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Health and Care Bill 

Briefing for Lords Committee Stage – proposed amendments 

Professor Allyson Pollock and Peter Roderick, Newcastle University 

10 January 2022 

 

References to Amendment numbers are from the Marshalled List of Amendments of 7 January 2022: 

https://bills.parliament.uk/publications/44541/documents/1211 

 

In this document, we urge peers to support the amendments numbered, and to table new 

amendments provided, below: 

Support 

Amendments 21, 28, 30, 46, 55, 56, 150, 165 and 166 

Table 

Amendments relating to allocation of people to ICBs and core responsibility (section 2 below) 

An amendment to ensure that an ICB must arrange emergency services for everybody present in its 

area (section 3) 

An amendment to ensure that ICBs have the same public involvement obligations as CCGs (section 9) 

Amendments to ensure that ICB members and names are treated in the same way as CCG members 

and names (section 10) 

An amendment to retain NHS England’s duty to consult with Healthwatch England (section 11) 

  

https://bills.parliament.uk/publications/44541/documents/1211
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1. Support Amendments 46, 168 and 169 currently in the name of Baroness Bennett 

Explanation 

The NHS in England as a classic public health system has been slowly but steadily eroded over three 

decades in favour of the market paradigm. 

This Bill builds on the Health and Social Care Act 2012 by developing that paradigm further, and 

reducing national and local accountability. It completes the detachment of funding, planning and 

provision of health services from local residents and local areas, and moves to a system based on 

membership or enrolment of the population into Integrated Care Boards (ICBs). It will move health 

services in England closer to the US model of mixed funding and mainly private provision, with many 

of the same features and risks for increasing costs and widening inequalities in access to and 

outcomes of health care.  A two-tier health system will continue to develop. 

As former Labour MP, David Lock QC said in 2019: “The big picture is that you have a market system. 

If you do not want a market system and you want to run a public service, you need a different form 

of legal structure.” 

We submit that the NHS in England should be run as a public system, as it is in the rest of the UK and 

used to be in England.  

The foundation for a public system was removed by the 2012 Act. It had already been weakened by 

section 1 of the 2006 NHS Act, and should be reinstated, as it was in the NHS Act 1977.  This would 

bring the founding provision for the NHS in England, in line with the founding provision in Scotland, 

in Wales and in Northern Ireland. 

These amendments – in almost identical form to those tabled by Labour MPs at the Public Bill 

Committee stage in the Commons – would reinstate sections 1 and 3 of the NHS Act 2006 as they 

were before the 2012 Act.  

  

http://data.parliament.uk/writtenevidence/committeeevidence.svc/evidencedocument/health-and-social-care-committee/nhs-longterm-plan-legislative-proposals/oral/101550.html
https://www.legislation.gov.uk/ukpga/1977/49/section/1/enacted
https://www.legislation.gov.uk/ukpga/1978/29/section/1
https://www.legislation.gov.uk/ukpga/2006/42/section/1
https://www.legislation.gov.uk/nia/2009/1/crossheading/departments-role-in-promoting-and-providing-health-and-social-care
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2. Table amendments relating to allocation of people to ICBs and core responsibility 

Clause 15 (People for whom integrated care boards have responsibility), inserting new section 

14Z31 into the NHS Act 2006 

Option 1 

Table an amendment to require the basis for allocation to appear on the face of the Bill, based on 

local residence, and to remove the concept of ‘core’ responsibility 

Page 12, leave out lines 21-29 and substitute— 

“(1) References in this Act to the group of people for whom an integrated care board has 

responsibility are to the people who usually reside in its area. 

(2) Regulations may create exceptions to subsection (1) in relation to people of a prescribed 

description.” 

Option 2 

Table an amendment to require the basis for allocation to be made by regulations, and to remove 

the concept of ‘core’ responsibility 

Page 12, leave out lines 21-23 and substitute— 

“(1) The Secretary of State must make regulations for determining the group of people for 

whom each integrated care board has responsibility.” 

