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Abstract 

Disease trends, current financial challenges and a drive for integrated care all influence how primary 
care providers in England are thinking about how they organise and deliver services. Recent 
commissioning responsibilities and provider reforms demonstrate that there is even more pressure to 
consider novel ways of organising and delivering more efficient services . In many areas, this is leading 
general practitioners (GPs) to come together into larger groups to organise care across a wider locality, 
and build relationships with other providers in the community and secondary care. 

One important question is how the increasingly complex contractual environment supports and/or 
inhibits these ambitions. This paper draws on national and expert stakeholder interviews and case 
studies of four primary care “regions” to highlight the ongoing challenges and opportunities afforded by 
these contracting mechanisms. 

Some providers are working to the maximum boundaries of the core GP contract, and developing novel 
contractual mechanisms (such as prime provider models and alliance contracting) to support a more 
integrated approach and work collaboratively across larger groups of GP practices. 

However, the increasingly complex contractual framework could present a navigational challenge to 
providers, ill equipped to operate with the necessary level of legal, governance and performance-
management expertise. Operating within this changing contractual environment may be challenging 
enough for individual GP practices and other primary care providers, and considering more integrated 
contractual options may simply be out of the question at the moment. 

Dissatisfaction with elements of the core GP contract, and its implementation, does stand in the way of 
some ambitions that GPs have for the way they organise and deliver care. These barriers might be real 
or they might be perceived - in either case, NHS England (as contract holder) has a role to play in 
unpicking GPs’ concerns and clarifying the precise nature and location of the blockages that do exist. 

Within these and other contracts mechanisms, there was increasing enthusiasm for outcome-based 
measures and risk sharing. Building outcome measures into new tenders and contracts is also likely to 
prompt providers to realise that such outcomes are more achievable by working in partnership. 

Although perhaps beyond the current level of confidence of many providers at the moment, risk sharing 
across providers would be a potential progression for contracts (and their terms) that are designed to 
support greater collaboration. Experiments with populated-based, capitated budgets (in shadow form or 
in isolated areas) may pave the way for future and more radical reform in this area. 

Introduction 

Over time, we have seen primary care in England expanding as GPs take on an increasingly central role 
in prevention, chronic disease management and population health. Further, the way primary care is 
organised is changing - single-handed practices are operating alongside a growing number of larger 
‘networks’ of practices, with various legal, structural and financial configurations. 

Emergent and future models of primary care focus on organising and delivering care at scale, through 
larger groupings of providers and/or practices. The assumption is that scale offers infrastructure 
efficiencies and streamlines care through increased access to a range of providers. These emergent 
interdependencies indicate there is a need to build both structures and processes to coordinate this 
decision-making and monitor and ensure the performance of the integrated entity (Goodwin et al 2011). 
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This paper considers how current contracting arrangements for GPs in England both inhibit and support 
the development of new models of primary care, which provide greater incentives to operate at scale, 
take risk and deliver integrated care. 

Providing and organising primary care 

GPs in England are considered to have a unique understanding of the range of local health and social 
care provision, and the needs of their local patient population. The Health and Social Care Act of 2012 
further sought to increase GP involvement in shaping and commissioning local services through the 
introduction of clinical commissioning groups (CCGs). From April 2013, CCGs were granted responsibility 
for commissioning community and secondary care for their defined local population, and an obligation 
to support quality improvement in general practice (Naylor et al, 2013). All general practices are legally 
required to be a member of a CCG. 

On the provider side, recent reform efforts in England have been driven by an ambition to reduce 
unjustified variations in the quality of care provided across general practice, and ensure more consistent 
and standardised care across the country. Primary care is seen as the linchpin of efforts to reduce 
unnecessary hospital admissions and emergency attendances. Access to quality primary care is vital for 
meeting this objective (Goodwin et al 2011). 

Emergent commissioning responsibilities and provider reforms demonstrate that there is even more 
pressure to consider novel ways of organising and delivering more efficient services. In their dual role as 
providers and commissioners, GPs will also be required to take on a more strategic function in their 
community. GPs are changing the way they deliver and organise services to meet these increasing 
demands and deal with the growing complexity of care (Goodwin et al 2011). In many areas, this is 
leading GPs to come together into larger groups to organise care across a wider locality, and build 
relationships with other providers in the community and secondary care. 

The case for change: integration and scale 

Emergent and future models of primary care in England focus on organising and delivering care at scale, 
through larger groupings of providers and/or practices (Thorlby et al 2012). GPs are increasingly working 
together with varying levels of formality - establishing shared legal structures, sharing premises, pooling 
resources and back-office functions, or sharing knowledge and expertise through learning 
collaboratives. The assumption is that organising primary care at scale offers infrastructure efficiencies 
and streamlines patient care through increased access to a range of providers. 

Early evidence suggests that some of these organisational developments are associated with 
improvements in service delivery (Ham et al 2011). The intention is that operating at scale in this 
manner has the potential to impact on service delivery and quality of care, allowing providers to 
improve communication, undertake appropriate triage and referral, identify medical and social risk 
factors, and take appropriate action for ongoing medical management. 

Along with the rest of the health care system, primary care is evolving to meet changing population 
demands and deliver efficient care within ever-tightening financial constraints. In general, such 
evolution is based on a premise of integration and scale. Primary care practices are increasingly working 
in partnership to deliver care, and are establishing formal structures to support this integration. 

Prime provider models, super partnerships, polyclinics, alliances, clinical networks and GP federations 
are all models being considered in England, to support primary care to operate at scale and organise 
care across a range of providers (Smith et al 2013). The degree of formality is variable, with considerable 
differences in established governance and legal structures to underpin the organisational framework. 
There is a limited evidence-base to suggest the success or otherwise of these organisational models. In 
fact, their variability across England - and adaptation to local contexts - indicates that such a comparison 
on organisational structure alone might be futile. It is likely that organisational structures will evolve 
over time, to best meet the needs of the local population and the associated composition of providers. 
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In reality, these organisational models in themselves do not describe a coherent and replicable set of 
characteristics. For example, previous research on polyclinics1

Most recently, NHS England has launched a “call to action” on the development of primary care. This 
examination acknowledges the central role of primary care in the delivery of health care, and seeks to 
consult GPs, other providers and wider stakeholders regarding the future development of primary care 
services. NHS England is seeking input on how they can most appropriately support GPs and primary 
care providers in the development of services and new ways of working, particularly in relation to 
national contracting frameworks (see 

 had difficulty identifying self-defined 
polyclinics in practice (Imison et al 2008). It is unlikely there will be a single model that meets the needs 
of all localities. Rather, these models all represent attempts to transform the local organisation of care, 
on the premise that scale improves service delivery and quality. 

http://www.england.nhs.uk/ourwork/com-dev/igp-cta/). 

