	

[image: C:\Users\harjit.FODO.000\AppData\Local\Temp\Temp1_NCHA_logos.zip\NCHA_logos\NCHA_landscape\GIFs\NCHA_logo_landscape_RGB.gif]
DRAFT INTEGRATED CARE PROVIDER (ICP) CONTRACT CONSULTATION

About us
The National Community Hearing Association (NCHA) represents community hearing care providers in England.  NCHA members are committed to good hearing for all and have an excellent record of outcome, safety and patient satisfaction.
The NCHA works with NHS England, local NHS commissioners, the third sector and provider organisations across England. Our goal is to secure quality outcomes for over nine million people that have a permanent hearing loss and many more that have a temporary hearing loss and tinnitus. 

Response 
As the leading voice for community hearing care we are pleased to provide feedback on the draft Integrated Care Provider (ICP) contract.  

We agree that the NHS is under considerable pressure and that fundamental change is needed in order to secure quality and sustainable care.  We also agree that there is a need for greater integration and to ensure services work in the best interest of service users.   

We fully support NHS England’s commitment[footnoteRef:1] to ensure stakeholders deliver change in a way that is consistent with all regulatory responsibilities – including Procurement, Patient Choice and Competition Regulations – and the NHS Constitution.  [1:  As set out in documents in the “consultation package”.] 


Unfortunately, the current version of the ICP contract is unlikely to achieve these goals or meet regulatory requirements without additional checks and balances (safeguards).  For example we have serious concerns about the impact certain proposals will have on patients – an in particular people with protected characteristics – and quality of care.   Our response therefore focuses on helping NHS England ensure that the final ICP contract, associated guidance and safeguards will work in the best interests of patients, the NHS and taxpayer.  

In our view, it would be in the public interest for NHS England and its Standard Contract team, along with procurement and costing and pricing experts at NHS Improvement, to review some underlying assumptions in the draft ICP contract.  For example there is an urgent need to 
· review the approach to detailed service specific specifications, because the current proposal risks worsening patient outcomes and health inequalities, and
· ensure current economic inefficiencies are not built in to whole population budgets (WPBs), otherwise ICP contracts will not be sustainable or deliver best value care. 

We would also like to meet NHS England and NHS commissioners in Dudley, to ensure existing contract governance issues and reimbursement inefficiencies are not rolled into any future ICP contract at a cost to patients, the NHS and taxpayer.  
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.

Answer 

· In the context of this consultation and all the documents provided, no. This is because the proposed safeguards do not go far enough – e.g. people with certain protected characteristics are at particular risk because a history of service failure has not been taken into account. 

· With additional safeguards and/or excluding services at high risk of systems failure from an ICP contract, yes. 

Explanation – summary 

The “consultation package” states that the final ICP contract will comply with the NHS Constitution, Procurement, Patient Choice and Competition Regulations, the public sector duty to advance equality (Equality Act 2010), NHS pricing principles and more.  

We welcome all these reassurances, however few, if any, of these commitments are likely to be met without first: 
· introducing additional safeguards 
· addressing workarounds in the draft ICP contract which risk compromising quality of care and outcomes in order to reduce the risk of procurement challenges  
· ensuring that services with a history of systems failure, provided to a high proportion of people with protected characteristics, are either
a) in accordance with NHS England and NHS Improvement’s own guidance, commissioned to a detailed service specification and that providers are held to account for delivering quality care at the best value, or 
b) if the ICP contract will not include detailed service level specifications where there is strong evidence to support including one – e.g. as there is for adult hearing services – then those services should be explicitly excluded from any ICP proposal before or during the Integrated Support and Assurance Process (ISAP) in order to mitigate the risk of worsening inequality and health inequalities. 

Put simply, if it is not possible to include detailed service specific specifications in an ICP contract, because of the procurement risks associated with making material changes to the ICP contract over 10 years, then we would like see NHS England and NHS Improvement exclude adult hearing services from any ICP contract during the ISAP because there is sufficient economic and evidence-based grounds to do so (see endnotes one and two for more detail and evidence[endnoteRef:1],[endnoteRef:2]).  [1: Endnotes and reference 

 
NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

Department of Health and Social Care (Department of Health) and NHS England, 2015, Action Plan on Hearing Loss

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 

Department of Health and Social Care (Department of Health), 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health

