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The multispecialty community provider (MCP) 
emerging care model and contract framework: 
NHS Providers’ response 
 

ABOUT NHS PROVIDERS 
 
NHS Providers is the membership organisation and trade association for the NHS acute, ambulance, community and mental 
health services that treat patients and service users in the NHS. We have over 220 members – more than 90% of all NHS 
foundation trusts and aspirant trusts (referred to in this response as ‘trusts’) – who collectively account for £65 billion of annual 
expenditure and employ more than 928,000 staff.  Our response is based on regular feedback from across our membership and 
on specific conversations we had with providers involved in MCPs. 

 
PURPOSE AND STRUCTURE OF THE DOCUMENT 
 
NHS Providers welcomes the opportunity to comment on the first document to seek to ‘define’ one of the Five year forward 
view new care models in practice. We would suggest setting out clearly in the introduction the intended audience for the 
document. The current focus is on the overall vision and purpose of an MCP and while some information of this kind will be 
helpful, in order to maximise its value the document would benefit from more detailed, practical information. This will help local 
health economies consider whether an MCP model is appropriate for their organisations, patients and communities and the 
potential implications they should take into account.  
 
For example, section 2 helpfully brings together the common elements of the current vanguard MCPs to articulate the vision for 
this care model. However many areas developing this type of model will already know what they want to achieve and therefore 
the third section, focusing on contract design, is likely to be of greater practical use to them and would benefit from  a fuller 
articulation of the risks and challenges of each contracting option. The document would also benefit from further practical 
information on the workforce, regulatory, governance, legal and financial considerations that MCP partners and potential 
partners will need to take into account in their decision making, and more detailed insights into how existing MCPs are tackling 
these issues. 
 
The document rightly emphasises the importance of understanding local health needs to inform preventative action and plan 
services, and highlights systems interoperability or, ideally, a single patient record as key tools for achieving this. However it 
would benefit from more detailed practical guidance as to how MCP partners can ensure they have the requisite population 
health management, contracting and informatics expertise in place before they can feel confident about becoming party to a 
single MCP contract.  Such an approach would also be helpful to the national bodies in determining the pace of change they 
should realistically expect from those areas that are pursuing a partially- or fully-integrated MCP. Scaling up a fledgling MCP is a 
challenge that should not be underestimated and will take considerable time. While the document recognises that a fully-
integrated MCP may take 15 years or more to reach maturity, the government and the NCM Programme will need to be realistic 
about the capital investment and time required for partners to progress to a stage where they are ready to agree such a 
contract. 
  

PROCUREMENT AND CONTRACT DESIGN 
 
For some MCPs, their focus to date has been on transforming service delivery, and organisational form will follow on from this. 
Therefore some local areas are comfortable with an alliance contract, already in place, and believe the lead provider model 
offers suitable scope and room to manoeuvre as the MCP develops.  
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Many providers are keen to consider moving towards certain elements of the integrated contract, particularly the 10-15 year 
duration, which will allow partners the stability to fully develop their models and demonstrate the benefits. It may help to 
reduce some time-consuming elements of the standard contract, such as stipulating key performance indicators, which will 
produce an administrative benefit over time. However, respondents to our recent contracting survey, considered the 
opportunities and benefits of multi-annual contracts to be limited due to system-wide factors inhibiting the agreement of 
multi-annual contracts, and for trusts which had signed multi-annual contracts, difficulties caused by alterations to national 
guidance and requirements; activity changes; and difficulty amending metrics during the life of the multi-annual contract. We 
note that GPs also have concerns about moving away from national PMS/GMS contracts, which are reflected in this document. 
 
NHS Providers welcomes the proposal to include an “initial early break-point” (e.g. after the first two or three years of the 
contract term)”, and agree that the inclusion of a mechanism to allow for learning and adjustments would be of value. We also 
welcome proposals to vary the contract to allow for ongoing adaptation, given that changes to national policy, including NHS 
business rules, may directly affect providers’ financial positions. 
 
The MCP pay for performance scheme will recycle monies from the existing commissioning for quality and innovation (CQUIN) 
and quality outcomes framework (QOF) schemes. This could constitute up to 10 per cent of the MCP contract value (QOF 
currently accounts for per cent). The framework notes that there is the option to overlay the partially-integrated contract with 
existing GMS or subcontracting arrangements, thereby giving the option to include QOF. Our members would have mixed 
views on these proposals and we therefore welcome the flexibility the document offers. 
 