This policy context demonstrates the ambition to deliver and organise primary care in novel ways across 
England. There are already many examples of such innovations across the country. One important 
question is how the increasingly complex contractual environment supports and/or inhibits these 
ambitions. This paper draws on national and expert stakeholder interviews and case studies of four 
primary care “regions” to highlight the ongoing challenges and opportunities afforded by these 
contracting mechanisms. 

We set out how the policy framework, commissioning and contracting arrangements need to change to 
enable and support the development of new models of general practice and more integrated primary 
care. Whilst these findings are of particular relevance to primary care providers, they also present a 
challenge for national bodies involved in structural reconfiguration and contracting, such as NHS 
England, professional associations and the Department of Health. 

We will firstly describe the overarching contracting framework. 

Primary care contracting framework 

There are a variety of ways that GPs and GP practices can receive payment for delivering services - 
through their core GP contract in the delivery of essential services, for delivering enhanced services 
(locally and/or nationally contracted) and for additional locally commissioned services. We will describe 
these different contracting mechanisms, before illustrating how GPs and others working in primary care 
are working within this context to organise integrated primary care at scale. 

Contracting for essential services: The core GP contract 

The core GP contract is at the centre of this payment structure. There are three main types of core GP 
contract that GPs hold, which can be held by different configurations of individuals and groups of 
practitioners - GMS, PMS  and A-PMS. 

• General Medical Service (GMS): This is a nationally agreed contract, negotiated by the British 
Medical Association and the Department of Health, which stipulates “essential services” which must 
be provided, and establishes payment amounts. The contract is managed locally by the Local Area 
Team (LAT) of the NHS Commissioning Board ("NHS England"). The terms of the contract can be re-
negotiated nationally (by the British Medical Association and NHS England), although no changes 
could be made which would contradict a provision of the regulations without a prior change in those 
regulations. 

• Personal Medical Services (PMS): Whilst GMS contracts are negotiated nationally, PMS and S-PMS 
contracts were first piloted by the Department of Health in 1998 as a means of enabling more 
flexible, locally negotiated contracts (Gravelle and Hann 2006, cited in Moris et al 2011). The 
content (eg. the “essential services”) and the value of PMS and S-PMS contracts are negotiated 
locally by practices and LATs. A variant of the PMS contract is PMS Plus, which enables further 
service developments in the practice. Although contracts are typically for 25 years, NHS England can 

                                                   
1 A model of health care, where primary, community and secondary care services are co-located on a single 
premises. 

http://www.england.nhs.uk/ourwork/com-dev/igp-cta/�
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legally terminate the contracts with a six-month notice period, whether or not there has been any 
contract breach. 

• Alternative Provider Medical Services (A-PMS): A-PMS contracts are less prescriptive than GMS or 
PMS. These are locally agreed and locally managed with no requirement for essential or core 
services. A-PMS contracts can be held by the widest group of “alternative” providers (eg. such as a 
private company or social enterprise) and there are much less stringent requirements about the 
nature of the provider holding the contract. However A-PMS contracts are not prolific in practice. 
When introduced, these contracts were seen as an opportunity for commissioners to radically 
change the make-up of primary care provision in local areas. In reality, Walsh et al (2007) found that 
the majority of the A-PMS contracts were taken up by entrepreneurial GPs moving into different 
localities, rather than stimulating the emergence of new types of providers. 

Contracting for additional services 

Enhanced Services 

Payments for additional services commissioned on top of the essential services set out in the core 
contract are made through enhanced services contracts. There are currently two main kinds: Directed 
Enhanced Services (DES) and Local Enhanced Services (LES). 

NHS England is legally required to commission DES providers for local areas. Current DES payments link 
to extended hours provision, offering minor surgery, and providing essential services to individuals 
struck off registration lists for acts or threats of violence. NHS England can choose to delegate 
responsibility for commissioning these services to CCGs (NHS England 2013).The opportunity to provide 
these services has to be offered to GMS and PMS practices in the first instance; alternative providers can 
then be sought if the service is not commissioned. 

Alternatively, LESs were schemes that were agreed locally between local commissioners and GP 
providers to reflect local needs and priorities. LES schemes are being permitted to continue (transferred 
to CCGs acting on behalf of NHS England) in 2013-14, with new arrangements expected to commence 
from April 2014. Guidance from NHS England indicates that CCGs can commission any services 
considered necessary to meet the needs of their local population, including primary care that is outside 
of the terms of the core GP contract. NHS England further suggests that CCGs will need to consider 
guidance on managing the potential associated conflict of interest with GPs as both providers and 
commissioners of care (NHS England 2013). 

QOF and the Quality Premium 

The Quality and Outcomes Framework (QOF) is a voluntary incentive scheme for GP practices, providing 
financial rewards on the condition of meeting various indicators. It was introduced as part of the revised 
GMS contract in April 2004, and replaced other fee arrangements for GPs. Most practices on GMS 
contracts, as well as many on PMS contracts, take part in QOF. 

Additionally, CCGs will be eligible for additional funding from NHS England in the form of ‘quality 
premium’ from NHS England if improvements are achieved in their area against four nationally-
stipulated and three locally-selected indicators. The CCG must use the premium to improve patient 
outcomes, either by commissioning new services or devising local incentive schemes to encourage 
providers to reach improvement targets (see NHS England 2013).  

This section has highlighted the complex contracting framework in which GPs are operating. Through 
this paper, we investigate how supportive or inhibitive this overall contracting framework is for 
achieving the ambitions of scale and integration outlined earlier. 

Methodology 

We undertook a series of expert and national stakeholder interviews, as well as four detailed case 
studies of primary care localities from across England. These cases all represent localities, compromised 
of multiple GP practices working together in some kind of collaborative framework. These four sites are 
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anonymised, and instead referred to throughout with a pseudonym A, B, C or D. Direct quotes from 
individual interviewees are referred to by their job categorisation and case site pseudonym. 

The case studies were selected to represent regions undertaking efforts to integrate primary care 
services and/or reconfigure how primary care is organised at scale. These cases are not intended to be 
otherwise representative, nor provide a comparable geographical size, structure or population casemix. 
Rather, the sites were purposively chosen as illustrative of novel organisational delivery and change. The 
intention was that stakeholders in these case study sites would have capacity to adequately reflect on 
the contracting framework and other considerations associated with their reform efforts. 

These illustrative case studies were identified and chosen through the knowledge of the King’s Fund 
team, as well as consultation with national and expert stakeholder interviewees. The cases (and their 
interviewees) and other national and expert stakeholders are all anonymised. 

