2006 still underpins pooled funding when 
working out a local approach to achieving 
integration. “The onus remains on 

organisations on the ground – not just  
in practice but to provide all the structures 
and governance to make it happen. That 
can be challenging for organisations that 
feel they are firefighting and short of 
money and resources,” says Anne Crofts,  
a Partner at DAC Beachcroft.

But the 2012 Health and Social Care 
Act, which opened up the NHS market 
to independent care providers, also bars 
providers from being commissioners. Some 
perceive this as a barrier to achieving what 
Crofts calls “the Holy Grail of integration”, 
the development of Accountable Care 
Organisations (ACOs) as standalone entities 
holding a capitated budget which could 
bring together primary, secondary care, 
mental health and social care. Crucially,  
to be really effective, ACOs would also 
need to be able to commission as well  
as provide services.

“Any ACO or Accountable Care System 
has to stay on the right side of the line 
between provider and commissioner. CCG 
as a commissioner can’t currently delegate 
its commissioning function to an ACO 
provider,” says Crofts, although it could in 
principle be possible for the ACO to manage 
some of the CCG’s functions.

Then there are legal and financial challenges 
to establishing an ACO that sits outside of 
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the “NHS family” of public authorities and 
is subject to private law and tax rules. GP 
practices have always held this status, but 
bringing them together in new companies 
with traditional NHS providers brings new 
issues, such as the ability to recover VAT 
and ensure appropriate insurance cover,  
for the NHS parties. It may take some time 
for these issues to be worked through at  
a central level.  

Good governance is vital where CCGs want 
to come together, adds Hamza Drabu, DAC 
Beachcroft Partner. “In some places large 
numbers of CCGs want to collaborate with 
potentially multiple voices around the 
table. Managing those relationships and 
ensuring they have sufficient governance 
expertise support to ensure effective 
and lawful decision-making is vital. The 
consequences of getting it wrong, not 
consulting properly for example, could be a 
judicial review.” 

While new legislation to address this 
conundrum is unlikely, NHS and social  
care leaders want more political  
support so they can forge ahead in  
forming new collaborations without fear  
of legal challenge.

Former NHS Confederation Chief Executive 
Mike Farrar recommends a dose of 
pragmatism. “There are issues that relate 

to the legal basis of what we are trying 
to do, in many areas – European laws on 
commissioning and procurement, the 
establishment of organisations that take 
money for primary as well as secondary 
care, and transforming general practice 
where there are national contract 
guarantees. Getting the legality of it right 
is very important. The way that I would see 
it is that we should try to get the things in 
place and require the lawyers, as we go 
along, to make that legal.”

Farrar cites the example of Personal 
Medical Services contracts which were 
introduced in 1998, when GPs were 
parachuted into practices with serious staff 
shortages. “At the time that was ultra 
vires but the lawyers and courts made it 
right. So if we want people to innovate we 
need them to do the right thing and then 
demand quickly that the law is adjusted 
or amended. Of course the issue that then 
comes into play is that if it is secondary 
legislation i.e. regulation change, that can 
be adjusted very quickly but if it is primary 
legislation that is more difficult. That is 
where someone has to take a view as to 
what level of risk we take.”

To discuss the issues raised in this section,  
contact Anne Crofts on +44 (0)20 7894 6531   
or acrofts@dacbeachcroft.com
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CONTRACTING AND  
CORPORATE STRUCTURESPart 03

Start by thinking 
about what 

services to include 
in the ACS, your 
clinical model 

and your desired 
outcomes. 

“
“
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I
ntegrating health and social care is 
like assembling a giant set of three-
dimensional jigsaws across the country. 
Each local health and social care 

economy will have its own specific forms 
and functions within it, but each will  
need to come together to deliver  
the aims of the NHS Five Year Forward  
View (5YFV).

