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Our research focused on finding the service areas with the greatest scope for adoption and 

replication of alternative delivery models. However, it should be noted that mutualisation is 

frequently an attractive model for many diverse services and is not limited to the service areas 

outlined below. 

To identify which areas within health and social care would most benefit from introducing 

mutualisation at scale, we held in-depth interviews with existing mutuals and experts, 

convened an advisory panel of sector specialists and conducted a comprehensive literature 

review.   

Further details of our methodology are outlined within Appendix 1.  

Summary 

We consider the following areas to offer the highest potential for widespread mutualisation. 

• Primary Care (including both GP services and wider primary care services). GPs are 

looking for alternatives to the traditional partnership model, which they perceive offers 

an unpalatable exposure to risk pressures and limited flexibility to work with other 

providers. A mutual model could reduce risk whilst offering a more attractive work 

proposition to many GPs and other primary care professionals. 

• Adult Social Care. The sector is experiencing a workforce crisis and mutuals could 

be used to offer more attractive models of employment. There are several successful 

mutuals in the sector that have a strong track record of bringing in new talent.  

• Enabling Services. Staff within enabling services typically report lower levels of 

engagement than elsewhere in the NHS. A mutual focused on one or more enabling 

services could improve engagement and increase staff voice.  

• Primary Care Networks (PCNs). The NHS Long Term Plan identifies PCNs as a key 

route to delivering better out-of-hospital care and NHS England is due to establish 

PCNs across the country in the coming months. If partners choose to consider a new 

vehicle for their PCN, a mutual ‘umbrella’ company operating as a PCN could be used 

as a vehicle for integrating primary and community care.  

• Local Health and Social Care Integration Models. The continued shift towards 

increased integration is also outlined within the NHS Long Term Plan. Mutuals could 

perform a central role in bringing together different types of services and users. 

The following section offers a detailed assessment of why each area has been selected.  
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Primary Care 

Across the UK, primary care is under ever-increasing pressure, with activity on the rise, 

growing patient expectation of rapid access to GPs, reduced funding and insufficient 

workforce. The number of patients registered with a GP rose by 1.4 million between April 2016 

and April 2018, and this trend of growth will continue.38  Challenges faced by primary care are 

heightened by patient needs becoming more complex and occurring over longer periods of 

time. This is mainly due to an ageing population and increasing numbers of people with co-

morbidities. 

There is a clear need for alternative delivery models, transformation at scale, and greater 

incentivisation for GPs to innovate, as has been recognised by the NHS Long Term Plan, the 

GP Partnership Review and the GP Five Year Contract Framework. To this end, our research 

has identified opportunities within the primary care sector for mutuals to play a role as a real 

alternative to the traditional partnership model and to address some of the major challenges 

present for primary care today.  

 

Key drivers and opportunities for mutualisation 

• Workforce  

Portfolio careers: The landscape within primary care is changing. Young GPs are 

less likely to want to become partners, and instead are increasingly keen to explore 

working across additional clinical areas, beyond general practice.39 Mutuals enable 

salaried GPs to play a role in governance while pursuing more diversified professional 

careers. A mutual which offered multidisciplinary services could enable portfolio GPs 

to pursue these goals within one organisation. 

New generation: Mutuals also redress the balance between partner and salaried GPs, 

which has historically given the latter a lesser status. Empowering young and non-

partner GPs to be more involved in the running of organisations may improve retention 

rates.  

Reducing personal risk: The partnership model is increasingly under strain as GPs 

become more reluctant to accept the personal risk associated with the position of 

partner: in an unlimited liability partnership partners are personally responsible for the 

                                                
38 N. Watson, (2019) GP Partnership Review 
39 Kings Fund, (2016) Understanding pressures in general practice, - 
https://www.kingsfund.org.uk/publications/pressures-in-general-practice 
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liabilities associated with such as medical indemnity, premises including leasing 

agreements, and staff costs.40 This is particularly relevant when one or more partners 

retire and the practice is unable to recruit new partners.41 A model which transfers 

liability to the organisation rather than individuals is potentially more attractive, and, 

importantly, does not require staff to make the financial commitment of buying into a 

partnership.  Mutuals could therefore, be an attractive delivery model not only for new 

practices but also for well-established organisations that struggle with replacing 

partners who retire or leave the organisation for other reasons.    