Thirty-eight interviews were conducted for the entire study - 17 within the case studies, 16 national and 
expert stakeholder interviews and five with other primary care providers. Seventeen interviewees within 
the case study sites were identified through consultation with the individual acting as the key access 
point. The range and number of interviewees in each site differed, as we sought to engage with the key 
people involved in the contracting and organisational development. Table 1 provides an overview of the 
range of interviewees within the case study sites. 

Table 1. Case Study Interviewees 

Interviewee Type Number 

GP 7 

GP with a significant CCG role 1 

Practice Manager or other provider management role 4 

Senior CCG manager (non-clinical) 3 

Other primary care representatives (clinical) 2 

Total 17 

The 16 national and expert interviewees were drawn from a range of different organisations - including 
NHS England, Department of Health, national organisations representing providers (particularly GPs), 
legal firms, consultancies and independent consultants. We also spoke to five GPs and strategic leaders 
from other localities, identified as using contracting mechanisms in innovative ways or where our case 
studies exposed a gap in our understanding of specific contractual issues (eg. A-PMS contracts or 
enhanced services). These interviews were largely undertaken for background information, but we have 
highlighted where we have drawn on them to illustrate particular points in the presentation of the 
empirical findings. 

We draw on these interviews with local and national stakeholders, with an additional in-depth focus on 
four regions that have been actively working towards a more integrated approach to organising primary 
care services. We consider how local primary care providers are currently working within this overall 
framework, what they see as the ongoing challenges, and how the system might adapt to better support 
the delivery of primary care into the future. 

Research findings: The primary care contracting framework in practice 

The organisational developments described by our case study sites were largely based on a premise of 
delivering more integrated care to local communities across England. It has been well-documented in 
the media and policy debates (NHS England 2013; West 2013) that GPs have an increasing workload and 
the nature of their work has changed over time. GPs are undertaking more responsibilities outside of 
the core GP contract, through enhanced service contracts or tendering for other locally-commissioned 
services.  At a local level, providers were predominantly driven by a desire to improve patient outcomes 
and save money through pooling resources. 
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In all cases, recent developments centred on an objective to operate in larger primary care groups 
(either formally or loosely), and /or to work more closely with other providers across the health and 
social care systems. These objectives required at least some consideration of the organisation of 
services, and associated governance structures. The four case studies presented here resembled what 
we already know about the organisation of primary care (as described in the introductory section) - that 
there are a multitude of organisational forms and governance structures emerging, that are evolving 
over time. No two look alike, but are instead most successful when they reflect the needs and ambitions 
of the local population of providers and patients. Structurally, the four sites involved in this project 
could generally be described as: 

• Case Study A: GP Federation (formal collaboration - Limited Liability Company) 

• Case Study B: loose delivery-based relationships (no formal or legal structures) 

• Case Study C: network of networks model (some formal collaborations, ie. some networks have 
formed Community Interest Companies) 

• Cases Study D: geographical localities bounded into collaborations (no formal or legal structures) 

The earlier parts of this paper described the national contracting framework, and explained the different 
types of core GP contract. The following section illustrates GPs’ perceptions of the overall contracting 
framework within which they are operating. We consider the flexibilities and constraints of this context, 
starting with the core GP contract. 

Contracting for essential services: The GP contract 

Within each of the locality case studies, different practices held different types of core contract. The 
majority of practices held a GMS, PMS or PMS Plus contract. None of the practices in the case study sites 
were identified as holding an A-PMS contract. It was through discussions regarding the core GP contract 
where there were the greatest variations in feedback. Many GPs spoke of their dissatisfaction with the 
current contract, particularly regarding workload requirements, income pressures, invariable funding 
across practices and inflexibilities for innovation. 

“Under the very old contract, the more you wanted, the more staff you wanted, the more funding you 
got, etc., and then it was completely screwed down in the last version of the contract” (GP with CCG 
role, Site D) 

Compounding these concerns, these GPs also voiced anxieties regarding rumours of a potential new 
contract. Despite dissatisfaction with the current core contract, there was little optimism that a new 
contract would overcome their concerns. Some practices felt vulnerable because of a feared income 
reduction alongside further workload increases. Consequently, some providers are considering 
alternative organisational and delivery options and ways of maximising their income. 

Alongside workload and income concerns, the GPs involved in this study feared that a new core GP 
contract would be even more rigid and uniform, offering less flexibility at a local level. GPs found this 
potential standardisation to be de-motivating - with fears of a tightened budget, more box ticking and 
less personalised contractual alternatives.  

Some GP leaders had used this pessimism to their advantage - establishing unity across GPs in their local 
region, building an organised critical mass that would have greater influence over contract development 
and negotiation. A GP in Case Site A confessed that the vulnerabilities of the current and potential 
future GP contract is one of the main reasons they have been able to organise their GPs locally. 

“The new GP contract is a bad bit of legislation, a bad bit of contracting by the Department of Health 
for GPs. But it’s actually driven them all into my fold. They, therefore, need to come in order to keep 
their practices stable because we can’t operate in debt” (GP, Site A) 

There were various criticisms of the core GP contract - mostly that it is bureaucratic (particularly the 
GMS version), has undergone frequent renegotiations (PMS), and does not allow for sufficient 
innovation (PMS Plus). For example, leaders of the network model in Case Site C wanted to establish an 
overarching A-PMS contract (at a network level), on top of the GMS contracts that individual practices 
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held. However, there were various contractual and legal restrictions that hampered them from doing 
this, particularly around mergers and procurement rules. Instead, they were required to compromise on 
the legal structure they were intending to establish. 

In addition, any plans to innovate in a substantive way on the deliverables of the core GP contract 
needed to be negotiated with the LAT. Practices had variable experiences of managing this relationship. 
Some LATs were more flexible and supportive of what GPs were trying to achieve locally, whilst others 
were seen to be more uncertain about delegating freedoms to primary care providers given their own 
nascent responsibilities. Case Site D held the remoteness (geographically and managerially) of their LAT 
responsible for stifling innovation in their local area: 

“The national contract won’t work, but if we want to do something really innovative about a PMS 
type contract, how will we get into any meaningful negotiations?” (GP with a CCG role, Site D) 

Two practices held PMS Plus contracts (in Case Site A and B), describing their desire to deliver services 
“over and above the standard GP contract” as the main motivator for choosing to hold this particular 
type of core contract. These practices believed the PMS Plus contract to provide more flexibility, less 
bureaucracy and greater possibilities for integration. They were able to set local priorities and 
standards. In turn, this contract has helped practices to establish closer working relationships with 
community services (A) and secondary care (B). In Case Site A, the PMS Plus contract has enabled the 
practice to contract directly with community services, and community nurses are seconded to the 
practice. This arrangement is reported to be more efficient, cost-effective and provide better patient 
outcomes - whilst still supporting the community nurses to be part of the primary care team. 

