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[bookmark: _Toc25921764]Final response submitted via online survey - https://www.engage.england.nhs.uk/consultation/nhs-standard-contract-2025-26-further-consultation/consultation/intro/ 
1. What is your name? 
Harjit Sandhu
2. What is your email address?
We may use this to get in touch with you about your responses to the consultation.
Email: healthpolicy@fodo.com 
3. What is your job title?
Job title: CEO
4. What organisation are you from?
Organisation: (Required) FODO and NCHA 
5. What type of organisation is this?
☒Other (please specify below)
Other: Professional association for primary eye care and primary care audiology providers
6. Are responding as a member of the public?
☒No
Top of Form


7. Indicative Activity Plan
☐Yes 
☒No 
☐Not applicable
Comments
1. We fully support the NHS managing its limited resources in the most cost effective and efficient way for the benefit of patients. 
2. We also fully support using well formulated Indicative Activity Plans (IAPs) as an objective way to plan services and budgets. On a theoretical level, when IAPs are done well, and consider related variables, they can help providers and commissioners plan to meet needs in a collaborative and sustainable way. 
3. If there was evidence of IAPs being used in this way, then we would fully support proposals in this consultation. Unfortunately, this is not how IAPs are used and hence we cannot support the proposal as set out, because it will put access to care at risk and make it less likely the government’s three pivots for the NHS will be delivered. 
4. NHS England, including the Standard Contract team, will be aware that IAPs have been misunderstood and misapplied for far too long. We would be pleased to meet and share examples of how patients have been disadvantaged by commissioners not taking reasonable approach to setting IAPs or activity planning in general and then using terms like ‘over performance’ to suggest patients are accessing services they don’t need or claim there is supplier induced demand etc, when in fact the issue has been commissioners  making flawed assumptions when setting IAPs. 
5. The problem with these latest proposals is that they lack sufficient safeguards for services at greater risk of non-evidenced based cuts behind the scenes. Without additional safeguards current proposals risk worsening inequalities and making it more difficult to deliver the government’s three big shifts for the NHS. Issues include NHS England’s proposals 
a. using IAPs to help ICBs balance the books without fully mapping out the impacts on patients and NHS finances in the longer run
b. using a workaround to try and deal with the fact patients have a right to choose their provider for consultant led care but NHS England has developed reimbursement systems (APIs for acute trusts and fee for service for consultant led ISPs) that cause underlying structural tensions which these proposals aim to bypass/ignore 
c. focus on cost control for consultant led services, without fully considering the adverse impact this will have on non-consultant led services in the community which already lack the same level of protections
d. present a complex policy tool without considering the different power, resource and practical differences between provider types and the services they deliver
e. overlook that services with “variable activity” are in most cases also the services without any guaranteed minimum activity. When current proposals are considered in the context of services as commissioned, NHS England risks designing an unsustainable commissioning model for smaller providers which will make it more difficult to invest in frontline care
f. not fully factoring in its public sector equality duty – e.g. how to protect those services that people with disabilities (e.g. hearing loss) access and which might suffer more significant unchecked cuts because they are also non consultant led (e.g. adult audiology). 
6. We therefore welcome the consultation inviting “any other suggestions for improvement”. We would propose the following
a. Setting robust IAPs which will not harm patients will be complex and time intensive to research, agree and implement. There is therefore a strong case to better target this policy. If DHSC and NHS England are going to press ahead with this cost control mechanism, we would ask them to consider 
i. only applying the current proposals to services using the full-length contract. As set out in the NHS Standard Contract Technical guidance, this will mean that low-cost community services like audiology and enhanced optometry services will not have to go through a complex IAP/AMP rushed set of reforms as proposed in the current consultation. Instead for these services commissioners should continue to use existing levers to manage budgets. It should be noted that the relative spend on these services is so small, that any aggressive use IAPs would signal commissioners not using their scarce commissioning resources effectively given overall NHS performance at present
b. update technical guidance on how to set IAPs so that it makes it clear commissioners 
i. must take reasonable steps to understand local need and ensure IAPs will not cause preventable harm or worsen inequalities. This is because the current consultation is heavily focused on cost control with no real new protections for patients. Hence the proposals as they stand pose a risk to population and public health
ii. have a duty to ensure they are fulfilling their core functions before they cut access to care by using IAPs. For example, commissioners should ensure they are getting the best value services before they simply move to cap total activity to control total costs – i.e. they should optimise price and quality before they cut quantity. This might in some cases require them to decommission more costly services from hospital settings and shift these to the community, as per the government’s goal which would in turn benefit patients, the NHS and taxpayer.
7. To be clear, we fully support the need for the NHS to manage total costs. However, for too long many NHS commissioners have ignored the NHS’s own clinical and economic evidence when it comes to shifting care out of hospital and continued to buy more costly services from hospitals, meaning the NHS does not maximise the number of patients seen. It would be wrong to impose IAPs based on this state of play, it would be better for all to commission the most sustainable services.