Option 3 

Table amendments to require NHS England’s rules for allocation to be subject to Parliamentary 

process, and to remove the concept of ‘core’ responsibility 

Page 12, line 22, leave out “core” 

Page 12, line 29, at end insert— 

“(2A) The rules shall not come into effect until they have been approved by an affirmative 

vote of both Houses of Parliament.” 

Explanation 

Three issues are engaged by Clause 15. 

In the 2012 Act, Parliament decided to require each clinical commissioning group (CCG) to have 

responsibility for patients on the lists of those GP practices which are members of the CCG. Such 

patients could be (and have been) added to or subtracted from by regulations.  

Clause 15 of the Bill, which inserts a new section 14Z31 into the NHS Act 2006, completes the switch 

in the administrative basis of the NHS from residency to membership, begun under the 2012 Act, 

and severs the link between local residents and our local health bodies. From April 2022, everybody 

receiving primary care services or who is usually resident in England must be allocated to at least 

one ICB under rules to be made by NHSE without parliamentary process. Allocation to an ICB does 

not require local residence. It is currently unclear to what extent people will be able to choose ICBs, 

and to what extent ICBs will be able to challenge allocations and thereby in effect to select patients. 
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As seen in the Babylon GP at Hand case, patients can change CCG and take the budget with them. If 

people are able to choose an ICB, this opens up the possibility of ICBs competing for patients and 

promoting membership-based health plans, especially for those with lower medical risk. 

Moreover, an ICB will only have “core responsibility” for the “group of people” who are allocated to 

it, and for those, if any, added by regulations. This evokes the definition of HMOs in US legislation as 

organizations providing “basic” and “supplemental” services to their members under health plans. 

These plans generally provide basic services, with supplemental services paid for by individuals via 

further insurance or out of pocket payments.1 2 3 MPs during the committee stage did not mention 

or question this new concept of “core responsibility”. 

New section 14Z31(4) also gives the Secretary of State a highly unusual power to make regulations 

to substitute the section with an entirely new section 14Z31 which would provide that an ICB was to 

have core responsibility to the people who usually reside in its area. This was the basis for the NHS 

from 1948 until 2012. We submit it should be the basis for the NHS now, and it should appear on the 

face of the Bill – i.e., it should be the decision of Parliament. 

We have therefore suggested 3 alternative options for amendments to Clause 15. 

Option 1 puts the basis for responsibility on the face of the Bill and makes section 14Z31 read as it 

would read if the Secretary of State exercised his or her power in section 14Z31(4) – i.e., it restores 

the residency basis for NHS responsibility – and, in addition, drops the new concept of ‘core’ 

responsibility. 

Option 2 would not go as far as Option 1, in that it would not determine the basis for responsibility, 

but would require the basis to be set out in regulations made by the Secretary of State which should 

be subject to the affirmative procedure.   

Option 3 is weaker still. It would simply require NHS England’s rules for allocation to be subject to an 

affirmative vote of both Houses of Parliament.  

 

  

                                                           
1 Jacobson G, Rae M, Neuman T, Orgera K, Boccuti C. Medicare Advantage: How Robust Are Plans’ Physician 
Networks? https://www.kff.org/medicare/report/medicare-advantage-how-robust-are-plans-physician-
networks/. 5 October 2017. 
2 Graves JA. Nshuti L. Everson J. et al. Breadth and Exclusivity of Hospital and Physician Networks in US 
Insurance Markets. https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2774285   
JAMA Netw Open. 2020;3(12):e2029419. doi:10.1001/jamanetworkopen.2020.29419. 17 December 2020. 
3 Meyers DJ. Rahman M. Trivedi AN. Narrow Primary Care Networks in Medicare Advantage 
https://pubmed.ncbi.nlm.nih.gov/33469747/. J Gen Intern Med. 2021 Jan 19. doi: 10.1007/s11606-020-06534-
2. Online ahead of print.  