However, those involved in Case Site A also found the core GP contract to be restrictive for achieving 
their ambitions around integration. They established the GP Federation as a structure for collaboration 
and delivering additional services to patients, as there were considered to be no workarounds in the 
current core GP contract to enable different ways of working. As such, the activities and ambitions of 
the GP Federation were entirely in addition to what was being delivered through the core contract: 

“The work that we’re doing as a Federation is completely and utterly separate to what we do under 
GMS or PMS – and there’s nothing really within that which helps us or provides anything in terms of 
anything beneficial, or negative. It’s just completely separate” (GP, Site A) 

Similarly, Case Site D reported that the financial entitlements of the GP contract are not necessarily 
aligned with improving patient experience and quality of care. The GP contract instead supports the 
delivery of “widgets” of work: 

“I don’t think the GP contract is helping us to change the conversation. I think it’s not necessarily 
going to stop us, but it doesn’t enable us – because it’s very much geared towards financial 
recompense” (CCG Manager, Site D) 

Alternatively, Case Site B reported that their practice used their PMS Plus contract to deliver extended 
primary care services and shift unnecessary care out of the acute setting. This practice focused on risk 
stratification and early intervention. However, there was only a limited dent in hospital spending as the 
contract did not enable them to focus in any more depth on prevention or population management. 
Whilst a PMS Plus contract had enabled them to start the journey, interviewees in this locality felt that a 
weighted capitated budget would enable them to make considerably more progress in managing the 
health of their population. A PMS Plus contract did not explicitly enable or incentivise innovation, but 
needed to be accompanied by a radically different payment mechanism. 

“The innovation happens despite the contracts, not because of the contracts and it is only the people 
who think outside of the contractual constraints that will be innovative. If we allow the contracts to 
be our sole driver for everything that we do, then we will keep doing what we’ve always done and get 
what we’ve always got” (GP, Site B) 

Despite these concerns, many providers and national stakeholders who were interviewed (from NHS 
England, legal firms, provider representative bodies and other primary care providers) spoke of the 
potential flexibilities of the core GP contract to support innovation and integration. Although there were 
some perceived restrictions of the GP contract, the majority of respondents felt that there was a 
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considerable amount of integration that could be achieved within the current contract framework - but 
what was required was a willingness to innovate, which was often lacking. 

National and other expert stakeholder interviewees (outside of the case study sites) were generally 
more positive about the core GP contract - acknowledging that there had been some dissatisfaction with 
its terms, but suggesting that many of the apparent restrictions that were troubling GPs were less 
constraining than they believed them to be. 

The chief executive of a GP Federation that holds an A-PMS contract (not one of the case study sites) 
described the contract as “liberating” rather than constraining in any way. The suggestion was that 
perceived restrictions arose because of a lack of understanding of the contract, herself admitting that 
she had until recently not actually read the contract in depth. Their advice was to carefully read and 
understand the contract, which will potentially alleviate some of the concerns regarding its limitations. 

Although not necessarily enabling an integrated approach, the core GP contract did not really have any 
explicit terms that stood in the way of innovative organisational models or delivery pathways. Case Site 
B reported that everything they had achieved had been done so within the boundaries of the core GP 
contract, stating that “we used it to our maximum”. Further, Case Site D reported that they could make 
a lot of progress “under the radar” as long as they were meeting their QOF obligations and reporting on 
the measures they were required to. However, it was acknowledged there was only so much that 
primary care providers could achieve through this “under the radar” approach. Typically, where 
providers were finding workarounds to the core GP contract, they had to do so in isolation from other 
providers. 

Interviewees from Case Site D further acknowledged it is difficult to understand or interact with the 
technicalities of the core GP contract. 

“I tended to think, coming from the outside, that a GP contract is a GP contract – but there is a 
difference between PMS and A-PMS which I still can’t fully get my head around. And even where there 
is a core GMS contract, the fact that some practices seem to get more resource than others for it is all 
weird and wonderful” (CCG Manager, Site D) 

Regardless of the specifics of the GP contract and its limitations (or otherwise), it is apparent that there 
is often an inadequate understanding of the detail or technicalities of the contract at a local level.  Both 
NHS England (and its local area teams) and GPs need to use future contract negotiations to ensure that 
the contract is clear, with transparent and measurable objectives. GPs sought a new contract that 
offered flexibility to allow teams to do different things in order to meet their local integration ambitions, 
with support (but not interference) from their LAT.  

Contracting for additional services 

Discussions around contracting for additional services fell into two categories - enhanced services 
(through LES and DES contracts), and tendering for local services directly commissioned by the CCG. This 
section will firstly discuss providers’ experiences and reactions to contracting for enhanced services. 

Enhanced services 

Delivering enhanced services was one of the tangible ways that primary care providers could see 
themselves establishing collaborations across practices. Within the case study sites, practices were 
reportedly realising the challenges of delivering the requirements of the LES and DES contracts in 
isolation, and this served as a motivation to work together to provide contract deliverables. One site (D) 
did mention that the practices do not all know yet how to work together in a tangible way. One GP 
described attempts to collaborate to deliver on enhanced services contracts as like “a flotilla of little 
boats, going in different directions and they can’t really quite work out ‘how do we all get onto a bigger 
boat and it might be more effective than us all rowing?’” Nevertheless, this is where much of the activity 
around integration is occurring. 

Uptake of LES and DES contracts is voluntary, and thus variable within and across the case study sites. 
One site (A) reported that only a third of their practices were taking up enhanced service contracts. 
Practices signed up for various enhanced services if they believed there to be a patient benefit and 
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whether they could afford to deliver it. In reality, some of the practices might have needed to take on 
more staff to deliver the service, and practices were reportedly unlikely to do this given the short period 
of the service contracts. Larger practices, with greater infrastructure, generally had greater capacity to 
take on these contracts. Smaller practices were typically not in such a strong position to sign up 
independently to provide these enhanced services - but had great concerns about other providers 
(particularly private sector providers) instead delivering these services for their patient population. 

Alternatively, case site D alleged that the majority of practices in their region had signed up for many of 
the available enhanced service contracts, without considering whether they really had the capacity. 