8. The NHS commissioning bias towards hospitals is likely to worsen under current proposals given the complex way in which the proposed IAP/AMP will interact with API payment systems and activity based payments for non-NHS trusts. The impact will be that patients, NHS and taxpayer risk being worse off unless further safeguards are put in place.
9. We would be happy to meet and discuss our comments in more detail and to share examples of commissioners that have misunderstood IAPs, not managed services effectively and how current proposals would empower bad decision making as opposed to encourage strategic commissioning to deliver the government’s made for the NHS.  
10. In summary, we would ask that NHS England consider not making this material change to the short form contract this year and providing more guidance on how to design IAPs. This will also allow more time to work with community providers to help deliver the government’s three shifts for the NHS in a safe and sustainable way. 
8. Activity Management Plan
☐Yes 
☒No 
☐Not applicable
Comments
1. If commissioners objectively set IAPs and manage system resources in the best interest of patients and taxpayers (e.g. understand local need, comply with the provider selection regime and NHS pricing rules, and maximise use of the most efficient/high quality provision etc), then this AMP proposal would also be unobjectionable. 
2. Unfortunately, commissioners do not have the resources to implement robust IAPs for all services (see our response above). The proposals as they stand therefore risk rationing activity based on rushed assumptions which then require costly legalistic/regulatory levers to challenge. This is not a proportionate way to manage NHS resources, especially not at a time when the NHS is under significant pressure and ICB operating budgets are to be cut by 50%.
3. With APIs (in some cases de facto block contracts) running alongside fee for service pathways out of hospital, there is a significant risk that without additional safeguards the government’s three shifts for the NHS will also not be delivered if current proposals are pushed through without refinement. 
4. One way to mitigate risk is to not make the proposed material changes to the short form contract this year, providing more time for the system to assess how effectively IAPs are being used for more complex and costly consultant led services.
5. On balance, given ICBs do not have the capacity to do this to a reasonable standard for all commissioned services (see our response to IAPs above), we cannot support the proposal for AMPs as set out. We do however fully support the NHS needing mechanisms to manage supply in a way to meet population needs in the most cost-effective, safe and sustainable way, and would be happy to meet with NHS England to discuss how this could be better achieved for community services like audiology and enhanced primary eye care.
6. In summary, if NHS England can in this first round, not make the proposed material changes to the short form contract, this will allow more time to work with community providers to help deliver the government’s three shifts for the NHS.  
9. Escalation process
☒Yes 
☐No 
☐Not applicable
1. Given the issues set out above, having an escalation process is essential to avoid preventable harm to patients which will come through poorly designed IAPs. 
2. While we welcome this additional safeguard, we have concerns about how it will be able to manage the scale of referrals if commissioners apply the same logic to setting IAPs that they have in the past. 
3. In relation to: “In relation to any contract in any contract year, a provider may only apply once for escalation to NHS England on setting of an IAP”. There is a risk that IAPs will be amended more than once in a year if ICBs use the tool as set out in the consultation. Therefore, the text should be updated to reflect this and ensure providers have a right to an independent review where they believe poor decision making might cause harm or otherwise disadvantage patients 
· “In relation to any contract in any contract year, a provider may only apply once for escalation to NHS England on setting of an IAP, unless a commissioner again changes the IAP in the period in question”
Comments
10. Further comments	Comment by NCHA: Note their word doc has this option, the online version does not. So we might just email them any additional feedback
1. We fully understand the pressure the NHS is under. This however is because NHS commissioners have for many years continued to overspend on the hospital model of care while failing to invest in alternatives like community based primary eye care and primary care audiology services. These non-consultant led services might be put at greater risk because of proposals set out in this consultation as they do not benefit from the same safeguards that consultant led services benefit from. 
2. To ensure the patients our members see are not disadvantaged by further bias towards unsustainable models of hospital care, we would like to see additional safeguards put in place to ensure services are not rationed out of public view by commissioners incentivised to cut cost without fully considering the impact of decisions on patient, population and public health.  This is vital because 
a. In many cases, ICBs do not construct IAPs based on a robust assessment of patient need. Instead, they are often grounded in historical activity levels. This historical approach risks entrenching existing system issues and inequities and failing to respond to evolving health needs within local populations. 	Comment by Harjit Sandhu: note ChatGPT formulated these two paras after analysis of all response and prompts 
b. Empowering ICBs to simply use unreliable IAPs to then enforce AMPs poses a significant risk that these powers could be used primarily to control financial spend rather than being informed by robust health needs assessment, effective commissioning principles, or clinical evidence. 
3. In summary, while we understand the intent, we do not feel proposals as they stand offer sufficient safeguards for patients the NHS and taxpayer. Given the practical similarities between the proposals that were withdrawn and those presented here again, we understand NHS England plans to press ahead in any case. While this might be the case, we hope on balance, it will consider 
a. Reminding ICBs to use the short form contract for community services like audiology, enhanced primary care etc. 
b. Not making these material changes to the short form contract this year, allowing more time to engage with the out of hospital provider community so that the NHS is better placed to help deliver the government’s three big shifts for the NHS. 
If you provide an email address you will be sent a receipt and a link to a PDF copy of your response.
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healthpolicy@fodo.com
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