Summary:
NHS Improvement (Monitor) undertook a comprehensive review of adult hearing services in 2014/15. Its economists found that adult hearing services could be commissioned at lower prices in the community (with acute hospitals reporting higher average costs than market prices – i.e. the underlying cost base in acute settings means that, other things being equal, any given NHS budget for hearing care results in less people accessing care based on an acute based audiology model compared to a community based model)
this, and poor coding practice, explains why the non-mandated NHS tariff for hearing services was later withdrawn 
the underlying economics and health quality findings show that if trusts work based on the principles underpinning the ICP model, then they would be expected to decommission non-medical adult hearing service capacity from costly acute settings, and subcontract the service or otherwise ask CCGs to commission it separately 
experience however suggests this is unlikely to happen – e.g. as NHS Improvement and NHS England are aware, including from reference cost activity data and concerns flagged to date,  there is an incentive to code patients differently in order to workaround competitive prices or robust service specifications or both. It is therefore more likely that, without safeguards, with an ICP the NHS will pay more for less, and patients with hearing loss will be worse off 
in contrast, if commissioners and providers work to NICE guidelines and NHS England and NHS Improvement best practice standards for commissioning adult hearing services, the NHS will improve quality, access, choice and value for money – e.g. often paying 25% less per patient pathway when using an AQP model, compared to tariffs designed based on acute sector cost inputs
this is why it is important to ensure WPBs are not based on flawed cost data or current coding distortions, and instead focus on the evidence of what works and are informed by broader market engagement. Failing this, the NHS will find it is achieving less per patient with any given budget.]  [2: 
 ] 


We would also like to meet NHS England to discuss how Dudley and other regions code and charge for adult hearing services and how without first improving contract governance standards an ICP, and the associated WPB, is unlikely to deliver efficient care for any given budget. 

Explanation – detail 

We are very concerned and surprised by the suggestion that the ICP contract will avoid detailed service specifications (i.e. service specific specifications)[footnoteRef:2]. We understand that this might work for some services, but is not acceptable when such an approach conflicts with NHS evidence and guidance – i.e. there should not be a one size fits all approach to all services within any ICP contract.  [2:  For example the “Incentive framework for ICP” document suggests that the ICP contract will no longer include a detailed service specification for each service.] 


This proposal appears to be a significant workaround to transparency, accountability and proportionate governance, and fails to provide reasonable safeguards for patients, the NHS and taxpayer.

Most importantly, it fails to provide proportionate safeguards for patients with protected characteristics that depend on the so-called “Cinderella services” – e.g. hearing care, wheelchair services and other disability linked services. This should not be possible, because the record is clear:
 
· include Cinderella services in block type funding models (e.g. whole population budgets, WPB) 
· without detailed and accountable service specifications, and 
· there is a very high risk that there will be an increase in unwarranted variation, reduced access, poor quality, opaque and unaccountable models of care, wastage and 
· people with protected characteristics will be at higher risk of being adversely affected2, [endnoteRef:3] (also see our response to question 12). [3: Hearing loss a leading cause of years lived with disability in England. NICE, NHS Improvement, NHS England and the Department of Health and Social Care recognise that adult hearing loss is a major and growing public health challenge.  NICE evidence shows that it is very cost-effective (<4,000 per QALY) to support people with hearing loss, and that the NHS should do more to encourage early diagnosis and intervention given unsupported hearing loss is associated with increased risks of depression, cognitive decline (including dementia) and other mental health and wellbeing issues. 

Despite this
commissioners have attempted to explicitly ration access to adult hearing services, and in particular services for age-related hearing loss – on several occasions acting in ways that are inconsistent with the Equality Act 2010. These attempts have failed because they have not been based on the clinical evidence or sound economic principles
other commissioners have tried to ration access using less transparent methods –e.g. setting up contracts and funding mechanisms that result in a patient only receiving one hearing aid when they would benefit from two or not having access to necessary follow-up care; which in turn reduces the cost-effectiveness of NHS hearing care services.   

The only reason it has been possible to challenge poor practice is that we have been able to hold commissioners and providers to account for working to a local and transparent adult hearing service specification, and ensuring they achieve and offer the best value care. This has avoided the need to ration access to adult hearing care, and at the same time allowed local commissioners to operate within their funding envelope for hearing problems.

These, and other, real life scenarios show why more, not less, transparency and accountability is essential in adult hearing services.  This is particularly important in order to avoid a repeat of past failings. The history of service failures in NHS audiology are well documented (see references below) and the only success in the last 30 years has been since a clear service specification and associated prices have been put in place. During this time, the NHS has started to save on average 25% per patient pathway on a reoccurring basis. 
 