• Opportunities for integration: The 

partnership model in its current form 

does not reflect the changing landscape 

of out-of-hospital care. A wider delivery 

team is increasingly the preferred model 

of delivery and while the GP remains 

integral to the delivery of these services, 

evolving patient needs require a 

multidisciplinary team, incorporating 

clinicians with other expertise to provide 

all-encompassing care for patients. 

Mutuals can offer a unique option as 

more healthcare professionals become 

involved in primary care. They have the 

potential to ‘break hierarchies’ for 

employees working alongside GPs, and 

allow clinicians with a preference for integrated, team based working a sense of 

ownership and increased personal commitment to the practice.    

 

Risks and barriers to increased use of public service mutuals 

• Lack of awareness: As with many of the service areas mentioned in this report, there 

is a lack of awareness among policy makers and individual practices that mutuals can 

offer an alternative model of delivery for primary care services. The GP Partnership 

Review recommends mutuals as a potential alternative to the traditional partnership 

model, and proposes DHSC investigate the benefits and risks of available options of 

                                                
40 N. Watson, (2019) GP Partnership Review 
41 This situation is referred to in the GP Partnership Review as the risk of ‘last partner standing’.  

Case Study: Granta Medical 

Practices 

Granta consists of four merged practices 
moving from a traditional partnership 
model to an Employee Ownership Trust 
that will hold a single GMS contract. All 
staff will become co-owners of a limited 
liability company and will share in the 
success of the organisation. A Board will 
be established to make business 
decisions, and which will be accountable 
to all staff through a Staff Committee. 
 
Granta hopes the move to a mutual model 
will encourage the delivery team with a 
wider set of expertise to engage in and 
progress the business. 
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‘opening up the market’ to different legal structures, but this is the only mention of 

mutuals in this context in recent literature.42 

• Legal challenges: The GMS contract has historically been an issue for alternative 

delivery models, as contract holders have been unwilling to forgo the lifelong benefits 

offered by it, and because it offers a limited number of legal structures under which GP 

practices can operate43. There is no clear guidance on legal options available for 

primary care organisations to mutualise and this area requires clarification. 

• Financial incentives and capital investment: The traditional partnership model is 

viewed as being financially attractive since it offers a secure income. The transition 

into a mutual would require GPs to forgo significant financial incentives received 

through the partnership model and reinvest profits into a mutual with benefits shared 

more widely. Even if current partner GPs were willing to give up their stakes, the mutual 

organisation would still need to ‘buy them out’. This could represent a significant capital 

outlay that many organisations looking to mutualise simply do not possess.  

• Workload associated with transition: Workload for GPs is increasing in line with 

demand, and over the previous 5 years, there was a 15% increase in patient contacts 

in general practice.44 This workload is considered unsustainable with strain falling 

disproportionately on those who are 

partners in organisations. Our respondents 

indicated that transitioning to a new model 

significantly increased their workload in the 

short term, and work is often taken on ‘on 

top of the day job’. This highlights that costs 

and benefits must be carefully balanced 

when choosing whether to mutualise.   

                                                
42 N. Watson, (2019) GP Partnership Review 
43 However, it includes a company limited by shares under several conditions, including that at least one share in 
the company is owned by a medical practitioner. In this context it is worth noting that mutuals can pursue various 
legal models and a mutual can operate as a company limited by shares. The exact details of this process are 
being worked through by Granta and NHS England. 
44 Kings Fund, (2016) Understanding pressures in general practice, - 
https://www.kingsfund.org.uk/publications/pressures-in-general-practice 

“As GPs, we didn’t know what we 

didn’t know. We required a lot of 

commercial support to get us up 

and running.” - Anna Hiley, 

Inclusion Healthcare (CEO) 
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Potential models of delivery 

The below model shows how a mutual could operate within primary care. It is a simplified 

representation of one potential model, allowing for either formal ownership from all clinical 

staff, or employee engagement achieved through other means such as a staff sub-committee 

to the board or an employees’ forum. There are other governance models which could be 

pursued in primary care, depending on differing local demands. Local demand would also 

dictate the specific legal form each mutual would enter in to.  