Ideally, the bulk of the commissioning 
role of the Clinical Commissioning Group 
(CCG) would be delegated to providers 
holding a capitated budget in some form of 
Accountable Care System (ACS) for them 
to manage the supply chain to provide 
integrated services. This would leave NHS 
England and CCGs with very strategic roles, 
saying ‘here is the budget, these are the 
desired outcomes, off you go’. 

Some of the Vanguards are looking to see  
if providers in an accountable care 
structure can hold and manage capitated 
budgets. DAC Beachcroft Partner Hamza 
Drabu feels that with community, primary 
care, mental health, social services and 
acute services all operating under different 
contracts and payment models, “to try to 
aggregate and make sense of them and 
devise from it a unified capitated budget is 
challenging, but possible”. 

ACSs formed as standalone corporate 
entities may run into tax issues - 
particularly around recovery of VAT,  

which is being looked at on a national  
level to find a solution.

In the meantime, Drabu says that a number 
of local health systems are considering 
setting up “companies limited by shares, or 
Limited Liability Partnerships (LLPs) which 
come with the usual tax and pensions 
issues, and regulatory questions that need 
to be worked through”.

With these questions in mind, Drabu 
advises: “Form must follow function when 
designing new models of care. Start by 
thinking about what services you wish  
to include in the ACS, your clinical model 
and your desired outcomes, rather than 
starting with legal form. That way,  
you are more likely to achieve your aims 
and outcomes.”  

Looking at one example of a Care Homes 
Vanguard that has brought together a NHS 
Trust, GPs, a Foundation Trust, the local 
authority and the voluntary sector, there 
are number of lessons that can be learned. 
The Vanguard is considering an alliance 
arrangement – not a genuine risk share – 
but a sort of halfway house approach that  
is gaining favour.

It starts with a memorandum of 
understanding (MoU) with a view to 
developing and defining roles and 
responsibilities of individual partners 
and, if all goes well, formalising the legal 

arrangements as an alliance agreement. 
But the key is in building relationships and 
aligning ideas and aspirations at the outset. 

Many of these alliance arrangements 
can bring together existing individual 
contractual arrangements. “There can  
be a complex web of contractual 
arrangements in place with different 
providers and commissioners; alliance 
arrangements can wrap around these 
contracts already in place,” says Drabu.

Key to the integrated planning of ACSs 
are the 44 leaders of Sustainability and 
Transformation Plan (STP) “footprint” areas 
covering England, who are charged with 
breaking organisational barriers, bringing 
together all stakeholders and developing 
a local STP which must demonstrate how 
each area will pursue the “triple aim” set 
out in the 5YFV – improved health and 
wellbeing, transformed quality of care 
delivery, and sustainable finances.

Yet there are issues to resolve: “How will 
STP governance fit with CCG governance? 
What will the role of the STP footprint 
be to drive integration? And will there be 
winners and losers?” says Drabu.

To discuss the issues raised in this section,  
contact Hamza Drabu on +44 (0) 20 7894 6411  
or hdrabu@dacbeachcroft.com
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PROCUREMENT AND COMPETITIONPart 04

P
roviders and commissioners are 
faced with putting in place whole 
new models of care within very 
short time-scales. Commissioners 

have to comply with the NHS (Procurement, 
Patient Choice and Competition) (No. 2) 
Regulations 2013 (the “NHS Regulations”), 
which include a range of objectives that 
must be met regardless of value.

That means when commissioners are 
looking at putting in place new models 
of care they are often looking at current 
providers on their patch and asking 
how they can revise the pathways to 
make patient experience, outcomes and 
efficiency better – some of the things they 
should look at under these regulations.

Yet commissioners also face pressure to 
support local NHS providers even where 
there are private sector providers,  
or other NHS or third-sector providers,  
who could offer the services they are 
looking at re-modelling. 

“Commissioners can be in a very difficult 
position. If they don’t go through a 
procurement process and instead award 
contracts to local trusts in line with how 
services are currently delivered, then they 
could face challenges from these private 
providers, as well as other local trusts on 
the patch who could deliver the relevant 
services,” says DAC Beachcroft Associate 
Mary Mundy, who advises commissioners 
and providers, Clinical Commissioning 
Groups (CCGs) and trusts on procurement 
and competition questions.