“On Monday I signed, how many did I sign?  Ten separate ones [LES contracts], and that’s not all of 
them. So I just signed 10 and we said ‘Oh yes, we’ll carry on doing all these’” (GP with CCG role, Site D) 

Both approaches generated their own challenges. Case Site A reported that variable uptake of LES and 
DES contracts across practices in their region was creating a two-tiered system for patients, with 
inequitable access to enhanced services across the area. Case Site B also reported that taking on LES or 
DES contracts was a risk - practices needed to consider the resources required to deliver the extra 
services, and whether it was worth the risk for the payment they receive. Practices in Site B were more 
likely to take on the risk if it was within a long-term contract, which would enable them to confidently 
recruit extra staff. However, the majority of LES and DES contracts are allocated on a yearly basis. 

On the other hand, the approach described in Case Site D had generated a series of disjointed services, 
as there was no coherent or strategic plan for delivery across the region. Enhanced service contracts 
were described as a “sweetie shop”, where providers signed up for everything and then “stick their hand 
out” [for payment]. Some interviewees in Site D felt that some GPs saw LES and DES contracts (and the 
additional income that accompanied them) as an entitlement, rather than something that is required for 
strategic planning and resource commitment. 

This sentiment was starting to change. LES and DES contracts were increasingly seen as an opportunity 
for GPs to work in partnership. Case Site A saw such collaboration as an opportunity to involve smaller 
practices in the delivery of enhanced services. The GP Federation provided a platform for this 
collaboration and enabled “the strong to support the weak”. The Federation provided an infrastructure 
to allow these services to be delivered and managed in a more equitable way across the region. 

Similarly, Case Site D saw collaboration as necessary to manage cohesive delivery across the region. 

“...the brighter ones amongst them start to work out ‘Well if we do it all together it’ll be much better, 
we’ve got far more chance of hitting our own individual outcomes if we work with the others and 
work out how to do it together”. (GP, Site D) 

In this sense, enhanced service contracts could be considered as a driver of collaboration across primary 
care providers. Somewhat inadvertently, the confusion and incoherent nature of this contracting 
created instability and uncertainty (in different ways) across providers - threats of competition, fears of 
missing out on income, anxieties of losing control of their patient population to other providers, dangers 
of not having the capacity to deliver on service contracts. These results illustrate how providers have 
been consequently coming together to manage these anxieties. 

Additional and tendered services 

In addition to the core GP contract and enhanced service contracts detailed above, primary care 
providers were also bidding to provide additional locally commissioned services. These contracts were 
typically tendered by the CCG for the delivery of care for a whole disease area (diabetes or dementia) or 
client group (frail elderly). It is in this area where the greatest innovations around collaborative contract 
development could be seen. 

One of the concerns regarding primary care providers bidding for these locally tendered services was 
the apparent conflict of interest brought about by GPs acting as both purchasers and providers of care. 
Some interviewees spoke of their dissatisfaction with how the evolution of the recent health reforms 
had generated this conflict. In the original iteration of the reforms in the White Paper (Department of 
Health 2010), GPs felt that the reforms matched their own ambitions – to give GPs greater control over 
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the organisation and delivery of health care for their local population. However, the eventual legislation 
as defined in the Health and Social Care Act placed a greater emphasis on GPs as commissioners, and 
had the potential to limit their role in delivery because of concerns around conflict and competition. 

While these concerns regarding conflict of interest have created an uncertain environment at a local 
level, some sites were beginning to consider how they might use innovative contractual mechanisms to 
meet their objectives as providers. To work around this potential conflict, primary care providers were 
establishing new contractual mechanisms and working with providers outside of general practice to 
establish and deliver on these contracts. Prime provider models and alliance contracting were the two 
most commonly discussed contractual levers - in theory perhaps more than in practice. 

Case Site A had the most explicit contractual approach to delivering tendered services - through a prime 
provider model. Through this model, another local organisation bid for contracts from the CCG and then 
sub-contracted particular aspects to the GP Federation. This approach worked to avoid any conflict of 
interest in the tendering process, where GPs as commissioners would instead be considering a bid from 
another provider instead of themselves. Case Site A is part of a prime provider model for delivery of 
dementia services, where the mental health trust is the prime provider. And in future planned bids for 
trauma and orthopaedic services, the acute trust will act as the prime provider. 

Providers in Case Site A – and GPs from other case study sites – were in agreement that the apparent 
conflict does not need to be a barrier to participating in a prime provider model for delivery of 
additional services. Rather, the CCG firstly needs to clearly demonstrate that what they are tendering for 
is over and above the requirements of the core GP contract. Secondly, GPs should declare their interest 
at the tendering stage, and remove themselves from the decision-making process. This transparency, 
alongside clear CCG governance arrangements, should be sufficient for ensuring GPs are not able to 
unfairly favour their own (or other) providers in this tendering process. 

The prime provider approach seen in Case Site A does mean that the prime provider is ultimately 
responsible for meeting the deliverables of the contract. As such, these deliverables need to be 
replicated in the sub-contracts between the prime provider and the primary care provider (in the Case 
Site A example, the Federation) and then passed down to the practice level. Otherwise a considerable 
amount of contractual risk is loaded onto the prime provider. Providers in Case Site A were adamant 
that the deliverables needed to be replicated all the way through the contracting mechanism, in order 
to ensure appropriate governance and assure patient safety. 

This replication of deliverables throughout the chain of all of those responsible for providing services 
operates to safeguard the delivery of services, with all contractors and sub-contractors taking the 
appropriate accountability for delivery. Ultimately, if the model is to work successfully then the prime 
provider is accountable to the CCG, the Federation (and other providers) is accountable to the prime 
provider, and if practices do not deliver then they are accountable to the Federation. 

Other case study sites and national expert stakeholders felt that a prime provider model had some 
possible limitations. This model generates a potentially complex contractual model, with various sub-
contractual arrangements. Such a model shifts the responsibility for designing local provision away from 
the CCG and on to the prime provider. The prime provider is then ultimately responsible for the 
coordination and performance of all those it sub-contracts with, which requires a sophisticated 
accountability framework and performance monitoring matrix. Designing a local delivery pathway, 
negotiating sub-contracts with all other providers, and developing an accountability framework might 
be beyond the current ability or capacity of many local providers. Some questioned whether the prime 
provider model might be deliberately employed by commissioners to shift these coordination 
responsibilities away from CCGs and on to a single provider. In order to manage all this risk, the prime 
provider is likely to build in additional costs to the original contract – and it could therefore be 
considerably expensive to the commissioner. 

Alternatively, many local providers and national experts discussed the potential merits of alliance 
contracting, although none were actually seen in practice in the case study sites. The intention is that 
the commissioner holds a single contract with an alliance of providers. 
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Alliance contracting offers an option that commissioners might be more comfortable with. For instance, 
a CCG might have concerns regarding certain attributes of a proposed prime provider - the skills of a 
mental health trust or the size of a third sector provider. However, an alliance contract provides the 
option of joining their skills together in a model where they are held mutually accountable. This shared 
dependency might be more attractive to commissioners and “easier to pitch”. 