Figure 1: Potential model of delivery for Primary Care (GP Partnerships or Federations) 

.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participating 

organisations 

Existing GP Practice or federation transforms into a mutual or several 

practices merge and transform into a mutual. 

Ownership 

Range of models possible including full employee ownership (e.g. 

Employee Ownership Trust – 100% staff owned limited liability 

company). 

Scope of 

services 

Mutual delivers primary care services across singular practice or 

a number of practices. 

Contractual 

arrangements 

GMS, PMS or APMS contract is transferred to a new entity as agreed 

by the commissioner. Staff are TUPEd to a new entity. 
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Adult Social Care 

Key drivers and opportunities for mutualisation 

• Workforce: There is a significant workforce 

crisis across the social care sector 

(including independent providers) and a 

nationwide reduction in capacity for 

provision at a point where demand is rising. 

Social care mutuals have found they are 

better able to attract staff, to offer them 

more attractive packages, and to make 

them feel valued in a way which supports 

their recruitment and retention. 

• Success: There are a number of highly successful mutuals operating in the adult 

social care sector, whose success stories provide a firm foundation for replication, and 

a diverse range of lessons learnt. One of these is PossAbilities, an adult social care 

mutual, which has more than doubled its turnover since spinning out in 2014. 

PossAbilities highlighted in their interview for this report that a mutual model gave them 

the ability to diversify funding streams, pursue new commercial opportunities, reinvest 

surpluses back into the organisation and subsequently provide improved services to 

users. 

• Innovation: Mutuals currently operating in the adult social care sector have been able 

to innovate and access diverse streams of funding, reducing reliance on block 

contracts. One such way has been to obtain funding directly from users through Local 

Authority personal budgets. By helping to implement the national personalisation 

agenda, these organisations have lowered their reliance on a single core contract with 

the Local Authority, the loss of which could be very damaging, while empowering 

service users to choose the care they want. The personalisation of health is a key 

policy initiative for the NHS. The flexibility and agility of a mutual to offer services to 

appeal to users is a real opportunity when delivering on this personalisation agenda.  

• Strain on the system: Local Authorities must provide or arrange services that help 

prevent people developing care needs or delay people deteriorating to a point where 

they would need ongoing support. Local Authorities are also required to help develop 

a market that delivers a wide range of sustainable, high-quality care and support 

services for their communities, and operate within a tight financial envelope.  Whilst 

“Staff are really invested in the 

organisation, and that drives 

productivity.  We recognise our 

staff do a really tough job and we 

reward them for it. We hold an 

annual awards night to recognise 

the excellence of our staff.” -  

Rachel Law, PossAbilities (CEO) 
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they do not provide a ‘silver bullet’ to the issues facing social care, the success of many 

social care mutuals in providing high quality and sustainable care to their communities 

make them a real and viable alternative to traditional models of delivery.  

 

Risks and barriers to increased use of public service mutuals 

• Support: Our research suggested there was appetite for mutualisation within Local 

Authorities, but there is a perception of lack of support from central government to push 

through this change. Notably, a number of our respondents who operate within the 

adult social care sector were unaware of the government’s Mutual Support 

Programme 245.  