Also from 18 April 2016, as well as 
complying with the NHS Regulations, the 
Public Contracts Regulations 2015, which 
implement the EU Public Directive, require 
healthcare services to the value of £589,148 
or above to be advertised Europe-wide in 
OJEU (the Official Journal of the European 
Union) process. The reality is that this 
might not be practical for certain services.

“If they do not do that and the 
commissioner is challenged, then the 
consequences would be much more serious. 
A challenger could take them to court if 
they did not offer any sort of competition 
process and simply made a direct award. 
A court could declare that contract 
ineffective meaning it would be cancelled 
and they would face fines and damages 
to the challenger, and to the organisation 
which had its contract cancelled. If we are 
looking at new models of care, where a lot 
of different providers could be eligible to 
provide that contract, that could be a very 
expensive experience,” says Mundy.

Whether a court would do that when 
it comes to a healthcare service 
where withdrawal could put lives at 
risk is doubtful. But it is a risk which 
commissioners and providers must 
be aware of and challenges do occur. 
“Incumbent providers who have serviced  
a contract for many years do see it as  
their work; they have employed their  
staff and buy in supplies around those 
contracts. It’s in their interest to challenge 
if they face the threat of losing a contract 
that could have an impact on other areas  
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of their service provision, or indeed their 
viability,” says Mundy.

“Recently I received a call from a provider who 
was worried that a CCG was embarking on a 
market engagement exercise to look at how a 
particular service could be remodelled. They 
said ‘we provide the inpatient and outpatient 
service, if these guys carry out a competition 
and we lose then it would have serious financial 
consequences. What can we do?’ But the 
answer is, nothing – other than participate 
in the engagement exercise and ensure your 
organisation’s position is understood and taken 
into account,” Mundy highlights.

In fact, CCGs should be engaging with the 
market and looking to redefine pathways where 
appropriate because they have obligations which 
require them to achieve efficiency, and to make 
sure that they secure the needs of the service 
users. Those needs could have changed since 
contracts were first awarded.

Commissioners need to fully understand the 
market before they embark on commissioning 
any new models, warns Mundy. “Do a market 
assessment to find out who is out there. Do not 
just assume that the current providers on the 
patch and the incumbent are the only ones you 
need to talk to,” she adds. 

“Talk to all the providers. Often if you have had 
that engagement, providers are less likely to raise 
a challenge as they feel that at least they have 
had an opportunity to be involved in the process. 
We often see challenges where a contract gets 
awarded out of the blue and the shock of that 
realisation precipitates action.”

Allow time to look at different possibilities 
before deciding what the model of care 
should be, advises Mundy. Existing NHS 
Regulations state that a competitive process 
need not be done if the services are capable 
of being delivered by only one provider. 
Under the new models of care scenario 
there may be many groups of providers in 
an area, in which case it could be difficult 
to say there is only one capable provider. 

Commissioners need to be assured that a 
procurement or competitive process need 
not be lengthy and complex – it makes life 
easier for commissioners and bidders if 
the process is streamlined and addresses 
the key requirements to ensure the right 
provider is appointed for the service. 
Mundy cautions commissioners to allow 
enough time for the process, not to put 
bidders through unnecessary steps and 
not to rely on “outdated procurement 
documentation that has not been tailored 
for the service and procurement in mind”.   

“Planning in advance, getting the right 
resources, making sure the right  
decision-makers are involved in 
determining the strategy for the relevant 
procurement, those are the things that  
we often see missing because 
commissioners are under enormous 
pressure and often don’t have the time  
to plan their processes effectively.”

To discuss the issues raised in this section,  
contact Mary Mundy on +44 (0) 113 251 4727  
or mmundy@dacbeachcroft.com
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THE LEADERSHIP VIEWPart 05

This is a five-to-
ten year journey, 
if you look at how 

integration has 
happened in other 

national health 
systems.

