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Do you agree that giving ICSs a statutory footing from 2022, alongside other legislative 
proposals, provides the right foundation for the NHS over the next decade? 
Strongly disagree  
 
comments or additional information: 
a) This is an exercise in minimising NHS spending and rationing care services, at a time 
when the priority should be offering innovative treatments, meeting the needs of our 
growing elderly population, and ensuring safe capacity to meet current and future public 
health crises.  
b) Claims that existing ICSs have demonstrated significant improvements in patient care 
are not evidence based. Our own CCG here in Devon has closed community hospitals and 
wards, against the wishes of local communities, with the argument that ‘joined up care’ 
with PCNs, community-based and social care is ‘working for patients’ without the need for 
hospital services. But our freedom of Information requests have shown that these claims 
are misleading. Independent clinicians have pointed to a complete lack of evaluation or 
basic follow up of patient outcomes. In fact the closure of highly successful health hubs in 
community hospitals has damaged joined up working in our region. 
c) The plan for ICSs is not focused on improving care for patients but on binding NHS 
organisations through financial controls and plans written by the ICS with advice from 
companies accredited under the Health Systems Support Framework. 
d) We welcome the implied admission that the internal market in NHS services has been a 
disaster. Collaboration is always a better model for public service provision than 
competition. But these proposals risk outsourcing ever larger contracts, potentially to 
private bidders, reducing the bureaucracy of managing multiple contracts, but upping the 
stakes, risks and costs of bidding to such an extent that only the largest players can afford 
to enter the market. The NHS now needs to be properly re-integrated under the 
governance of Parliament and the Secretary of State for Health, reversing all the provisions 
of the failed 2012 Health and Social Care Act and removing entirely the competitive market 
and the purchaser-provider split.  
e) The disaster of Covid-19 has been made worse by reliance on a privatised testing 
regime, set up alongside NHS laboratories, and a privatised track and trace service that has 
never approached the efficiency and value provided by existing public health teams. 
Privately built Nightingale hospitals have remained largely unused because the critical 
shortage is not physical space but skilled NHS nurses and doctors. The primary lesson to be 
drawn from the pandemic is that profit-making organisations must never again be allowed 
to siphon funds away from our public health services, and should be locked out of 
providing NHS care as soon as existing contracts can be terminated. Public funding should 
pay for skilled healthcare staff and excellent public facilities, not layers of bureaucracy, or 
shareholder profits. 
f) NHSE/I legislative proposals include the removal of Public Contracts Regulation 
safeguards over social, environmental and labour standards. There are a number of high-
profile cases currently in the courts over health contracts awarded to government cronies 
with no expertise and no track record of delivery. These ICS proposals will do nothing to 
restore public confidence in the contracting system, and further scandals are inevitable. 
g) Other legislative proposals seek to embed ‘population health management’ as a binding 
aim for all NHS organisations. This approach uses population-based budgets with incentives 
for reducing costs, and segmentation of risk, both features of insurance-based systems. 
This is not how the NHS was conceived and not what made it the most efficient healthcare 
system in the world, when it was assessed in 2012: a universal, comprehensive healthcare 



system, free at the point of need, publicly provided and publicly accountable, funded 
through general taxation. 
 
Do you agree that option 2 offers a model that provides greater incentive for 
collaboration alongside clarity of accountability across systems, to Parliament and most 
importantly, to patients? 
Strongly disagree  
 
comments or additional information: 
a) We see many examples of excellent joined-up working across primary, acute, 

community and social care, which have nothing to do with the governance and 
budgeting arrangements for these different services and everything to do with trusted 
professionals being given the space and support to work together, at a local level. 
Professionals need no ‘incentives’ to collaborate in the interests of patients. They need 
support for their professional development. They need pay and conditions that reflect 
the skills they have, and incentivise them to stay in their jobs, where long service builds 
strong local networks and inter-professional trust. They do not need more top-down 
reorganisation. 