The evidence base:

NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

Department of Health and Social Care (Department of Health) and NHS England, 2015. Action Plan on Hearing Loss

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 

Department of Health and Social Care (Department of Health), 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health

Health Committee, 2007, Audiology Services. Fifth Report of Session 2006-07 http://publications.parliament.uk/pa/cm200607/cmselect/cmhealth/392/392.pdf

Davis, A, 2003. Capacity building in the delivering of a modernised NHS hearing aid service: A pilot study using private sector hearing aid dispensers. Executive Summary. MRC Institute of Hearing Research. P. 2

Audit Commission, 2002. Update to Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales. London. Audit Commission.

Audit Commission 2002. Access to Care, How long patients wait for ENT and audiology services

RNID, 2001. Audiology in Crisis. Still waiting to hear
Alex Murdock,Brian Lamb, 2009.The impact of the RNID on auditory services in England: Borrowing lawnmowers and the price of salt”,Social Enterprise Journal, Vol. 5: 2, pp.141 – 153

Audit Commission, 2000. Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales. London. Audit Commission.
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RNID 1989. Hearing Aids – The Developing Debate. The RNID’s Refined Views.

HL Deb 22 March 1984 vol 449 cc1368-70http://hansard.millbanksystems.com/lords/1984/mar/22/hearing-aids-delay#column_1368accessed 29 December 2015

Johnson, Grover and Martin, 1984. A survey of NHS hearing aid services. RNID. London  RNID.
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 ] 


The safeguards suggested in lieu of a detailed service specification are not sufficient, and the approach in general also conflicts with recent NHS England and NHS Improvement guidance on commissioning hearing services in England[endnoteRef:4]. [4:  
NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

Department of Health and Social Care (Department of Health) and NHS England, 2015. Action Plan on Hearing Loss

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 

Department of Health and Social Care (Department of Health), 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health] 


We also strongly disagree with the suggestion that detailed service specific specifications and associated prices can slow the adaptation of advancements in practice and technology over time. In fact NHS evidence has shown that detailed service specifications have helped commissioners secure more transparent and accountable services, improve equality in access for vulnerable groups, and achieve better value for money, while addressing longstanding systems failures in adult hearing care – i.e. evidence supports the opposite effect3. 

The way in which this section of the consultation has been framed is also a concern, and it is not clear why the NHS could not be more transparent during the public consultation. For example
· the consultation documents suggest that not including detailed service specifications is necessary because the ICP contract needs to include “sufficiently flexible” terms to “reflect long-term service development” 
· it goes on to suggest that quality can be assured through alternative mechanisms – e.g. using datasets that are not validated for, or sensitive to, all the services that can be included in a ICP contract
· overall the explanation provided underplays the benefits of detailed service specifications and overestimates the reliability/validity of composite and other indicators[footnoteRef:3] [3:  For example, market/state failure in health care is widespread, and asymmetric information between purchaser and provider is often at the heart of this. Service specifications for identifiable unique service lines can, and do according to NHS England and NHS Improvement’s own evidence and guidance, help minimise the degree of asymmetric information. Service specifications clearly set out standards and expectations and form a fundamental part of negotiating transparent and accountable contracts in health care; the clarity of service/scope also provides commissioners with a tool to test the market and ensure they are likely to commission the best outcomes at the best value. It also allows commissioners to comply with pricing rules. Without detailed service specifications many, but not all, services are at risk of quality skimping and worsening health inequalities. Many national indicators and general composite metrics are also insensitive to changes in meaningful outcomes for patients after the provision of cost-effective and evidence based interventions like hearing aids, which means incentives to meet local hearing needs are likely to be significantly weakened. The proposal to rely on flexible, “high level”/vague service specifications and non-validated measurement methods for services included with an ICP contract is therefore not supported by health quality management evidence nor health economics principles.  ] 

· it would seem more likely that the reason for the proposed approach is to avoid the need to make material changes to any ICP contract over the anticipated 10 year time horizon –e.g. if best practice service specifications were included in an ICP contract and changes were required at year three to a service specification within an ICP contract, then this might result in a procurement challenge.  Of course, we understand the need to try and avoid costly legal challenges and to facilitate evolution and innovation in services, but this should not come at a significant cost and increased risk to a large group of patients with protected characteristics that have been let down many times over the last 30 years when similar arrangements have been in place3.

We therefore ask NHS England to take action to ensure at risk groups are not disadvantaged by any ICP procurement and contract. 