“
“
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Chris Hopson, 
Chief Executive, NHS Providers 

The NHS Five Year Forward View (5YFV) 
maps out at least a 10-year journey of 
radical reform, says Chris Hopson, Chief 
Executive of NHS Providers. Hopson says 
there is now a much clearer vision of where 
the health and social care community ought 
to be going, although there is no  
one dominant road to the goal. 

He is not fazed by comments that the pace 
of change is too slow. “There was a danger 
that the 5YFV implied that all this could be 
delivered within three to five years. This 
is a five-to-ten year journey, if you look 
at how integration has happened in other 
national health systems,” he says. 

That is because getting local health and 
social care systems aligned takes much 
longer than people expect and those 
integrated systems can’t work without a 
range of enablers such as integrated care 
records, multi-disciplinary teams and 
aligned governance and payment systems.

While an alliance contract or a capitated 
health budget “can be grabbed off the 
shelf” once they’ve been created in one 
area, Hopson says that what can’t be 
bought is the time it takes to bring local 

health and social care leaders together, 
“agreeing that they want to work  
together, agreeing what form the 
integration will take, and agreeing  
what the process will be”. 

He argues that there are a range of 
different ways of creating integrated health 
and care systems and each has its pros and 
cons. For example, Hopson feels that some 
of the multispecialty community providers 
(MCPs) have already forged very strong 
links with their Clinical Commissioning 
Groups (CCGs), primary care, and some 
social care, yet they are perhaps weaker  
in fully incorporating the acute sector.

In parts of the country which are seen to 
be more advanced in terms of integration, 
Hopson says that ground-breaking work 
started up to seven years ago. “Most of 
those advanced systems will tell you that 
it is about 18 months to just get everyone 
around the table and get real clarity 
and alignment about what we are going 
to do.” He says the immediate national 
goal is drawing up Sustainability and 
Transformation Plans (STPs), which need to 
chart, for each local community, how they 
will reach new care models.
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Mike Farrar,
Former Chief Executive of NHS Confederation

Mike Farrar feels there is good progress 
on the NHS Five Year Forward View (5YFV) 
being made on the ground but it has simply 
not been widely publicised and there are 
emerging barriers to progress. 

He is concerned by the slow pace of 
integration with primary care. “Primary 
care is reorganising itself to operate at 
scale but it is not connected sufficiently  
to community and acute services, 
especially worrying as this is where  
the NHS is going to get most added value.”

The mechanisms to enable these 
connections are there in the shape of 
federations, super practices, and via 
MCP and Primary and Acute Care Systems 
(PACS), but Farrar says the ultimate  
driver will be economic. “GPs may find that 
they will be better off stepping into new 
local contracts.”

Commissioning, contracting, and 
procurement arrangements also need 
revision to speed the pace of change. “NHS 
England should push ahead with moving 
from co-commissioning to giving integrated 
budgets to commissioners.”
Farrar believes it is unlikely that the NHS 

will face the situation where an Accountable 
Care System (ACS) run by a trust could  
face challenges under competition law.  
“I think [competitors] will be asking, ‘how 
do we respond to this constructively. Instead 
of being competitors we can operate 
securely as sub-contractors’. They will be 
understandably reluctant to challenge the 
decisions of their major buyer.”

He would encourage the NHS to harvest the 
strategic expertise of international health 
providers, pharmaceutical, science and 
technology companies. “There are already 
some interesting conversations taking  
place along these lines. Celesio, which 
owns Lloyds Pharmacy, have partnered  
the Lakeside Healthcare MCP. Salford has 
talked to big technology suppliers Allscripts 
– the giant US practice management and 
health technology company – about how 
data can help them reduce vacations  
in practice. 