Alliance contracts made more sense to some interviewees. A prime provider model shifts the 
responsibility for collaboration onto a single provider. One interviewee (D) questioned whether a single 
provider would be able to change the behaviour of secondary care colleagues, when commissioners 
have had limited success in doing so (particularly if financial flows to the hospital are still based on 
payment by results). Further, if the prime provider is actually the secondary care provider there were 
concerns that they could operate to their own self-interest in order to maintain acute care activity and 
their financial survival. There was scepticism that a prime provider model might have some short-term 
impact, but would not fundamentally change behaviour or generate innovation – it will only result in the 
current business model becoming more efficient. 

The apparent interest in alliance contracting seemed to be because of this risk-sharing element. 
Providers are more invested in collaboration and the model might provide a more stable platform for 
delivery. All providers are incentivised to deliver and collaborate through their mutual accountability. 
Sharing risk in this manner is intended to motivate providers to work together to ensure performance 
across the entire alliance. 

Whereas contract managers in a CCG might prefer a prime provider model – where they have a single, 
simpler contract to manage – CCG commissioners may be more generally comfortable with an alliance 
contract where there is shared dependency and risk is not all backed in to a single provider. 

Risk sharing and accountability for outcomes 

Ultimately much of this innovation in primary care is being driven by a greater focus on outcomes, 
shifting responsibility for achieving these outcomes onto providers, and then sharing this responsibility 
(or risk) across individuals and provider organisations. Traditionally, contractual models are geared 
towards recompense on the basis of outputs rather than outcomes. The intention is that providers have 
“skin in the game”, meaning that part of their income will be dependent upon successful collaborations. 

The prime provider model transfers some of the risk on to providers – the CCG sets out specifications 
and uses the contract to assure delivery. The sub-contracts function to establish how GP practices and 
other providers deliver on the agreed outcomes. The prime provider then holds back the payment until 
these outcomes have been delivered. Alliance contracting operates in a similar way, except that the 
commissioners negotiate outcomes and delivers performance payments directly to the entire “alliance”. 

There are also other ways of managing and sharing this risk across providers. Case Site C was using their 
QOF payments in innovative ways in order to promote greater partnership working across GP practices. 
Through mutual agreement, a portion of the QOF payment was held back from practices, dependent 
upon meeting the target measures. Further, these practices were geographically divided into networks 
of practices and the entire network must achieve the target in order for the payment to be released. 

Initially 70% (now reduced to 60% - increasing the “risk” as the networks have become more stable) of 
the QOF payment is given to practices up front in order to pay for infrastructure costs and care delivery. 
The remainder is held back, payable on achievement of the required standard on the QOF measures 
across the network providers. 

“In reality what that meant was if you collectively hit your targets you got the payment, but if, as a 
consequence of someone else in your network dragging your average down, none of you got a 
payment” (CCG Manager, Site C) 

The objective is that this shared risk motivates providers to work collaboratively to improve 
performance across the entire network. This approach intends to generate greater innovation, with 
providers developing novel (or at least effective) ways of working across the region to meet 
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performance targets. Providers not meeting the required standard will be subject to greater peer 
pressure to perform through this shared accountability approach. 

Case Site C consider themselves to have a solid platform of primary care delivery – with the core GP 
contract, other national drivers and their local approach to sharing risk and establishing an outcome-
based focus. This has largely been driven through flexibility and trust on the commissioning side, setting 
out innovative processes, agreeing outcomes and calling on providers to design the delivery system. 
Commissioners have granted freedoms to providers, who they consider better able to see the gaps in 
service specifications. Collaborative models of delivery are central to this model. 

“Having the expertise over more than one practice is quite an attractive solution for a commissioner if 
you’re working to a wider contract, because you’ve got a combined wealth of knowledge, risk, clinical 
delivery opportunities of four or five combined practices as opposed to putting all your eggs in one 
basket” (CCG Manger, Site C) 

Outcome-based commissioning and risk sharing were considered to be more successful if accompanied 
by a weighted capitated budget. A capitated budget would make the risk more “real”, necessitating that 
services are delivered within a fixed overall budget and prompting providers to consider more 
innovative ways of managing the health of their population in order to minimise the financial risk. Many 
providers and national expert stakeholders spoke of aspirations to operate more like an Accountable 
Care Organisation in the US (see Addicott 2012 for a more detailed description of ACOs): 

“Once that [an ACO model] happens I’ll embrace it with open arms and I’ll take a risk with the 
provider side of it, I’ll take a risk with the staff, I’ll take a risk with who I employ – because I know I’ve 
got a longstanding contract for a weighted, capitated, list-based budget” (GP, Site B) 

Despite the existing experiments with sharing risk – through a prime provider model (A) and pooling 
QOF payments (C) – there was variable appetite for taking on any substantial shared risk across 
providers. One interviewee from Site D suggested that such risk sharing required a “leap of faith” – for 
both GPs as providers and the LAT to support this approach. This leap of faith might be at a level that 
some providers are currently unprepared for. For example, in Case Site D a group of GP practices is 
planning to move onto a single premises and there is a fear across the practices that a “domino effect” 
will occur if practices begin to get nervous about such shared risk and accountability and then choose to 
withdraw from the plans. Seeing other providers’ nervousness and withdrawal, increases the potential 
risk for remaining providers - increasing the likelihood that they will also withdraw. 

Further, as many GPs are self-employed and paid in a different way than hospitals, hospital employees 
and other provider types, suggesting that “risk” might mean different things to different providers. This 
presents a potential barrier to the development of alliance contracting and other attempts to share risk 
across different provider groups. Common outcomes, payment models and a proportionate degree of 
risk allocation are vital for ensuring the success of these collaborative contracting arrangements. 

Nevertheless, risk sharing and pooling resources in this manner could potentially offer an attractive 
alternative to commissioners. Spreading expertise across providers, within a single contract, generates 
the potential for improvements in clinical delivery and increased financial efficiencies. The risk is 
consequently lessened for commissioners, and instead spread across providers. If providers have greater 
“skin in the game” then it is likely they will increasingly focus their efforts on innovation, collaboration 
and improving quality of care. 