[bookmark: _Ref527469253]We use adult hearing services as one example, where NHS Improvement and NHS England have themselves accepted that using a detailed service specification offers major benefits and have therefore urged commissioners to use them[endnoteRef:5] (see our response to question 12). We ask that NHS England simply considers the following additional safeguards for people with hearing loss: [5: 
 
NHS Improvement and NHS England, 2017, decision to decommission the non-mandated tariff for hospital based adult hearing services

NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 
] 

· if adult hearing services form part of any ICP contract, to ensure there is a detailed service specification for this specific service – i.e. commissioning for this group is consistent with recent economic evidence and best practice guidance from NHS Improvement and NHS England (see endnotes one and two)
· if a ICP contract will not include a robust and accountable service specification for adult hearing services, then to ensure adult hearing services are not included in an ICP procurement at the stage of the Integrated Support and Assurance Process (ISAP) (see our response to other questions, and question 12 in particular).

We would also like to meet NHS England and NHS commissioners in Dudley, to ensure existing contract governance issues and reimbursement inefficiencies are not rolled into any future ICP contract at a cost to patients, the NHS and taxpayer.  



Question 2:
The draft ICP Contract contains new content aimed at promoting integration, including:
- Incorporation of proposed regulatory requirements applicable to primary medical services, included in a streamlined way within the draft ICP Contract
- Descriptions of important features of a whole population care model, as summarised in paragraph 30

a) Should these specific elements be amended and if so how exactly? Yes/no/unsure; and please explain your response.

Yes.

In addition to the important features of a whole population care model summarised in paragraph 30, every ICP and NHS commissioner should ensure two interlinked issues are effectively managed 

· greater transparency and accountability when managing conflicts of interests 
· ensuring that any emerging monopoly provider has sufficient incentives sub-contract rather than run “cash cow” services at an overall loss for patients, the NHS and taxpayer – e.g. be mindful that services might be retained by an ICP under the guise of “everything goes into the same pot”, despite being able to sub-contract services at lower costs and improved quality

This will help ensure 
· that where, based on a like-for-like basis, the ICP can better utilise NHS resources by sub-contracting it is encouraged 
· that any organisation that can demonstrate opportunities to improve quality and/or economic efficiency can present a case and that this case will be objectively and transparently analysed.

If this is effectively managed, then the NHS is more likely to secure the goals set out in the consultation.  For example, as NHS Improvement and NHS England data and evidence show1, the cost base of providing adult hearing services in hospitals is greater than the price commissioners will pay for community-based adult hearing services.  A regulatory and contract compliant ICP would therefore sub-contract most, if not all, non-medically led adult hearing services to community hearing care providers, freeing up significant scarce acute sector capacity and NHS resources for reinvestment elsewhere – i.e. resulting in the local NHS seeing more patients for any given NHS budget; a welfare gain.   This is unlikely to happen however unless commissioners are actively engaging with all providers, and collecting market intelligence on prices they could pay etc.  

At this stage, as the ICP contract stands, we doubt whether any ICP lead provider would have the incentives to undertake the service change required to sustain an ICP budget. 

We would be happy to share examples with NHS England of how providers have acted in response to recent policy changes which the evidence showed improved standards, access, equality and value for money.  This might help maximise opportunities for the NHS to ensure ICP contracts work in the best interest of service users, rather than locally dominate providers.  We would also like to meet NHS England and NHS commissioners in Dudley, to ensure existing contract governance issues and reimbursement inefficiencies are not rolled into any future ICP contract.

b) Are there any additional requirements which should be included in the national content of the draft ICP Contract to promote integration of services? Yes/no/unsure; and please explain your response.

Yes.  

· There is a need to set incentives to ensure more care is provided out of hospital and closer to home; a longstanding NHS Mandate objective. For example, to ensure any ICP understands the importance of providing integrated care in the right place at the best value, and to minimise the risk of a monopoly provider retaining earnings and activity within an acute hospital setting without objective justification for doing so.

· The ICP should publish its analysis of “population health needs” and its “strategies to improve the health and wellbeing of the population” (p. 12, paragraph 30). This will allow it to be assessed by independent experts.

· The ICP should also undertake an analysis of its own capacity, to assess whether it can meet population needs in a safe, effective and sustainable way.  This can then be analysed by independent experts, including whether the CCG(s) and ICP are likely to implicitly ration access, act in ways that are to the detriment of patients or taxpayer, or fail to sub-contract when they should do so in accordance with principles underpinning any ICP procurement.

· Providers excluded from providing services due to bundling all services into an ICP contract and an ICP refusing to sub-contract to any provider(s), should have a mechanism to assess the validity of any exclusion – including in order to assess whether such exclusions are consistent with the NHS Constitution or comply with Procurement, Patient Choice and Competition Regulations. 