• Financial pressures on Local Authorities: Funding for Adult Social Care has fallen 

by 5.2% since 2010-11.46  Changes in demographics, inflation and the introduction of 

a higher National Living Wage (which affects a significant number of workers in the 

adult social care sector) has caused the Local Government Association (LGA) to 

suggest that an additional £3.6bn will be required by 2025 to prevent a fall in the quality 

of service delivered.47 This lack of funding means social care services within Local 

Authorities are struggling to keep their heads above water. In this context, many 

organisations prioritise their survival and have little scope to ‘look up’ and consider 

potential alternatives models of delivery. There is also a risk that mutuals entering this 

space will be affected by the same pressures, unless they successfully diversify their 

revenue streams and identify new commercial opportunities. 

• New entrants: There are wider commercial opportunities within the adult social care 

sector, as demand continues to rise at a pace which current provision cannot match. 

As established players in the sector become more financially squeezed, new entrants 

to the sector are emerging with significant capital to invest, particularly in the Care 

Home market, on the assumption that funding from central sources will at some point 

flow back towards the sector. Mutuals do not usually have the financial clout to 

compete with these new private entrants to the market. 

 

  

                                                
45 More information on the MSP2 programme: https://www.gov.uk/guidance/mutuals-support-programme-2  
46 NAO (2018) Adult Social Care at a glance 
47 Ibid. 

https://www.gov.uk/guidance/mutuals-support-programme-2
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Potential models of delivery 

The below model shows how a mutual could operate within adult social care sector.  

Figure 2: Potential model of delivery for Adult Social Care.  

 

Participating 
organisations 

The simplest model assumes a local authority or a community trust 
transfers an element of its social care services to a mutual.  

Ownership 
Variety of models possible, the mutual could be wholly staff owned or 
include elements of staff ownership on the board.  

Scope of 
services 

Potential to incorporate a range of social care services under one 
multidisciplinary organisation, including services for adults with 
learning disabilities and care for the elderly. 

Contractual 
arrangements 

Traditional: Procured either through open competition or directly 

awarded under the Teckal exemption.  

Alternative: Users pay for services directly using personal budget 
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Enabling Services 

Amongst the services that support front line delivery, from estates and facilities services to 

HR, finance and procurement, our research shows there is appetite to develop new models to 

facilitate increased innovation, staff engagement and commercialisation of services. Our key 

takeaway from research and experience is that staff engagement and satisfaction is 

historically a huge challenge for management of enabling services providers.  

To some extent this reflects the NHS’s focus on clinical operations. This leads to Enabling 

Services staff feeling that they are not as valued as other members of the NHS family, and 

Estates and Facilities staff typically have lower staff engagement scores than other staff 

groups, ultimately contributing to significant difficulties in recruiting and retaining staff.48 

 

Key drivers and opportunities for mutualisation 

• Quality: To support the improvement of enabling services, healthcare organisations 

nationwide have begun to explore new models of delivery in a bid to improve the 

standards of services, particularly in the estates and facilities sector.  

• Financial viability: Mutuals offer healthcare organisations the opportunity to develop 

new sources of income from increased traded services while maintaining  NHS values 

and a strong public service ethos.49  

• Workforce: Staff engagement and experience are especially low in back-office areas 

such as estates and facilities50. The mutual model offers an opportunity to invigorate 

back-office staff to engage more widely in a function that is critical to supporting the 

delivery of clinical services in hospitals. 

 

Risks and barriers to increased use of public service mutuals 

• Regulation: Potential new models of delivery for enabling services are on the national 

agenda for NHS regulators. An NHS Improvement consultation paper in October 2018 

set out that ‘there are circumstances where subsidiary companies are appropriate and 

can help drive innovation’51. Further guidance was released in November 2018 to 

                                                
48 May & Askham (2005), Recruitment and Retention of estates and facilities staff in the NHS 
49 Grant Thornton (2017) NHS Companies – An enterprising approach to health 
50 NHS Staff Survey Results, 2018 
51 NHS Improvement (2018), Consultation on our proposed extension to the review of subsidiaries, October 
2018, https://engage.improvement.nhs.uk/subsidiary-companies-review/extension-to-review-of-subsidiary-
companies/supporting_documents/Subsidiary_companies_consultation_Oct%202018%20Final%20v2.pdf 