“Elsewhere, the Christie Hospital  
is talking with pharmaceutical companies 
about cancer budgets for the whole  
of Manchester.” These are all examples  
of innovative new partnerships that  
are emerging.
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Julie Das-Thompson,
Head of Policy and Delivery at NHS Clinical Commissioners,  
the membership organisation for Clinical Commissioning Groups

While Clinical Commissioning Groups  
(CCGs) remain fully committed to the  
aims of the NHS Five Year Forward  
View (5YFV) and the focus on integrated 
care, Julie Das-Thompson is concerned  
that “there is a real risk of heading  
off course”. 

She says the impact of local authority  
cuts “play through to the NHS and  
create more pressure on the health 
services”. Das-Thompson says CCGs  
can only work with the allocation  
they have been given, “however,  
it is clear that the money doesn’t  
stack up across the whole health and  
care system.” 

She stresses that additional income  
must be “explicitly married to quality 
outcomes and commitments to move 
quickly to new models of care”.

She wants “the full commitment”  
from the Government and NHS England  
to an approach that allows all parts  
of the NHS to work together to find  
the local solutions to the challenges  
of 5YFV. She feels clinical commissioners 
and partners, such as council Health  

and Wellbeing Boards, are best placed  
to understand the needs of their  
local populations. 

“CCGs are more than capable of taking  
this agenda forward but in so doing  
they must be allowed to concentrate  
on the bigger picture. This is about  
moving beyond immediate priorities  
to invest in the long-term needs of  
our populations.”

Ensuring CCGs have the freedoms and 
flexibilities to “focus on the long-term 
view” is one of five key aims NHS Clinical 
Commissioners (NHSCC) has identified  
that will release the potential of CCGs,  
and is published in the recent document 
Local solutions to national challenges*.  
The other four aims are to:
 
• realise the potential of localism  

in the NHS; 
• ensure financial stability; 
• value CCGs as local leaders, and; 
• provide the tools to support intelligent 

commissioning.

* http://www.nhscc.org/latest-news/
localsolutions/
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David Hare,
Chief Executive, NHS Partners Network

David Hare says the NHS can gain huge 
benefits from working with the independent 
sector in many areas including enhancing 
clinical care in patients’ homes and bringing 
diagnostics into the community.

“Hospital community services and clinical 
home healthcare are really emerging areas 
of innovation and investment; we bring new 
ways of doing things that will reduce costs. 
This is an area where a huge amount can be 
done to help the NHS become sustainable 
and efficient. Much higher acuity services 
are being delivered in patients’ homes 
resulting in quicker and earlier discharge 
from hospital. We are forming different 
workforce solutions and reducing the 
pressure on the acute setting. There are 
some really good examples of virtual 
wards and wider clinical home healthcare 
solutions that are the future.”

NHS private sector partnership work can 
draw on the capital commitment in the 
2015 Spending Review to redevelop services 
such as imaging and endoscopy closer to 
patients’ homes. “For a long time the NHS 
has struggled to understand how to invest in 
prevention and new and remodelled services 
outside hospitals, which would reduce the 

burden on NHS acute sector. The NHS just 
needs to allow its organisations to take more 
risks because new models will emerge.

Commissioning, contracting and 
procurement need to be streamlined  
and co-ordinated so there is an “alignment 
of objectives” in the face of what he  
calls a “very fragmented NHS architecture 
since the Health and Social Care Act”. 

“The real shift outlined in the NHS Five 
Year Forward View (5YFV) and the NHS 
Mandate is towards saying ‘it is for patients’ 
and providers must respond to that and 
generate services that are in the patients’ 
best interests rather than simply what 
works best for the providers.”

Hare does not feel the need for any 
legislatory changes to override concerns 
around the provider/commissioner rules 
in the 2012 Act. “If you look at diagnostic 
imaging for example, in many cases it  
is often that trusts have commissioned  
from the independent sector rather than 
Clinical Commissioning Groups (CCGs). 
There will always be a buyer and there 
will always be a seller no matter how you 
structure the NHS.”
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Ben Collins,
Senior Associate, Kings Fund

To speed up the development of locally 
integrated services, Ben Collins calls  
for the establishment of dedicated project 
teams backed by sufficient investment.  
“My sense is that some areas are trying  
to do major transformation on a 
shoestring,” he says.
 