Here, although we welcome reassurances in the consultation package – e.g. 
· NHS England and NHS Improvement are committed to collecting “high quality and up-to-date data on activity, quality and costs” as part of “developing, implementing and continual evaluation of [whole population budgets]”
· ICPs must have a population of “sufficient size to support integration of care, minimise risk from random cost variation and incentivise prevention” 

such reassurances are unlikely to support meaningful change unless providers able to deliver better value care can also present data and alternatives ways of working to an ICP and the NHS.   Allowing all providers to share data with the NHS will therefore help identify which services can be commissioned more effectively out of hospital and closer to home within any given budget envelope, whether as part of the ICP contract or separately 

· providers should be required to continue collecting and reporting data that allows external stakeholders to assess for unwarranted variation. This will help maintain transparency and accountability, and ensure that any ICP works in the best interest of service users. Without this there are likely to be very weak incentives to improve quality of care and value for money, and implicit rationing rather than the necessary structural changes are likely to dominate. As noted elsewhere, the so-called Cinderella services and patients that use them are at greatest risk here.

Question 3:
The draft ICP Contract is designed to be used as a national framework, incorporating core requirements and processes. It is for local commissioners to determine matters such as:
- The services within scope for the ICP
- The funding they choose to make available through the contract, within their overall budgets
- Local health and care priorities which they wish to incentivise, either through the locally determined elements of the financial incentive scheme or through additional reporting requirements set out in the contract
Have we struck the right balance in the draft ICP Contract between the national content setting out requirements for providers, and the content about providers’ obligations to be determined by local commissioners? Yes/no/unsure; and please explain your response.

No.

As we have explained in our response to question one and two, additional safeguards are required to ensure the ICP contract is not used to the detriment of patients, the NHS and taxpayer. 

For example
· we have had early reports that some commissioners want include adult hearing services in an ICP contract with the sole purpose of restricting access
· some commissioners are also willing to pay more per case in order to restrict overall access, rather than focus on commissioning quality care at the best value and decommissioning non-compliant providers
· put simply, some commissioners appear to be comfortable paying more for less, provided the provider(s) they choose will compromise on quality and/or quantity of care provided
· this is a major concern and more needs to be done to stop a naïve focus on total cost control when it comes at a cost to patients and the long-term sustainability of the NHS; and in fact results in increased total cost relative to the alternative.

We see nothing in the consultation package that minimises these sorts of risks in hearing care or other services. Based on our experience of working with many commissioners and providers we therefore strongly disagree with the assumptions that

· “….. giving one organisation responsibility for providing health and care services for the whole local population, [will help] 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.” (p.13)
· “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” (p.14).

As noted elsewhere, we would be happy to discuss Dudley in this context. 

Question 4:
Does the bringing together of different funding streams into a single budget provide a useful flexibility for providers? Yes/No/unsure; and please explain your response

Unsure 

Yes it offers a provider more flexibility. Yet, there is no evidence to suggest this represents “useful flexibility”, as it is not clear if this will be in the best interests of service users or the NHS.

The question should perhaps be whether this increased flexibility is likely to result in a public benefit; in which case the answer is a resounding no.  There needs to be a significant improvement in accountability and governance before providers are given such large blocks of funding (an issue we address in response to other questions).

There also appears to be an assumption, that a provider that successfully bids for and signs an ICP contract will then behave like rational economic agent and perform their functions in the public interest and maximise health outcomes.   This is unlikely to be the case given how many providers have tended to up-code and/or game pathways in order to increase revenue rather than focus on making meaningful efficiency savings or exit services so that more efficient and contract compliant providers can help the NHS do more for less.

The ICP contract in its current form facilitates a dominate provider model with weak incentives to decommission acute sector capacity and provide more care in primary can community care settings when the clinical and economic evidence support such a switch. 

We would be happy to meet NHS England and NHS Improvement and provide examples of how commissioners often fail to challenge providers who can be charging 25% more per patient for less accountable care, and how providers continue to code people off service specifications to avoid lower tariffs, service specification accountability, or both.  This might help improve the incentive model in the ICP contract and ensure scarce NHS resources are more effectively utilised.


Question 5:
We have set out how the ICP Contract contains provisions to:
- guarantee service quality and continuity
- safeguard existing patient rights to choice
- ensure transparency
- ensure good financial management by the ICP of its resources.

a) Do you agree or disagree with our proposal that these specific safeguards should be included? Agree/ Disagree/unsure; and please explain your response

Agree.