https://engage.improvement.nhs.uk/subsidiary-companies-review/extension-to-review-of-subsidiary-companies/supporting_documents/Subsidiary_companies_consultation_Oct%202018%20Final%20v2.pdf
https://engage.improvement.nhs.uk/subsidiary-companies-review/extension-to-review-of-subsidiary-companies/supporting_documents/Subsidiary_companies_consultation_Oct%202018%20Final%20v2.pdf
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provide clarity to Trusts who were exploring the possibility of establishing subsidiary 

organisations to provide a range of services, but has paused progress on exploring 

external models of delivery for most Trusts nationwide until a definitive position has 

been reached.  

• Pace of change: The aforementioned guidance stipulates that all NHS Foundation 

Trusts looking to establish subsidiary companies are required to submit a Trust Board 

approved business case to NHS Improvement for the regulator to review. This 

guidance has created an extra step in the process for the creation of alternative 

delivery models, but also ensures an appropriate level of scrutiny over structural 

changes to Trusts. 

•  

Potential models of delivery 

The below model shows how a mutual could operate within the estates and facilities sector. 

This is a simplified representation of one potential model, to demonstrate the levels of 

governance and participating organisations. There are other models which could be pursued 

for estates and facilities services, depending on differing local demands.  

Figure 3: Potential model of delivery for Enabling Services. 
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Participating 
organisations 

 

The simplest mutual model assumes there is one commissioning 

organisation, such as a Foundation Trust, that transfers a range of 

enabling services to a new mutual. There is potential within this model 

to incorporate a range of participating organisations to achieve bigger 

economies of scale. 

Ownership 
Variety of potential mutual models, including wholly NHS owned with 

significant staff engagement or partially staff owned. 

Scope of 
services 

Specialist model focusing on one service, such as estates and facilities, 
or a broader offering encompassing a range of back office services, 
including HR, payroll and finance.  

Contractual 
arrangements 

Procured either through open competition or directly awarded under 

the Teckal regulation. 
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Primary Care Networks 

To meet the evolving needs of the 

population, the NHS Long Term Plan sets out 

that networks of GPs will work more closely 

together in Primary Care Networks (PCNs). 

These PCNs, typically spanning populations 

of 30,000 – 50,000 people, will be funded to 

work with community, mental health, pharmacy and voluntary services to provide integrated 

care to their local populations.52 PCNs will be contracted by CCGs under a Directed Enhanced 

Services (DES) contract, as a variation to their existing GMS/PMS/APMS contracts. Key to 

the delivery of PCNs is the employment and empowerment of a wider group of healthcare 

professionals, beyond general practitioners. It is not expected that practices will need to create 

new organisational or legal structures to form PCNs, and there is plenty of flexibility for PCNs 

to choose the most appropriate model for them and their communities. The mutual model, 

currently spearheaded by Granta, is one of the options available to PCNs, and our research 

suggests it could deliver significant benefits as PCNs are developed over coming years.  

 

Key drivers and opportunities for mutualisation 

• Workforce: It is increasingly recognised that traditional workforce arrangements in 

primary care do not benefit staff or service users to the extent they could. To that end, 

the greater integration of primary and community care services is being encouraged, 

in part through PCNs. The integration of services as a PCN focuses primary care more 

around the user, whilst aiming to reduce some of the pressures on GPs through 

supporting them with a wider network of clinicians.  

• Governance: The exact nature of PCNs has yet to be defined, and to this end we have 

designed several models which could be replicated by PCNs, shown below. An 

organisation operating as a mutual could provide oversight of the organisations falling 

within the PCN. Our interviewees indicated that a new delivery model to bridge the gap 

between the CCGs and the GP surgeries within the PCN is likely to become essential 

Additional governance to support the establishment and growth of PCNs would be 

useful, especially if these are to operate at scale, and potentially interact with one 

another..  