https://blogs.bmj.com/bmj/2018/04/17/allyson-pollock-portability-of-budgets-and-competition-for-gp-practice-lists-another-back-door-route-to-us-style-acos/
https://www.law.cornell.edu/uscode/text/42/300e
https://www.kff.org/medicare/report/medicare-advantage-how-robust-are-plans-physician-networks/
https://www.kff.org/medicare/report/medicare-advantage-how-robust-are-plans-physician-networks/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2774285
https://pubmed.ncbi.nlm.nih.gov/33469747/
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3. Table an amendment to ensure that an ICB must arrange emergency services for everybody 

present in its area 

Clause 16 (Commissioning hospital and other health services), substituting a new section 3 of the 

NHS Act 2006 

Page 14, line 10, at end insert— 

“(2A) The power conferred by subsection (2)(b) must be exercised so as to provide that, in 

relation to the provision of services or facilities for emergency care, an integrated care board 

has responsibility for every person present in its area.” 

Explanation 

One of the inevitable consequences of the shift in 2012 from area- to membership-based 

responsibility would have been that a CCG only had to commission emergency services for its 

members (i.e., those on its GP lists), not for everybody present in the CCG’s area. After ‘the pause’ in 

the parliamentary progress of that legislation, the government brought forward an amendment to 

ensure that a CCG arranged emergency services “for every person present in its area”. That 

amendment became section 3(1C) of the NHS Act 2006. Clause 15 of the Health and Care Bill gets rid 

of section 3(1C) and so it will not be passed on to ICBs. This amendment is intended to prevent that 

happening. 

 

  

https://www.theguardian.com/healthcare-network/2011/apr/04/england-gp-commissioning
https://www.legislation.gov.uk/ukpga/2006/41/section/3
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4. Support amendment 165 tabled by Lord Hunt, Baroness Tyler and Baroness Thornton, and 

amendment 166 tabled by Lord Hunt, Baroness Thornton, Baroness Walmsley and Baroness 

Bennett to put place-based entities and provider networks, respectively, on a statutory basis 

Explanation 

Integrated Care Systems (ICSs) are not defined in the Bill, and are only mentioned in headings or in 

passing. This is because they are only partly and minimally statutory. They are mainly non-statutory, 

with real power, decision-making and influence lying with non-statutory groups whose membership, 

governance and procedures as groups are not regulated. The statutory parts are ICBs and Integrated 

Care Partnerships (ICPs). The non-statutory parts are place-based partnerships, provider 

collaboratives or networks, primary care networks, and companies accredited to the Health System 

Support Framework. 

These amendments would put the first two of these non-statutory groupings on a statutory basis. 

Without amendment 165, place-based entities will be unregulated and have no statutory functions, 

even though NHSE and the LGA describe them as “the foundations of integrated care systems”. They 

should not be confused with ICPs. 

Provider collaboratives or networks are groups of public and private providers that NHS England has 

said will be responsible for designing services. ICBs will be able to delegate their functions to them, 

and devolve the budgets to them. Their membership, legal form and governance is unregulated. Yet 

NHSE describes them as being “a principal engine of transformation”. 

As Andrew (now Lord) Lansley said in the second reading debate: 

“we have new provider collaboratives which, in fairness, is where the power in the NHS will lie. The 

Bill makes no provision for them in terms of transparency, openness or accountability.” 

This was also confirmed on 2 December by the Health Service Journal:  

“In the minds of most acute trust chiefs, it is provider collaboratives and groups, and not integrated 

care boards that will wield the greatest influence (although the former may act through their 

representation on the latter). 

Many believe ICSs will become tiny organisations effectively operating as a population data provider 

for collaboratives and “place-based partnerships”, or disappear altogether.” 

The Bill also proposes that commissioning contracts can include “discretions … in relation to 

anything to be provided under” the contracts. In practice this will allow providers to decide what, 

where and how services will be provided. This again feeds into the new notion of core responsibility 

and the distinction between basic and supplementary services, and the wide flexibility that providers 

will have. 