Significant work remains for NHS England to produce a robust yet empowering contract. We welcome the commitment to 
deliver draft contracts for the MCP care models in a timely fashion, and recognise that NHS England is working hard to deliver 
the multi-year contracts which the sector has called for in previous years. Given the parallel proposals for a two-year planning 
cycle which are currently being developed, the national bodies should ensure that there is adequate time and opportunity to 
engage with the sector. NHS Providers believes the sector would welcome the opportunity to comment on a fuller articulation 
of the risks and challenges of each contracting option that organisations should be considering before the publication of a 
nationally-sanctioned MCP contract.  NHS England may wish to consider consulting on a draft contract prior to implementation. 
This will prove particularly important given the proposal to introduce a new performance scheme, which is intended to replace 
QOF and CQUIN.  
 
Regarding the NHS standard contract, providers have long-held concerns about NHS England’s dual role as setter of national 
policy and commissioner of services. Many in the sector believe this to be a fundamental conflict of interest. The BMA notes that 
“some GP-led MCPs – those for example which are network based – would be in the position of designing their own contracts 
for essential services creating potential conflicts of interest. NHS England recognises this and will be launching guidance on 
managing conflicts of interests with relation to GPs’ participation in MCPs this summer”1. NHS England must acknowledge this 
issue and include robust levers within the fully-integrated MCP contract itself rather than in accompanying guidance, to ensure 
the contract remains a fair and equal partnership between providers and GPs.  
 
Areas considering or developing an MCP would also value further information about the commissioner role in MCPs and how 
this is expected to differ from their role to date, including where providers would take on functions previously carried out by 
commissioners.  
 

IMPACT ON OTHER LOCAL SERVICES 
 
The document helpfully outlines a range of suggestions as to how MCPs may interact with other services in their local areas, 
from an acute trust potentially ‘docking with’ a local MCP, without running it, to an MCP taking on some services that would 
currently be provided in a hospital or taking over the running of community services. However there is little detail as to how 
these options would work in practice and what they would mean for services outside the scope of the MCP. For example, a trust 
currently providing acute and/or community services may be reluctant to hand them over to an MCP if it is not confident firstly, 

                                                           
1 British Medical Association, July 2016. Focus on  MCP contract framework https://www.bma.org.uk/advice/employment/contracts/gp-partner-
contracts/mcp-contract-framework 
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that the MCP has the capacity and capability to deliver them to a high quality, and secondly, that the services remaining with 
the trust will continue to be viable. 
 
The document proposes that some services currently provided in hospitals, such as outpatient clinics, could be provided by the 
MCP in the future. It is essential that national bodies fully consider the implications of this and the potential impact on other 
acute services, and take steps to mitigate any risks to the quality, safety and sustainability of care. Fundamentally, if the MCP 
proved unable to meet expectations for demand reduction on acute and emergency services, acute providers will continue to 
meet this demand but are unlikely to be paid the full cost of doing so. This creates a ‘vicious circle’ which is a potential obstacle 
to progressing to a more fully-integrated MCP model. 
 
Similarly, the document contains relatively few references to mental health. A mental health trust may well be cautious about 
moving to a fully-integrated MCP contract unless it can be assured that people with mental health needs will continue to 
receive high quality care and that its other services will not be adversely affected. It would be helpful if the document explicitly 
highlighted the risks to out-of-scope services and encouraged the sector to consider the potential impact on other services 
before entering into an MCP contract. Much greater certainty is required about how the NHS will be funded over the next 
quarter century and beyond if the hope is that such a contract will become commonplace, and national bodies must recognise 
that there will be areas where this model is not best suited to meeting local objectives. 
 
The section on the MCPs’ role in addressing the wider determinants of health, such as schools, housing, employment and youth 
justice and probation services is welcome, as trusts recognise the key role of prevention and public health in making health 
services sustainable for the future. It is certainly the case that providers developing population management models will need 
to work closely with these services, but given they are currently controlled by other government departments, the document 
could helpfully provide practical suggestions as to how this can be achieved. Considerations of the impact on either the MCP of 
acquiring elements of these services, or on other organisations of handing them over, would also be of value for providers. We 
also note that there are some concerns about the creation of single-provider MCP organisations, specifically how arrangements 
of this nature may affect the delivery of outcomes, particularly for users of mental health and community services. In general, the 
different organisations involved in an MCP may have different aspirations, so advice on how to engage other local providers to 
agree a direction, and on the commissioner role in developing an MCP, would be welcome. 