                                                
52 NHS England (2019) NHS Long Term Plan  

“Primary care networks are the key 

opportunity for mutuals – it’s a perfect 

fit.” – Gerard Newnham, Granta 

(Strategic Director) 
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• Community focus: PCNs will be locally-run 

and operated organisations, aimed at 

improving care services within a particular 

community. This local focus aligns with the 

mutual ethos of empowering the community 

to be engaged in the services provided to it, 

through staff and user advisory groups 

feeding into more formal governance 

arrangements.  

• Risk and employment arrangements: Key to the delivery of PCNs is the employment 

and empowerment of a wider group of healthcare professionals, working across 

a range of services. A mutual model could provide the parent organisation under which 

these employees can be contracted and could hold the contract for the wider PCN. 

This would significantly reduce the risk encountered by individual partners, addressing 

a key worry for GPs and offer wider employees the opportunity to be partners in the 

PCN.  

• Enabling services: To facilitate the delivery of PCNs at scale, there will be a need for 

high quality support services. As PCNs grow, the services which support them, such 

as procurement, HR and finance, will need to grow or consolidate to facilitate this. 

A centralised corporate support function would provide this additional capacity, as well 

as opportunities to realise economies of scale.   

• Staff uncertainty: New roles will be required to make the delivery of PCNs successful, 

for instance social prescribers will be required to work for multiple GPs, making staff 

nervous about new governance arrangements53. A formal operating model, such as a 

mutual, governing their employment, could go some way to ensure job security, with 

the added benefit of providing staff with greater control through a more formal 

ownership role.   

• A united voice: GPs have sometimes struggled to find a voice in the wider healthcare 

system, and operating as part of a network allows primary care organisations a more 

unified voice, and thus greater opportunity to influence local agendas.54 Mutuals can 

                                                
53 NHS England, Primary Care Network - Webinar 
54  N. Watson, (2019) GP Partnership Review 

“An organisation sitting between the 

CCG and GPs with a strong 

community ethos would have a real 

impact on primary care delivery”. – 

Anne Talbot, Bolton Community 

Practice (CEO) 
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establish governance structures that allow professional groups such as GPs to have 

equal representation and voice alongside local system partners. 

 

Risks and barriers to increased use of public service mutuals 

• Alternative arrangements: The Primary Care Network Maturity Matrix indicates that 

networks need to identify a business model under which to operate, specific to each 

locality. The mutual model may not be appropriate for every locality.  

• Awareness: There is a relatively low awareness of mutuals in the primary care sector. 

Our respondents indicated that, after the Cabinet Office Mutual Pathfinder Programme, 

central government support for the establishment of social enterprises and mutuals 

has dwindled. More should be done centrally to raise awareness of mutuals as one of 

the options for PCNs. The crucial period for this intervention will be post July 2019. At 

this point, PCNs should have been formally established, and will begin to receive 

additional funding and may start looking forward to the next step of formalising their 

operating models should they choose to do so.  

• Sovereignty: GP practices operating under the traditional partnership model are used 

to working with a high degree of independence and autonomy. Integrating individual 

services under a formal governance model may be seen as giving up control, and 

losing the independence to make decisions which suit the individual practice. 

• NHS England support: Primary Care Networks are a relatively new initiative within 

the NHS. Currently, networks are expected to be informal arrangements between 

localised GP organisations, with more concrete plans for operating models to be 

defined in time. There is no requirement for a new organisation to be implemented to 

coordinate the delivery of services in a PCN, and as such there is no policy direction 

which states these organisations, when they are formed, could be mutuals, which may 

reduce the number of organisations likely to consider the model.    

• Existing partnership working: GP organisations have been encouraged to work in 

Federations and latterly, as part of Primary Care Networks. As such, there seems to 

be a general belief among GPs that they are already working in partnership with other 

surgeries. Indeed, NHS England figures propose that 93.4% of GPs currently work in 

partnership.55 As such, there is a question over whether mutuals or other alternative 

delivery models could fit into this agenda to act as an agent for integration, or whether 

                                                
55 General Practice Forward View, Monitoring Survey (2018) 
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they simply add a layer of bureaucracy to a sector which is already providing more 

integrated services.   