More than 40 collaboratives are listed on the NHS England website, including several private 

companies such as Cygnet, Priory and Elysium. There are echoes here again of the US. In the 

byzantine US healthcare system, private insurance companies sell health plans to individuals, some 

of whom may be eligible for public funding. The private insurance companies enter contracts with a 

limited number of providers to buy services for their plan members, known as “provider networks”. 

An ICB will be able to operate similarly, with similar effects, for its group of people. The Northern 

Care Alliance is already reported to be doing this. In effect, this leaves the principle of a universal 

and comprehensive NHS, and our so-called rights under the NHS constitution, in tatters. 

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/09/BM1917-NHS-recommendations-Government-Parliament-for-an-NHS-Bill.pdf
http://localhost:54806/lords/2021-12-07/debates/B05FC5DC-E095-444F-83E3-BD40BF226078/HealthAndCareBill#contribution-B0D0BAF5-5CAF-41F5-8876-9C8636F0F3FF
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiZh5Tow9T0AhUUolwKHXvpCkQQFnoECAgQAQ&url=https%3A%2F%2Fwww.hsj.co.uk%2Fcomment%2Fwhat-the-rejection-of-ics-jobs-by-acute-chiefs-tells-us%2F7031453.article&usg=AOvVaw3T1eqMnBk2_zv8cBvI4kSB
https://www.manchestereveningnews.co.uk/news/greater-manchester-news/fairfield-bury-rochdale-infirmary-hospital-21697897
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Fthe-nhs-constitution-for-england%2Fthe-nhs-constitution-for-england&data=04%7C01%7Cpeter.roderick%40newcastle.ac.uk%7C4fc054a3d1c140aa583908d9b597afeb%7C9c5012c9b61644c2a91766814fbe3e87%7C1%7C0%7C637740486550247041%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=pTSa48Ir76MNB9ggvc99jsnjHb9uPyJ5wCnvp%2F0KM%2FM%3D&reserved=0
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5. Support amendment 21 tabled by Lord Davies to limit integrated provider contracts to NHS 

bodies 

Explanation 

According to NHS England, an integrated care provider contract – previously described as an 

accountable care organisation contract – “is one of the available options for systems to enable 

joined up decision making and integration of services. It will enable commissioners to award a single 

contract to a provider that is responsible for the integrated provision of general practice, wider NHS 

and potentially local authority services”. 

In 2019, the House of Commons Health Select Committee “strongly recommend[ed] that legislation 

should rule out the option of non-statutory providers holding an [Integrated Care Provider] ICP 

contract [in order to] allay fears that ICP contracts provide a vehicle for extending the scope of 

privatisation in the English NHS”.4 The model ICP contract 2019/20 provides for gain/loss 

agreements between commissioners and providers,5 thereby incentivising cost reduction.    

The Bill fails to implement the strong recommendation of the Health Select Committee, which was 

not discussed during the Public Bill Committee stage in the Commons.  Amendment 21 would rectify 

that omission. 

  

                                                           
4 House of Commons Health and Social Care Committee. NHS Long-term Plan: legislative proposals. Fifteenth 
Report of Session 2017–19. Report, together with formal minutes relating to the report. Ordered by the House 
of Commons to be printed 18 June 2019, paragraph 79.  
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/2000/200008.htm#_idTextAnchor031  
5 NHS England and NHS Improvement. Explanatory notes to the ICP Contract. August 2019. 
https://www.england.nhs.uk/wp-content/uploads/2019/08/4-ICP-Contract-Explanatory-Note.pdf   

https://www.england.nhs.uk/integrated-care-provider-contract/
https://www.england.nhs.uk/publication/accountable-care-organisation-aco-contract-general-conditions-1biii/
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/2000/200008.htm#_idTextAnchor031
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/2000/200008.htm#_idTextAnchor031
https://www.england.nhs.uk/wp-content/uploads/2019/08/4-ICP-Contract-Explanatory-Note.pdf
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6. Support amendments 30 and 150 tabled by Lord Davies to prevent private companies being 

members of ICBs and ICPs, respectively   

Explanation 

When the Bill was introduced in the Commons, there was no provision limiting the identity of 

members of ICBs.  