These are vitally important principles and rights, and have strong public support. They are also essential if the NHS is to avoid widespread systems failure, with patients suffering the most significant consequences.  More needs to be done however to ensure these safeguards are effective (see 5b below).

b) Do you have any specific suggestions for additional requirements, consistent with the current legal framework, and if so what are they? Yes/No/unsure; and please explain your response.

Yes. Please see proposals set in our response to question one and two.

In addition, we feel there should be a dispute resolution processes for providers excluded from providing NHS care when they can demonstrate they can provide safe and effective care at better value than the ICP.  

This would also help establish a mechanism to ensure the listed safeguards, 
· guarantee service quality and continuity
· safeguard existing patient rights to choice
· ensure transparency
· ensure good financial management by the ICP of its resources.
work effectively.

The right to present an improvement case could also be managed and enforced in a proportionate way based on ICP principles set out in the consultation package - e.g. avoiding the need for costly legal challenges under the Procurement, Patient Choice and Competition Regulations and other commissioning duties whenever an ICP fails to deliver quality care but continues to charge commissioners more than a fair market price (whether directly or via reporting inefficient costs into a new pricing/WPB system).  

Question 6:
a) Should we create a means for GPs to integrate their services with ICPs, whilst continuing to operate under their existing primary care contracts? Yes/No/unsure; and please explain your response.
Unsure. Not our area of expertise. 

b) If yes, how exactly do you think we should create this?
As per 6a.

c) Are there any specific features of the proposed options for GP participation in ICPs that could be improved? Yes/No/unsure; and please explain your response.
As per 6a.


Question 7:
a) Do you think that the draft ICP Contract adequately provides for the inclusion of local authority services (public health services and social care) within a broader set of integrated health and care services? Yes/No/unsure; and please explain your response.
As per 6a.


b) If not, what specifically do you propose? Please explain your response.
As per 6a.

Question 8:
The draft ICP Contract includes safeguards designed to help contracting parties to ensure commissioners’ statutory duties are not unlawfully delegated to an ICP:
- It provides a framework within which decisions can be taken by the ICP, based on a defined scope of services which the commissioners require the ICP to deliver
- It includes a number of specific protections, outlined in paragraph 83, which together prohibit the provider from carrying out any activity which may place commissioners in breach of their statutory duties

Are there any other specific safeguards we should include to help the parties to ensure commissioners’ statutory duties are not unlawfully delegated to an ICP? Yes/No/unsure; and please explain your response.

Yes.

Commissioners have a duty to commission effectively and to ensure NHS resources are being used to deliver quality care and secure the best outcomes for any given budget. 

Where commissioners 
· choose to include services in an ICP contract, and 
· the ICP fails to provide the level of coverage and/or quality that could have been achieved using an alternative provider(s) and 
· the ICP refuses to sub-contract the service(s) in question, despite demonstrable benefits for patients, the NHS and taxpayer 
· then the commissioner should not be able to opt out of its duties under Section 26 of the Health and Social Care Act 2012 – i.e. it should be made clear that commissioners cannot claim they have delegated all their functions to the ICP
· the commissioner should act on information and take enforcement action available to them in the Standard Contract where necessary. 

An ICP should in such cases support commissioners and put patients first by 
· offering an open and transparent audit of affected service(s) on request 
· demonstrating clinical pathways and coding reflects best practice and population need
· demonstrating it has undertaken a needs assessment and how its capacity can meet that need
· demonstrating that it has undertaken a market engagement exercise and assessed whether it is the best provider to offer the service(s) in question, and if not put sub-contracting arrangements in place.

Question 9:
The draft ICP Contract includes specific provisions, replicating those contained in the generic NHS Standard Contract, aimed at ensuring public accountability, including:
- Requirements for the involvement of the public as explained in paragraphs 89-93
- Requirement to operate an appropriate complaints procedure
- Complying with the ‘duty of candour’ obligation

a) Should we include much the same obligations in the ICP Contract on these matters as under the generic NHS Standard Contract? Yes/No/unsure; and please explain your response.
 
Yes. 

These obligations should be the absolute minimum. 

In our experience commissioners fail to collect and analyse service data from all providers, and providers that do not comply with contracts benefit from this. Given the increased risks associated with an ICP contract, all quality and service data should be published.  The ICP should also publish activity data. This will help stakeholders asses how local performance compares to other regions.

b) Do you have any additional, specific suggestions to ensure current public accountability arrangements are maintained and enhanced through an ICP Contract?
Yes/No/unsure; and please explain your response.