 

Potential models of delivery 

The below models show how a mutual could operate within Primary Care Networks. These 

are simplified representations of three potential models, to demonstrate the levels of 

governance and participating organisations. There are other models which could be pursued 

for Primary Care Networks, depending on differing local demands and priorities.   

Figure 4: Potential model of delivery for a basic Primary Care Network.  

 

Participating 
organisations 

Practices forming a PCN (that set up a mutual to provide an additional 
governance structure responsible for the network contract).   

Ownership 
Variety of models, including full staff ownership, or joint ownership 
between practices. 

Scope of 
services 

The mutual delivers services under the DES contract and employs 
network staff (staff of the umbrella organisation, including staff co-
funded by NHSE: clinical pharmacists and social prescribing link 
workers starting from 2019/20, physiotherapists, physician associates 
and paramedics in subsequent years).  

Contractual 
arrangements 

Individual practices hold and remain responsible for delivery of their 
contracts (e.g. GMS contracts). 
 
If the mutual is party to a primary medical services contract, it signs the 
DES contract commissioned by local CCG. If the mutual is not eligible 
to hold the DES contract, it is subcontracted to deliver services required 
by the DES. 
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Figure 5: Potential model of delivery a Primary Care Network with multiple stakeholders. 

 

Participating 

organisations 

Practices forming a PCN and other organisations within the PCN 

footprint. 

Ownership 

Variety of potential models possible; the mutual could be owned by all 

the participating practices, a Joint Venture between practices, or by 

staff. 

Scope of 

services 

The mutual is responsible for delivery of services under the DES 

contract – either holding the contract directly or through subcontracting 

arrangements, as discussed above – and employs network staff. The 

mutual could also deliver social prescribing. In a model including care 

homes, the mutual could deliver the Enhanced Health in Care Homes 

service. 

Contractual 

arrangements 

Similar to the above model, with additional contracts commissioned by 

the local CCG or LA dependent on the scope of services delivered.  
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Figure 6: Potential model of delivery for a Primary Care Network with multiple PCNs.  

 

Participating 
organisations 

Practices forming several PCNs within one CCG area. 

Ownership 
Variety of models possible, the mutual could be owned by all the 

participating practices or owned by staff.  

Scope of 
services 

The mutual is responsible for delivering services under the networks 

DES contract (either holding the contract directly or through 

subcontracting arrangements, as discussed above) and employs 

network staff. The mutual could potentially deliver a range of enabling 

services. 

Contractual 
arrangements 

Similar to the basic model, with additional SLAs with individual 

practices for relevant enabling services. 
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Local health and social care integration models 

The integration of local services across NHS and 

local authority bodies is a key priority for the health 

and social care sector, as set out in the NHS Long 

Term Plan.  

The NHS Long Term Plan pledges an additional 

£4.5bn a year by 2023/24 for community and 

primary medical services. This ringfenced funding 

will directly incentivise cross agency working on a 

local and regional level to deliver more joined up 

care to patients. Alternative delivery models could 

usefully play a part in this integration, as new 

delivery models will be required to provide robust 

and informed governance to partnerships which 

emerge, whilst empowering staff to take ownership 

of newly integrated services. One example of this is 

Sussex Primary Care, a mutual and a true example 

of integration between community and primary care 

providers – see case study box.  

 

 

Key drivers and opportunities for mutualisation 

• Demand: There is high demand within the wider integration agenda in the health and 

social care sector for tested and pragmatic delivery models to enable integration in 

practice. Our research concluded that mutuals are particularly well positioned to 

enable integration in community services. 

• Nimble governance structures: Developing seamless pathways for patients between 

various services is one of the priorities within the NHS Long Term Plan. Mutuals can 

support integration by providing umbrella structures that protect the sovereignty of 

each party, with nimble governance arrangements for partners to collaborate with 

ease.  