Following concerns that this allowed representatives of private companies to be ICB members, the 

government brought forward an amendment which is now in Schedule2 (page 136): “The 

constitution must prohibit a person from appointing someone as a member (“the candidate”) if they 

consider that the appointment could reasonably be regarded as undermining the independence of 

the health service because of the candidate’s involvement with the private healthcare sector or 

otherwise”. 

That provision, however, falls short of preventing the private sector being on ICBs. Rather, it renders 

the matter one of interpretation in any given case; and it is questionable if the appointment of a 

private sector representative to one ICB can ever undermine the independence of the health service 

as a whole. Neither does the provision extend to ICB committees and sub-committees, nor to ICPs. 

NHSE has stated that “All members of the [ICB] will have shared corporate accountability for delivery 

of the functions and duties of the ICS”. If representatives of private companies are members of ICBs, 

sharing this accountability will conflict with the legal duties of company directors, in particular the 

duty to: 

“act in the way he considers, in good faith, would be most likely to promote the success of 

the company for the benefit of its members as a whole.”  

It also conflicts with the first of the seven Principles of Public Life (the Nolan principles), namely 

‘selflessness’: 

“Holders of public office should act solely in terms of the public interest.” 

Amendment 30 on ICBs is clearer than the government’s weasel-worded amendment, but it still 

does not extend to ICB committees and sub-committees. We submit therefore that Amendment 30 

should be strengthened to extend to ICB committees and sub-committees. 

 

  

https://www.legislation.gov.uk/ukpga/2006/46/part/10/chapter/2
https://www.gov.uk/government/publications/the-7-principles-of-public-life/the-7-principles-of-public-life--2
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7. Support amendment 28 tabled by Baroness Thornton, Baroness Walmsley, Baroness Bakewell 

and Baroness Bennett, amendment 55 tabled by baroness Thornton and Baroness Bennett, and 

amendment 56 tabled by Baroness Thornton to prevent APMS contract holders from being ICB 

members and to remove future use of APMS contracts 

Explanation  
 
When the NHS was set up under the NHS Act 1946, arrangements were made with medical 
practitioners to provide personal medical services to people in the local area. These services were 
described as ‘general medical services’ (GMS). Following national negotiations, ‘terms of service’ 
were set out in regulations and incorporated into the arrangements. There was no contract in the 
legal sense of a tradeable asset which could be passed on to others, for example through assignment 
or sub-contracting; and the word ‘contract’ did not appear anywhere in the primary or secondary 
legislation.  
 
One of the final statutes enacted under the Major government was the NHS (Primary Care) Act 
1997.  It introduced ‘pilot schemes’ for more locally flexible ‘personal medical services (PMS) 
agreements’. These could be made between a health authority (in England and Wales) and a number 
of eligible persons, including GPs and NHS trusts, but also companies limited by shares where the 
shares were held by a trust or GPs. 
 
In 2003 the Health and Social Care (Community Health and Standards) Act introduced contracts. As 
well as having the duty to provide or secure provision of primary medical services within their area, 
and a power to provide such services directly, Primary Care Trusts were also given the power to 
make arrangements for their provision, and in particular to make contractual arrangements with any 
person. This included arrangements with companies limited by shares. No restriction on share 
ownership was stipulated in the legislation. Alternative Provider Medical Services (APMS) contracts 
were devised in the exercise of this power, following directions from the Secretary of State, not 
regulations which need to be laid before Parliament. 
 
The power to enter into APMS contracts passed to NHSE in 2012, and the Bill will now pass this 
power to ICBs. 
 