 
GOVERNANCE AND REGULATION 
 
While this document helpfully begins to illustrate the developing MCP model, there is currently a lack of essential detail about 
the governance and regulatory considerations for areas developing an MCP, including organisational form. Foundation trust 
directors have a legal duty to consider the sustainability of their organisations and services and the interests of their local 
populations when they make decisions.  While this is not incompatible with the development of new care models with a clear 
business case for serving communities better, governance and organisational form are among the stickiest issues in developing 
new care models and they must be faced head on if plans are to be successful. Importantly, directors expose themselves to 
personal risk if they do not fulfil their statutory duties and boards will therefore, need to carry out due diligence and follow 
established processes. 
 
There are a number of gaps in the information this document provides in relation to these issues. The NCM Programme must 
recognise that any collaboration with GP practices, which as generally small, private providers have a limited ability to bear risk, 
carries material financial and governance risks for NHS trusts and a future MCP contract must make provisions for this. Their 
existing infrastructure and greater ability to bear risk means that in many areas, a trust will be best place to lead a population-
based model of care, as is the case in the PACS model. Where local primary care services do not wish to become part of a PACS, 
trusts may prefer to maintain existing contractual relationships (a ‘virtual’ MCP) as the vehicle for collaboration rather than 
progressing to an as yet untested fully- or partially-integrated model. We therefore welcome the flexibility this document 
provides for local partnerships to continue to use alliance or lead provider contracts to ensure that each body involved can 
continue to fulfil its existing statutory and contractual obligations. 
 
It is important that this document addresses the interaction between the MCP and other organisations providing services in the 
local area. Where an MCP seeks to take over some acute or community services, it is essential that plans are mutually agreed and 
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risk/gain share arrangements are in place. Consideration must be given to individual organisations’ agency in decision making 
and robust governance structures must be in place to support collaborative working. 
 
The development of regulation to support new care models and ensure services continue to meet minimum standards remains 
in its early stages but will be fundamental to the ability of MCPs and other care models to deliver their goals. Considerations will 
include how to avoid ‘double jeopardy’ in registration, ensuring that the regulatory framework is sufficiently agile to reflect new 
ways of working across organisations, and ensuring proper lines of accountability are maintained. As NHS Improvement 
develops its new single oversight framework, and as the CQC implements its new strategy, it will be important to build in 
flexibility for areas developing new care models as arrangements bed in. For example, the agreed risk/gain share may mean a 
trust running a deficit to support the local MCP, but should not be subject to regulatory intervention as a result. This may also be 
the case in some areas of operational performance. NHS Improvement will wish to consider how it balances contribution to 
strategic change with the other themes within its framework. 
 

WORKFORCE 
 
The document briefly refers to the workforce challenges involved in establishing an MCP but there is room to build on this using 
learning from the vanguards to provide further practical detail on how these issues might be addressed. While taking into 
account that each area will have different needs and challenges, the document should include advice on workforce issues that 
providers should be considering wherever possible and provide links to any available guidance.  
 
The key challenge for an MCP will be to build an integrated workforce capable of delivering the model effectively and within the 
agreed timescale. This workforce will need to operate across organisational boundaries and it will therefore be essential that 
staff are supported to develop team identities and a positive culture. Teams must be empowered to take ownership of their 
work, measure their success and build in continuous improvement as the norm. Several vanguards are already working towards 
this and there will be learning from them which the document could helpfully include. 
 
There are also questions about what the MCP model could mean for the employment status and terms and conditions of staff 
directly or indirectly employed by the MCP, particularly where this includes social care staff not currently employed on Agenda 
for Change. The legal considerations cannot be glossed over and providers will appreciate any guidance that national bodies 
can offer on how to deal with these challenges. We welcome the consideration being given to pensions issues that may arise in 
an MCP and look forward to further detail in due course.  
 

ROLLING OUT THE APPROACH TO OTHER CARE MODELS  

The recognition in this document that ‘a single contractual solution is unlikely to work best everywhere’ is welcome and in 
keeping with the Five year forward view’s intention not to impose a ‘one size fits all’ approach to transforming services. This 
philosophy should also extend to the other care models of the Five year forward view, and the NCM Programme should be wary 
of attempting to define other care models, including their legal, contractual and statutory bases, in terms of how they fit into or 
around the MCP model. Local health economies in England vary widely in their composition, challenges and aims and an MCP 
will not be the right option to pursue everywhere. National bodies have a responsibility to ensure local areas have sufficient 
information about the risks and opportunities of each care model to make a considered decision, and should be cautious of 
appearing to endorse a particular model over others.  We welcome our engagement with the NCM team, and are keen to work 
with the national bodies to address the issues we have highlighted where where our members would welcome further 
clarification or support. 
 
 

Contact:  Martha Everett, policy officer martha.everett@nhsproviders.org 
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