This section has highlighted primary care providers’ experience and aspirations for the overall 
contracting framework - suggesting how they are using the core GP contract, enhanced service 
contracts, and locally commissioned services to work together and collaborate with other provider 
groups. Despite this enthusiasm, there are a number of limitations that stand in the way of their ability 
to make significant progress. 
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Challenges to reform 

Payment models 

Variable payment models for health services in England potentially stand in the way of radical shifts in 
delivery or more formal collaborations across different provider groups. Interviewees reported a 
number of barriers to collaboration. Bundled tariffs make it difficult to extrapolate a portion to be 
allocated to sub-contracted providers. Block contracts discourage innovation. Social care is means-
tested while health care is free at the point of delivery, which continues to reinforce a divide between 
access to different types of care. Incentivising outcomes through different contractual mechanisms and 
QOF for example, could mean that providers are paid twice for achieving the same outcomes. 

Innovations based on shifting care into the community present a challenge to acute providers and 
others reimbursed through activity-based payment mechanisms. One interviewee described current 
attempts to engage hospitals as “a bit like turkeys voting for Christmas”. Hospitals (and commissioners) 
will need to fundamentally reconsider their business model in order for sustainable integration to occur. 
One interviewee in Case Site D suggested that the current payment model has extremes – payment by 
results in the acute setting “which encourages activity” and block contracts for community services 
“which don’t encourage anything”. 

Most of those interviewed were in support of capitated population-based budgets, as a means of 
incentivising more preventive care. However, many providers seemed a long way from holding the 
capacity, expertise and/or confidence required to manage this type of budget. A phased, and supported, 
approach would enable providers to build the necessary skills to successfully manage and deliver care 
for their population in this manner. 

Structural instability 

Interviewees reported that national and regional restructures have had a negative impact on their 
attempts to integrate and reorganise primary care services. These restructures have caused substantial 
upheaval and uncertainty. 

Recent government reforms have generated further instability, with different accountabilities and 
funding streams through central government, local authorities and CCGs. Some of these funding streams 
are under considerable financial pressure. Further, providers felt that primary care is now quite 
removed from public health (the responsibility of local authorities) which could have a significant impact 
on attempts to organise and deliver services with a population-health focus. 

There were some concerns expressed that a number of LATs do not have a comprehensive 
understanding of primary care or ambitions around integration. LATs, as emergent and unstable 
organisations themselves, were seen to be currently unable to manage the flexibility and innovation 
necessary for primary care to evolve - with their nervousness instead supporting a “one size fits all 
model” that limits innovation. Each practice and locality is subtly different enough to mean that such a 
one size fits all approach will be ineffective. 

Conflict of interest 

As discussed throughout the report, many interviewees spoke of the emergent conflict of interest 
between GPs as both providers and commissioners of care. Such concerns were playing out in areas 
where GPs (as commissioners) were reportedly trying to keep the organisation and delivery of some 
services “under the radar”, rather than opening them up for competitive tendering. GPs in some regions 
(particularly more rural localities) were in a more powerful position to do this, particularly relying on a 
lack of local competition and the influence they held through managing a registered list of patients. 

“It’s a very powerful argument in saying ‘Well for most of these things you can’t really test them’, and 
you just write your spec in such a way that nobody apart from a GP practice could do it.” (GP with 
CCG role, Site D) 
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There were some concerns in other regions that this apparent conflict of interest could actually stand in 
the way of attempts to organise and deliver more integrated care, with GPs excluded from opportunities 
to bid to deliver particular services. 

In general, providers were frustrated with continued concerns regarding conflict of interest, suggesting 
that such conflicts are inherent in all relationships across the health care system. Providers and 
commissioners simply need to manage these concerns with transparency, rather than letting them 
paralyse the system. When examining tenders, commissioners need to be clear what the outcomes and 
benefits are for the population and patients, rather than the personal gain for providers. Interviewees 
also felt that providers had to take responsibility for demonstrating that investing in community and 
primary care is a sensible and cost-effective approach: 

“I think it is incumbent upon us to demonstrate that that investment hasn’t translated into profits for 
GPs and no demonstrable benefit to patients” (CCG Manager, Site D) 

Provider engagement 

Despite the successes reported in the case studies presented here, there have been ongoing challenges 
to engage providers, including GPs, in attempts to integrate and organise services in different ways. 
Case Site A reported that there were continual tensions between a risk averse commissioning and 
provider environment, and the aspirations of more forward-thinking leaders. 

These models were established on the foundation of innovative leadership, and a commitment to invest 
time and resources into their development. There will be challenges in replicating these models in other 
areas if a similar commitment is not present. The concern is whether other areas have the resource that 
is needed to support a more collaborative structure, on top of their existing day-to-day clinical work. 

Having the time to think innovatively was considered one of the main challenges to considering different 
ways of working. Difficulties in engaging providers may not necessarily be a result of deliberate 
reluctance or sensitivity to financial implications. Rather, the well-documented pressures on GPs and 
primary care generally, demonstrate the difficulties in finding the space to develop new relationships, 
undertake the preparatory work to operate in a different way, and then manage the implementation 
process. Despite the potential long-term benefits of working at scale and in collaboration, the initial 
investment of time and resource may be prohibitive for many providers across the country. 

The preceding sections have described how providers are working within the current contractual 
framework to organise and deliver more integrated primary care. We have reflected on the enablers 
and limitations of the contractual framework, and the associated challenges to achieving significant 
reform. We will now draw some conclusions from these findings. 

Discussion: Considerations for future contractual development 

The impetus for change in the organisation and delivery of primary care is clear. Policy-makers, the 
media, the general public and GPs themselves may not always agree on the nature, cause or 
implications of the challenges facing primary care. However there is general consensus that the model is 
changing in response to the pressures it faces, along with the rest of the health care system. 

Other forums and previous research has made the case for new models of primary care that operate at 
scale and are driven by an ambition for integration (eg. Smith et al 2013). The empirical findings 
presented here demonstrate that these drivers have an impact on the ground, and there are many 
regions taking steps in this direction. However, these ambitions have also been met with substantial 
obstacles in the form of continual structural reconfigurations, variable payment models across the 
system, difficulties in engaging providers and a potential conflict of interest in GPs’ role as both 
providers and commissioners of care. 

This paper has particularly focused on how current contractual mechanisms have supported and / or 
inhibited this integrated approach to primary care. The increasingly complex contractual framework 
could present a navigational challenge to providers, ill equipped to operate with the necessary level of 
legal, governance and performance-management expertise. Operating within this changing contractual 
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environment may be challenging enough for individual GP practices and other primary care providers, 
and considering more integrated contractual options may simply be out of the question at the moment. 

In reality, some providers are working to the maximum boundaries of the core GP contract, and also 
developing (or at least considering) novel contractual mechanisms (such as prime provider models and 
alliance contracting) to support a more integrated approach and work collaboratively across larger 
groups of GP practices. The previous sections have highlighted some of the activity in this area. 