APMS contracts have been described by a health industry lawyer as “the private sector's gateway to 
providing primary health care to NHS patients”. This is because when Parliament created the two 
main GP contract types - General Medical Services (GMS) contracts, and Personal Medical Services 
(PMS) agreements – it ensured that the private sector was not eligible to hold them. It allowed 
companies limited by shares to hold these two types, but imposed restrictions on the identity of 
their shareholders. In summary, only companies with GPs, regulated health professionals and (for 
PMS agreements) NHS trusts and foundation trusts, as shareholders can hold them. 
 
Major companies awarded APMS contracts are reported to have failed: e.g., UnitedHealth for the 
Camden Road surgery in London in 2008, which no longer exists; Atos pulled out of St Paul's Way 
medical centre in Bow in 2011; Serco pulled out of its out-of-hours contract in Cornwall in 2013, 
after a damning Select Committee report; and The Practice Group, a majority-owned Centene 
company, pulled out of the Osler House surgery in Harlow, Essex in 2018, according to the Daily 
Mail. 
 
Most recently, in early 2021, at least 34 APMS contracts across London were in effect transferred to 
Operose Health Limited, a subsidiary of the giant US health company, Centene Corporation. This was 
achieved by the company which held the contracts, AT Medics Limited, transferring the ownership of 
its holding entity, AT Medics Holdings LLP, to Centene subsidiaries. 

https://www.cartercamerons.com/wp-content/uploads/2014/02/Bidding_for_NHS_contracts_-_APMS_contract_terms_and_conditions.pdf
https://www.bmj.com/content/340/bmj.c1071
https://www.theguardian.com/society/2011/apr/12/nhs-privatisation-future-policy
https://www.bmj.com/content/347/bmj.f7549
https://old.parliament.uk/business/committees/committees-a-z/commons-select/public-accounts-committee/news/out-of-hours-gp-service-in-cornwall/
https://www.dailymail.co.uk/news/article-5720255/A-profit-greedy-American-health-giant-thousands-Britain-lost-local-GP.html
https://www.dailymail.co.uk/news/article-5720255/A-profit-greedy-American-health-giant-thousands-Britain-lost-local-GP.html
https://www.theguardian.com/society/2021/feb/26/nhs-gp-practice-operator-with-500000-patients-passes-into-hands-of-us-health-insurer
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According to NHS Digital, there were 180 APMS practices in England in 2019-20, covering just over 1 
million (and 1.8% of) registered patients. These can be seen on this map compiled by Dr Paul 
O’Brien. 
 
Parliament should take back control of who is eligible, directly and indirectly, to hold contracts for 
primary medical services and rule out further use of APMS contracts. 
 

  

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-payments-to-general-practice/england-2019-20
https://www.google.com/maps/d/viewer?mid=1sPwTEj9V-qxPP-jFl8uj60I8NEWtJKXs&ll=52.32083484615838%2C-2.157235211730874&z=7
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8. Support amendment 45 tabled by Lord Davies to prevent fragmentation  

Explanation 

If an ICB only has (core) responsibility for those allocated to it, this allows for an ICB and its providers 

to hide behind this technicality when someone needs treatment but has not been allocated to that 

ICB. The Northern Care Alliance is already reported to be doing this. Patients should be able to 

access the NHS at any time anywhere in the country and dividing the NHS up into 42 ICBs and ICSs 

risks preventing that from being possible. Amendment 45 would remove that risk.  

 

  

https://www.manchestereveningnews.co.uk/news/greater-manchester-news/fairfield-bury-rochdale-infirmary-hospital-21697897
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9. Table an amendment to ensure that ICBs have the same public involvement obligations as CCGs 

Clause 20 (General functions) and new section 14Z44 (Public involvement and consultation by 

integrated care boards) 

Page 19, line 15, at end insert— 

“(2A) The integrated care board must include in its constitution— 

(a) a description of the arrangements made by it under subsection (2), and 

(b) a statement of the principles which it will follow in implementing those arrangements.” 