b) The plan includes collaboration with the private sector, which has been shown by the 
National Audit Office and a wide range of independent think tanks to present poor 
long-term value for money to the public purse. 

c)  The system is already unnecessarily complex, with poor accountability across the 
different organisations. CCGs were supposed to exercise a simple commissioning function 
between populations and NHS services, but they have spawned an expensive, unwieldy 
infrastructure of their own. Supposedly representative bodies such as Healthwatch are, in 
our experience, designed to manage and sideline, not to represent, local opinion. Local 
government scrutiny committees are rarely, if ever, able to challenge CCG decisions. CCG 
mergers reduce the opportunity for local involvement even further, and Option 2 goes 
further still in reducing local public accountability.   
d) The present system relies on GPs and clinicians to take on many decision-making roles in 
CCGs. Merging CCGs with PCNs at the governance level means, for example, that GP 
partners with their own local practices are involved in decisions about whether funds 
should be invested in acute, community or primary care (e.g. for out of hours services, 
minor injuries cover, community nurses etc), and where services should be located. Many 
are uneasy at the potential for conflicts of interest. The new model cements the worst 
aspects of the existing system, in which clarity of accountability is already very poor.  
Do you agree that, other than mandatory participation of NHS bodies and Local 
Authorities, membership should be sufficiently permissive to allow systems to shape 
their own governance arrangements to best suit their populations needs? 
Strongly disagree  
 
comments or additional information  
a) The proposed reorganisation adds to the reliance on largely self-selecting decision 
makers, now potentially including private management consultants and private provider 
interests. We have seen how this has played out in the area of schools, with Multi 
Academy Trusts (quite legally) awarding contracts for educational services to companies 
run by their own Trustees.  
b) Local government will have limited scrutiny, although local government budgets e.g. for 
social care will be significantly impacted by decisions made at ICS level. Patient groups 
while nominally ‘consulted’ will have no real representation or power. In Devon we have 
seen public opinion being managed, manipulated, bypassed, and finally ignored in relation 



to every significant decision about NHS services, and we see nothing in these proposals to 
suggest that democratic accountability will be improved.  
c) The NHSE Health Systems Support Framework (HSSF) strongly prioritises financial savings 
over patient need. The HSSF is designed to implement systems of patient and data 
management such as those needed for insurance-based systems and population risk 
management, rather than to establish clinical priorities and local need. The majority of 
companies accredited through the HSSF are major corporates, including many involved in 
health insurance in the US and elsewhere. 
d) This approach is incompatible with what patients and communities want and need and 
with NHS founding principles and values. 
 
Do you agree, subject to appropriate safeguards and where appropriate, that services 
currently commissioned by NHSE should be either transferred or delegated to ICS 
bodies? 
Strongly disagree  
 
comments or additional information  
a) Specialist services require national commissioning in order to ensure consistent 
standards and best use of public funds across the NHS as a whole. The current pandemic 
makes clear that if we are to maintain and sustain a free national public health service, that 
service must function as a whole, with rational planning in the interests of the national 
population, and the capacity to cross-resource services in times of additional need. 
b) These proposals are silent on how significant NHS assets such as estates and patient 
data will be managed within and across ICSs. The 2012 Act allowed large swathes of NHS 
estates to be sold and new PFI contracts set up in their place. The Covid-19 pandemic has 
seen NHS patient data being made accessible to a range of corporate players. Neither is in 
the public interest. No part of the NHS should be transferred or delegated unless the future 
of these public assets, in the public interest, can be guaranteed. 
c) The proposals also have nothing to say about the NHS workforce. The NHS’ greatest 
asset it its staff, their skills, and their commitment to public service. Even before the 
current pandemic, morale was at a low ebb thanks to years of under-funding and under-
staffing. The  future of NHS services depends on coherent workforce planning, partnerships 
for healthcare education, and proper pay and conditions for healthcare workers. These can 
only be assured in a fully integrated system, with funding secured from general taxation. 

 