The core GP contract 

Nevertheless, dissatisfaction with elements of the core GP contract, and its implementation, does stand 
in the way of some ambitions that GPs have for the way they organise and deliver care. There was 
considerable variance in the responses and activities across providers and national stakeholders, but the 
findings do call into question whether the current contracting framework is fit for purpose. These 
barriers might be real or they might be perceived - in either case, NHS England has a role to play in 
unpicking GPs’ concerns and clarifying the precise nature and location of the blockages that do exist. 

If there is a discussion to be had regarding a new GP contract, these concerns need to be debated at a 
local level - inclusive of GPs and LATs. In the meantime, there is also considerably more progress that 
can be made locally between LATs, CCGs and providers to innovate within the boundaries of the existing 
contract. LATs can consider delegating powers to CCGs to undertake much of the planning to support 
transformation. Developing and defining these relationships and delegating responsibilities to CCGs and 
providers as appropriate should be an immediate priority for LATs to ensure innovation and 
collaborations are not unnecessarily damaged. 

The turbulent stage of the health reform process can present an opportunity for GPs to be brave. As one 
of the few stakeholders with a consistent, local presence and knowledge they are uniquely placed to 
take advantage of system uncertainties and guide the future direction of service delivery. 

Novel contract development 

This paper has also presented some of the contract types and other considerations that are currently 
being tested by primary care providers - such as, prime provider models, alliance contracting, outcome-
based contracting and risk sharing. 

Both prime provider and alliance contracts were seen as a means of circumventing concerns around 
conflict of interest, whilst also supporting the ambition to organise and deliver care in partnership 
across local providers. Both of these approaches describe the composition of the contract holder(s) and 
the general process by which they are held to account. These contracts provide a structure for providers 
to legally come together to deliver care. 

However, in actual fact these models describe a fairly generic approach. The specific terms of the 
individual contracts will provide a more explicit guide to support greater integration. Particularly in the 
case of a prime provider contract, these terms will need to be built into the prime contract and 
replicated appropriately throughout the corresponding sub-contracts. Such contract development is 
much more complex than may initially appear. 

In order to be effective, commissioners and providers will need to work closely together to negotiate 
transparent and tangible contract terms and conditions. As stated previously, there are concerns 
regarding the complexity across the breadth of contracts held by GP practices and other primary care 
providers. Ensuring clarity in contract development - through collaborative negotiation - is vital for 
ensuring that both commissioners and providers are operating to the same objective. 

Within these and other contracts mechanisms, there was increasing enthusiasm for outcome-based 
measures to be inbuilt. Both commissioners and providers were in agreement that providers should be 
held to account for the outcomes they deliver through their service, moving away from a 
disproportionate emphasis on process and activity measures. Outcome measures more accurately 
reflect the overall objective of the service being delivered, focus the minds of those delivering it on key 
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aspects of quality and patient experience, and allow providers to develop a service specification and 
delivery pathways that will most effectively meet these outcome objectives. 

Building outcome measures into new tenders and contracts is also likely to prompt providers to realise 
that such outcomes are more achievable by working in partnership. Commissioners can play a strategic 
role in ensuring tender specifications stimulate these more collaborative partnerships. 

Although perhaps beyond the current level of confidence of many providers at the moment, risk sharing 
would be a potential progression for contracts (and their terms) that are designed to support greater 
collaboration. We saw some early attempts at risk sharing - through pooling QOF resources and 
distributing a proportion of payment on the stipulation of a network of providers all achieving the 
required standard. However, there remained a great deal of nervousness across the case study sites. 

Conclusion 

Providers have been disillusioned by various political reforms and structural reconfigurations, which 
have stalled innovation and damaged relationships at a local level. This experience has left many 
providers risk averse and sceptical of entering into financially dependent relationships. Such an 
approach would require careful and phased support from NHS England. 

Advising on new payment models is beyond the scope of this paper. Such reform would require a 
significant upheaval across the entire system. We will go as far to suggest that variation in funding 
mechanisms across different providers - and increasing complexities in the range and number of fund-
holders - reinforces solutions based around organisational silos and their isolated financial survival, and 
presents a challenge for making significant progress in integration. Experiments with populated-based, 
capitated budgets (in shadow form or in isolated areas) may pave the way for future and more radical 
reform in this area. 

The general sentiment across interviewees in this study was that the contractual context can support 
integrated working to a large extent. There is scope within the core GP contract to work collaboratively 
and fears regarding a possible conflict of interest need not stand in the way of bidding for and delivering 
locally commissioned services. However, the problem is that the core GP contract, and options for 
contracting additional services, are not always well understood by many providers. 

Primary care providers and national and other expert stakeholders all called for greater clarity regarding 
the technicalities of the core GP contract, and more information regarding contracting options to 
support future integrated care - such as those outlined in this paper. We attempt to provide some 
insights into the emergence of innovative contract types and mechanisms, and the ongoing concerns 
that providers hold regarding the future organisation and commissioning of primary care. LATs, CCGs 
and providers at a local level will all benefit from clear guidance regarding the general contracting 
options that are available to them, when the use of such contracts might be useful and appropriate, and 
a generic template and guidelines that can be adapted to meet local requirements. 

Because of these ongoing challenges, and the complexity of the contractual framework in which primary 
care providers are operating, it is evident that support and guidance is required. The complex 
commissioning environment - tendering processes and financial risk - could preclude many primary care 
providers from developing their services or operating in formal partnerships. Some interviewees feared 
that this preclusion may mean that tenders are awarded to providers simply on the basis of the lowest 
price, rather than consideration of the local provider mix. 

There is appetite for additional support regarding the technicalities of contract development and 
structural configuration in particular. These areas present a significant gap in provider knowledge, 
potentially precluding many from considering innovative ways of developing provision and working in 
partnership across boundaries. In order to circumvent investment in costly legal or consultancy advice, 
NHS England (and LATs at a local level) have a role to play in clarifying the technicalities (and 
opportunities) of the national contract, and offering guidance on contractual development that builds a 
collaborative and risk-sharing alternative. 
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In order for contracting mechanisms to support primary care to operate collaboratively and at scale 
across the country, national bodies such as NHS England need to articulate a clear framework of options 
for providers and commissioners. Although these contracting mechanisms need to develop locally - 
reflecting variable population needs and provider composition - access to localised legal guidance to 
support this activity will quickly become costly and prohibitive. Innovative contract development should 
not become an activity that stimulates an increased, costly consultancy presence in CCGs and LATs. 
Rather, NHS England need to focus their recent “call to action” to provide a comprehensive and clear 
contractual framework on which local providers and commissioners can build. 
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