Major change may take as long as  
a decade, and to future-proof integration 
work against the vicissitudes of politics 
Collins urges “local leaders to commit 
themselves to the longevity of these 
programmes”.
 
“Vanguard funding may dry up after a 
couple of years and other initiatives might 
come along. The stability will come from 
local leaders who are committed to a 
direction of travel, and who are willing to 
work ferociously towards it in spite of the 
veracities of national policy.”
 
His other worry is the “massive tension 
between the short-term need to balance 
budgets very quickly and the longer term 
transformation goal”.

“The pressure and degree of national 
scrutiny on hospital chief executives  

is immense and that makes it hard 
to lift your head up and think about 
transformation in the medium term,  
even though we know that is the solution  
to the NHS’s problems.”

Collins highlights that advanced areas such 
as Salford or Northumbria don’t appear to 
be having any problems as a consequence 
of providers taking on some roles previously 
delivered by commissioners.
 
“In Salford the commissioner is playing 
a much more strategic role in setting 
objectives for an integrated system,  
and Salford Royal is playing the role  
of integrator taking over the role of  
many services. 

“In future it will be delivering acute 
hospital services, community services,  
adult social care and bringing a lot of 
services together in one organisation.  
It will also be acting as co-ordinator of 
other services such as mental health and 
also the sub-contractor – a commissioner 
procuring domiciliary and care home 
services – which means they will be able  
to link up much better with community  
and hospital services.”
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RECOMMENDATIONSPart 06

Allow time to 
look at different 

possibilities before 
deciding what 

the model of care 
should be.

“
“
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PART 06  |  RECOMMENDATIONS

COMMISSIONING INTEGRATION 

• Good governance is vital especially where 
large numbers of Clinical Commissioning 
Groups (CCGs) want to collaborate with 
multiple competing voices. Managing 
those relationships and ensuring they have 
sufficient governance expertise support to 
deliver effective and lawful decision-making 
is vital. The consequences of getting it 
wrong, for example not consulting properly, 
could be a judicial review.

• Moving to an Accountable Care Organisation 
(ACO) requires a shift in the way that 
healthcare is commissioned from specifying 
inputs, to setting outcomes to be achieved 
by the ACO. A CCG as a commissioner 
can’t currently delegate its commissioning 
function to an ACO provider, although it 
could in principle be possible for the ACO to 
manage some of the CCG’s functions under  
a contractual framework.

CONTRACTING AND  
CORPORATE STRUCTURES

• Form follows function when devising new 
models of care. The conversation should 
begin by thinking about the scope of services 
that the ACS is seeking to provide, the 
ultimate aims and objectives for patients, 
the clinical model, the resources that each 
provider will contribute and the appetite and 
ability for providers to share risk and reward. 
The legislative and contractual tools can 
then be implemented and designed to enable 
the collaboration to meet its objectives.

PROCUREMENT AND COMPETITION

• Allow time to look at different possibilities 
before deciding what the model of care 
should be. Procurement regulations 
state that there is no need to carry out a 
competitive process where there is only one 
‘capable provider’. Under the new models of 
care scenario there may be many providers 
who could deliver the relevant services in an 
area, in which case it could be very difficult 
to say there is only one capable provider or 
group of capable providers.

• Carry out a wide market assessment 
and engage with the market before 
commissioning new models of care. Do not 
assume that the current local providers 
and the incumbent are the only ones you 
need to talk to. Where there is this level of 
engagement, providers, who do not win new 
work, may be less likely to raise a challenge 
as they will have had an opportunity to be 
involved in the process.

• A procurement or competitive process need 
not be lengthy and complex. But do not rely 
on outdated procurement documentation 
pieced together from previous processes not 
tailored for the service in mind. Allow time 
for planning, assemble the right resources, 
and make sure the right decision-makers are 
involved in determining the strategy for the 
relevant procurement.
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