 

Explanation 

At present, Schedule 4, paragraph 3 of the Bill adds ICBs to the list of bodies to which the Public 

Bodies (Admission to Meetings) Act 1960 applies. This list currently includes other bodies such as 

NHSE, NHS Digital, the CQC and NICE.  

There is an obligation under this Act for meetings to be open to the public, though the body can by 

resolution say otherwise "whenever publicity would be prejudicial to the public interest by reason of 

the confidential nature of the business to be transacted or for other special reasons stated in the 

resolution and arising from the nature of that business or of the proceedings".  One such 'special 

reason' may be where there will be or has been lobbying for private interests - i.e., where there is a 

"need to receive or consider recommendations or advice from sources other than members, 

committees or sub-committees of the body". 

The press are entitled to ask for and be provided with copies of the agenda (but not members of the 

public), and may, but do not have to be given, copies of reports and other documents. 

The Act only applies to committees if they "consist of or include all members of the body", which will 

presumably mean that ICB committees and sub-committees will not be covered. 

CCGs are not subject to the 1960 Act. Under section 14Z2(2) of the NHS Act 2006, CCGs have a duty 

to make arrangements for involving the public in planning of commissioning, in developing proposals 

and in decisions on impactful changes. This provision will also apply to ICBs under new section 

14Z44(2) (inserted by Clause 20). 

CCGs also have additional obligations, namely to describe in its constitution the arrangements it has 

made under s.14Z2(2) and to include a statement of the principles which it will follow in 

implementing those arrangements. The Bill does not pass on these obligations to ICBs. This 

amendment would ensure that ICBs also have those obligations. 
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10. Table amendments to ensure that ICB members and names are treated in the same way as CCG 

members and names 

Clause 14 (Establishment of ICBs) and Schedule 2 (ICBs: Constitution etc.), inserting a new 

Schedule 1B into the NHS Act 2006, Part 1 (Constitution of ICBs) 

Page 136, line 17, delete “and”, and at end insert— 

“(aa) the members of the board, and” 

 

Page 136, line 18, at end insert— 

“2A. The name of the integrated care board must comply with such requirements as may be 

prescribed.” 

 

Explanation 

A CCG’s constitution must specify its name, its members and its area, and its name must comply with 

such requirements as may be prescribed (NHS Act 2006, Schedule 1A, paragraph 2). 

A prescribed requirement - under the NHS (CCGs) Regulations 2012 – is that the name of a CCG must 

begin with “NHS” in capital letters.  

By comparison, the Bill only requires an ICB constitution to specify its name and its area. There is no 

requirement for its members to be specified in the constitution, nor for its name to comply with any 

prescribed requirements. 

These amendments would apply the same provisions in these respects to ICBs as they apply to CCGs.  

 

  

https://www.legislation.gov.uk/uksi/2012/1631/regulation/4/made
https://www.legislation.gov.uk/uksi/2012/1631/regulation/4/made
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11. Table an amendment to retain NHS England’s duty to consult with Healthwatch England 

Clause 20 (General functions) and new section 14Z49 (Guidance by NHS England) 

Page 21, line 5, at end insert— 

“(3) NHS England must consult the Healthwatch England committee of the Care Quality 

Commission— 

(a) before it first publishes guidance under this section, and 

(b) before it publishes any revised guidance containing changes that are, in the opinion of 

the Board, significant.” 

Explanation 

The new section 14Z49 omits the duty currently on NHS England (under section 14Z8(3) of the 2006 

Act) before publishing, and significantly revising, commissioning guidance for CCGs, to consult with 

Healthwatch England. This duty should also apply to guidance for ICBs. 

 

We also submit that ICBs should to be named as “NHS ICBs”, their constitutions should specify their 

members, private companies should not be permitted to be members of ICBs or to sit on their 

committees or sub-committees, conflicts of interests should be prevented from arising and a register 

of conflicts of interest should be proactively published.  

https://www.legislation.gov.uk/ukpga/2006/41/section/14Z8