Yes. Please see our feedback to question one and two. 

Question 10:
It is our intention to hold ICPs to a higher standard of transparency on value, quality and effectiveness, and to reduce inappropriate clinical variation. In order to achieve this the draft ICP Contract builds on existing NHS standards by incorporating additional provisions describing the core features of a whole population model of care and new requirements relating to financial control and transparency:

a) Do you think that the draft ICP Contract allows ICPs to be held to a higher standard of value, quality and effectiveness and to reduce inappropriate clinical variation? Yes/No/ unsure; and please explain your response.

No. 

We fully support the goals listed in question 10. The current proposal is however unlikely to achieve these outcomes (please also see our response to question one). 

We would be happy to meet with NHS England and NHS Improvement to share our experience and explain why we think unless commissioners understand the importance of using the NHS Standard Contract in the best interest of patients little is likely to change. The main difference at this stage being that the impacts of existing governance failures will be more significant with an ICP contract, with significant adverse impacts on patients and scarce NHS resources. 

b) Do you have any additional, specific suggestions to secure improved value, quality and effectiveness, and reduce inappropriate clinical variation? Yes/No/unsure; and please explain your response.

Yes. Please see our response to question one. 

Question 11:
In addition to the areas covered above, do you have any other suggestions for specific changes to the draft ICP Contract, or for avoiding, reducing or compensating for any impacts that introducing this Contract may have? Yes/No/unsure; and please explain your response.

Yes,
· there should be a dispute resolution process for providers excluded from providing services where the ICP refuses to sub-contract despite not being able to demonstrate providing quality care and best value services, or meeting local needs
· there should be clear service specifications in place for at risk services and patient groups  – e.g. those services with a history of systems failures and/or provided to patients with a large proportion of service users have protected characteristics (see our response to question one and 12)
· for the ICP model to be successful there has to be a significant cultural change. This cannot be achieved using a contract. Running a consultation process before awarding an ICP contract in order to capture intelligence about governance risks and issues would be in the best interest of patients and the NHS.

We also support the recommendations of the House of Commons Health and Social Care Committee that ICPs should be carefully evaluated before being implemented widely. The evaluation needs to look at the hard numbers of actual patient and public benefits and not just anecdote, soft evidence and expected benefits. This should be done using HM Treasury Green Book and associated guidance standards. 

Question 12:
Are there any specific equality and health inequalities impacts not covered by our assessment that arise from the national provisions within the draft ICP Contract? Yes/No/unsure; and please explain your response.

Yes. 

People with hearing loss should be given special consideration, as this is a group that is likely to be disadvantaged by the ICP contract as it stands. 
	
Explanation 

HM Government guidance acknowledges that, for purposes of the Equality Act 2010,  hearing loss is a disability[endnoteRef:6].  In addition the Department of Health and Social Care, NHS England, NHS Improvement, NICE and the World Health Organisation recognise age-related hearing loss, the single biggest cause of hearing loss, as a leading cause of disability in England. [6:  Office for Disability Issues HM Government, 2010, Equality Act 2010 guidance. Guidance on matters to be taken into account in determining questions relating to the definition of disability
] 


The NICE guideline on adult hearing loss clearly sets out how unsupported hearing loss is a major public health issue, and exposes people to increased risks of mental health problems, increased rate cognitive decline and other health inequalities. The NICE guideline recommends early diagnosis and the provision of binaural hearing aids, for age-related hearing loss in particular, as being very very-cost effective[endnoteRef:7].  [7:  NICE, 2018. Hearing Loss in adults: assessment and management. See Full Guideline, page 13 and Section 7. Available at: www.nice.org.uk/ng98
] 


The need to tackle unsupported hearing loss and offer a choice of provider, including increasing capacity to meet the needs of our ageing population, has been acknowledged by NHS England, NHS Improvement and the Department of Health[endnoteRef:8]. [8:  NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

Department of Health and Social Care (Department of Health) and NHS England, 2015. Action Plan on Hearing Loss

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 
] 


Despite all of this, NHS commissioners have a history of attempting to ration access to adult hearing services, because of prejudice or misinformed opinion about the impacts of hearing loss and the benefits of providing timely and effective care.  For example, South Norfolk CCG, Milton Keynes CCG, Enfield CCG and many other CCGs have run biased consultations in an attempt to ration access to hearing care for people who predominantly have age-related hearing loss.  All these attempts have failed because they have lacked an evidence base or sound economic judgement.