• Innovation: There are several mutuals operating at the forefront of community-led 

innovation and currently implementing pioneering service delivery models. For 

Case study:  

Sussex Primary Care 

Sussex Primary Care is a new mutual 

formed in 2019. The organisation was 

developed with the purpose of 

integrating primary care services across 

the Sussex STP. 

 
Sussex Community Health Trust are the 

commissioners for the project. This 

integration between community and 

primary care at this scale is the first of its 

kind. SPC will enable the wholesale 

integration of primary care in Sussex, 

which will in turn enable the wider 

integration of primary and community 

care in the area, under an umbrella 

organisation operating as a mutual.  

As a first step, SPC will provide 

operational governance to GPs, and 

provide integrated back office support. In 

time SPC will provide a route to 

integrating primary care and community 

health services.   
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example, community providers in Essex have formed alliance partnerships with Local 

Authority to join up elements of adult social care provision in order to improve 

performance and outcomes for patients.  

 

Risks and barriers to increased use of public service mutuals 

• Lack of awareness: There are pockets of innovation involving mutuals, but there is 

not widespread awareness or take up of the model. This is in part due to perceptions 

that mutualisation increases service fragmentation by creating additional bodies that 

sit on the edges of the NHS, which is at odds with the wider push towards reducing 

organisational barriers set out in the Long Term Plan.   

• Resource intensity: Integration projects of this scale are complex and expensive. The 

implementation of any new organisation is extremely resource intensive, and when 

integrating across Local Authorities and NHS organisations, there are additional costs 

and considerations which must be made.  

• Complexity: Many organisations are still at the stage of considering integration as a 

partnership arrangement between existing organisations, be that through contractual 

joint delivery or a less formal agreement. To add the establishment of another 

organisation to this creates additional complexity which many NHS organisations and 

Local Authorities may be unwilling to consider, especially given the lack of awareness 

among commissioners as to the benefits of the mutual model.   

• Evidence base: There are currently very few mutuals that operate at the requisite 

scale to enable this wider system integration. As such, there are a lack of case studies 

through which to explore the full benefits and challenges of the mutual model in this 

context. To ensure future replication of these models, those organisations which are 

acting as ‘trailblazers’ in integrating these services should be supported to capture 

learnings to share with others.  
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Potential models of delivery 

The below models show how a mutual could operate within the context of the integration of 

local services. This is a simplified representation of two potential models, to demonstrate the 

levels of governance and participating organisations. There are other models which could be 

pursued when integrating local services, depending on differing local demands. 

 

Figure 7: Potential model of delivery for Primary and Community Care Integration. 

 

Participating 

organisations 

Community trust establishes a mutual that acquires GP practices to 

deliver primary care at scale. 

Ownership 
Range of models, including wholly owned subsidiary or 100% staff 

owned model. 

Scope of 

services 

The mutual takes on responsibility for delivery of primary care services.  

The mutual provides operational governance and back office support 

(enabling services – e.g. procurement, HR, quality improvement, 

clinical governance, emergency planning, communications, CQC 

support, financial management, information governance, stakeholder 

engagement). The mutual owns or leases premises, and provides 

access to flexible bank of staff.  

Contractual 

arrangements 

The new entity cannot hold a GMS contract directly, but can deliver 

services through a sub contract with individual practices. Enabling 

services can be delivered directly by the mutual or bought back. 
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Figure 8: Potential model of delivery for Adult Social Care and Community Care Integration.  

 

Participating 

organisations 

Community provider and local authority transfer elements of service to 

a new entity to deliver integrated care. 

Ownership 
Range of models possible, including a formal Joint Venture, or a 100% 

staff owned model. 

Scope of 

services 

Mutual takes on responsibility for adult social care and a range of 

community care services, grouped around certain pathways or around 

geographies. 

Contractual 

arrangements 

Local Authority commissions social care services, local CCG 

commissions community care services.  

Alternatively: lead commissioner model with one organisation 

procuring services.  

 

  