Other CCGs and providers have, especially when funded using a block contract or a trust level budget, compromised on quality of hearing care – e.g. not offering follow-up care which is essential to maximising patient outcomes or only providing one hearing aid when a patient has a loss in two ears.   These implicit agreements, or otherwise condoned practice, are widespread where there is no adult hearing service specification or where CCGs allow providers to code patients off service specifications. This is why the proposal not to include detailed service specifications in the ICP contract is a significant concern for adults with a hearing disability (as defined by HM Government), especially given no national or global metric used by the NHS is sensitive to hearing loss.

More worryingly, CCGs are now openly stating that the ICS and ICP will help them cut the growth in adult hearing aid provision, ignoring population need projections published by the NHS. At the same time these same CCGs are ignoring NHS England guidance and NHS Improvement evidence that show instead of rationing in this way CCGs can transform services: improving quality, access and value for money – in many cases saving over 25% per patient pathway on a reoccurring basis. The same NHS evidence and guidance also encourages investment in hearing care to improve wellbeing and avoid long-term costs on health and social care8, but still many commissioners look for ways to restrict access rather than focus on commissioning best value and accountable care. 

In recent years we have experienced multiple examples of NHS commissioners demonstrating they have a bias, without regard for the Equality Act 2010 and their legal responsibilities, to target adult hearing services when they need to control total cost – this despite hearing services accounting for only a very small proportion of total NHS spend and the primary intervention for hearing loss, hearing aids, being one of the most cost-effective interventions on the NHS based on an analysis by NICE.

This however is not a new or recent issue. Commissioners and decision makers in the NHS have a long history of assigning, wrongly, a low priority status to hearing loss. As a result people with this disability have experienced repeated service failures, inequalities in access and worsening health inequalities – a poor record that is well documented3. 

One of the few success stories over the last 30 years for people with hearing loss has been the introduction of robust and accountable service specification for adult hearing services and to introduce a choice of provider. Independent NHS evidence has shown this has improved equality in access, choice, standards of care and value for money (allowing the NHS to do more with less). Subsequently, NHS England and NHS Improvement strongly recommended the adult hearing service be commissioned with a service specification so that providers can be held to account[endnoteRef:9]. [9:  NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups

Department of Health and Social Care (Department of Health) and NHS England, 2015. Action Plan on Hearing Loss

NHS Improvement (Monitor), 2015, NHS hearing services in England: exploring how choice is working for patients 

Department of Health and Social Care (Department of Health), 2012. Any Qualified Provider Adult Hearing Services Implementation Packs. London: Department of Health
] 


By merging budgets and removing accountable service specifications for people with a hearing disability the proposed ICP contract risks undoing recent gains made in tackling this longstanding inequality in access to quality care.  The history here is unambiguous, merge the hearing service budget and remove a service specification and quality and access decline3. 

Given the evidence to date and guidance from NHS Improvement, NHS England, and NICE, this group of patients warrants special attention when commissioning an ICP model of care.  

No single provider in any health economy in England, and especially no trust, has the capacity to provide quality adult hearing care to a robust service specification to all local people with a hearing loss.  Every ICP would have to sub-contract adult hearing services, but the evidence to date suggest that far too many providers and CCGs are more likely to agree to take no action on hearing loss and instead restrict access – i.e. implicitly ration the service while failing to secure quality outcomes for the best value. 

It is given the history, evidence and risks, that we feel NHS England should
· ensure any ICP contract that includes adult hearing services has a clear service specification for this service and all patients are managed against the standards and quality criteria within 
· failing that, that ICP contracts do not include adult hearing services, and the ICP contract has no funds allocated for any adult hearing care provided by audiologists; with these services commissioned separately using NHS England best practice guidance[endnoteRef:10] [10:  NHS England, 2016, Commissioning Services for People with Hearing Loss – a Framework for Clinical Commissioning Groups] 

· ensure that ICPs are not able to avoid meeting local adult hearing needs, with or without agreement of CCGs, and that a hearing needs assessment is included in any planning and details on how this population need is to be met in a cost-effective and sustainable way is clearly documented – i.e. the focus is on efficiency and sustainability, and not rationing quality or access without first implementing best practice models of care and without due regard for the public sector duty to advance equality. 

We would like to meet NHS England, and commissioners in Dudley, to discuss examples of contract governance issues in adult hearing services, with the hope of ensuring that any future ICP works in the best interests of patients, the NHS and taxpayer and helps the NHS meet its public sector duty to advance equality.
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