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Foreword

It is my pleasure to introduce the NHS Herefordshire and Worcestershire Integrated Care
Board Annual Report for 2025/26.

This report reflects a year of significant challenge, change and progress across our health
and care system. | am immensely proud of the commitment, professionalism and
compassion shown by colleagues across the NHS, local government, primary care,
voluntary and community sector organisations, and wider partners who continue to work
tirelessly to improve the health and wellbeing of people across Herefordshire and
Worcestershire.

While we have seen encouraging progress over the past year, we are clear that there is still
more work to do. We know that some people continue to face delays in accessing care and
that outcomes and experiences are not yet consistently where we want them to be across all
services. We remain determined to address these challenges and are not complacent about
the scale of improvement still required. The achievements highlighted in this report provide a
strong foundation, but they are only part of our journey as we continue to work with partners
across our system to improve outcomes, reduce inequalities and deliver the high-quality care
that our communities deserve.

Throughout the year, our focus has remained firmly on improving outcomes and experiences
for local people whilst responding to increasing demand, workforce pressures and financial
challenges facing the NHS nationally. Despite this complex environment, we have made
encouraging progress across a number of important areas.

We have continued to reduce waiting times across a range of services, improve access to
care and strengthen community-based support for patients. Significant progress has been
made in urgent and emergency care, elective recovery and diagnostics, with improvements
in ambulance response and handover times, reductions in long waits for treatment, and
expanded diagnostic capacity across our system.

|l mportantly, we are increasingly delivering car e
Initiatives such as Hospital at Home, Single Point of Access services, integrated

neighbourhood teams and community diagnostic centres are helping people access timely

care in more appropriate settings, while supporting greater independence and improving

patient experience. Alongside this, our continued focus on prevention, early intervention and

population health management is helping us build a more sustainable health and care

system for the future.

Reducing health inequalities remains central to everything we do. We know that too many
people across our communities continue to experience unequal access, poorer health
outcomes and wider barriers to wellbeing. Throughout the year, we have worked closely with
partners and local communities to ensure that tackling inequality is embedded across our
programmes, services and commissioning decisions, with a particular focus on those
communities experiencing the greatest disadvantage.



Alongside delivering improvements for local people, 2025/26 has also been a significant year

of organisational transition and reform for Integrated Care Boards nationally. Following the
Government 6s announcement regardintgaindhe need to
streamline functions across the system, NHS Herefordshire and Worcestershire ICB has

entered into a formal cluster arrangement with NHS Coventry and Warwickshire Integrated

Care Board.

While both organisations retain their statutory responsibilities and strong local identities, this
closer collaboration provides important opportunities to share expertise, reduce duplication,
strengthen resilience and make the best possible use of public resources. As we work more
closely together, we anticipate benefits including stronger strategic commissioning capability,
greater consistency where appropriate, enhanced opportunities for transformation, and
improved ability to respond to future challenges facing the NHS.

At the same time, the role of Integrated Care Boards is evolving. Increasingly, the ICB is
becoming a strategic commissioner rather than an operational performance manager. This
means placing greater emphasis on long-term planning, improving population health,
tackling inequalities, ensuring high-quality outcomes and shaping sustainable services for
the future.

This transition represents an important opportunity for our system. By focusing more
strategically on prevention, neighbourhood health approaches and the use of population
health intelligence, we can commission services in ways that deliver better outcomes and
greater value for local people. It also enables providers and partners to work more
collaboratively and innovatively, whilst ensuring that NHS resources are used effectively and
responsibly.

Partnership working remains fundamental to our success. No single organisation can

address the complex health and care challenges facing our communities alone. The strength

of our Integrated Care System lies in the relationships we have built across NHS

organisations, local authorities, Healthwatch, universities, primary care, voluntary and

community sector organisations, and local communities themselves. These partnerships are
essential in helping us design services around g
create a more integrated and sustainable system of care.

| would like to place on record my sincere thanks to all colleagues, partners, patients, carers
and volunteers who have contributed to the achievements outlined in this report. Your
dedication, expertise and collaboration continue to make a real difference to the lives of
people across Herefordshire and Worcestershire.

While we recognise there is still much more to do, this report demonstrates the progress we
are making together and provides confidence in our shared ambition to create a healthier
future for everyone across our communities.

Crishni Waring Simon Trickett

Chair Accountable Officer

NHS Herefordshire and Worcestershire NHS Herefordshire and Worcestershire
17" June 2026 17" June 2026
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Performance Report

All NHS organisations are required to publish an annual report and financial statements
at the end of each financial year.

This report provides an overview of the work of NHS Herefordshire and Worcestershire
from April 2025 to March 2026.

Enquiries about this report should be emailed to hw.comms@nhs.net

Unless otherwise stated, all services are in Herefordshire and Worcestershire.

Q%

Simon Trickett

Accountable Officer
NHS Herefordshire and Worcestershire
17" June 2026
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Abbreviations

The NHS uses many abbreviations, and our ICB is no exception. We understand these
can be difficult to understand if youbre
them out in full but, just in case we miss any, here are the most common ones used, for
reference:

First, there is us:

ICB i NHS Herefordshire and Worcestershire Integrated Care Board which you may
sometimes see written as HWICB.

Then there are our local providers and hospitals:

WAHT i Worcestershire Acute Hospitals NHS Trust

WVTi Wye Valley NHS Trust

HWHCT 1 Herefordshire and Worcestershire Health and Care NHS Trust
WMAS i West Midlands Ambulance Service

= =4 -4 -9

Then there are the local councils with whom we regularly work:

T WCC 1 Worcestershire County Council
1 HC i Herefordshire Council

There are some organisations tharovide assurance and oversight of our work:

1 HWB1 Health and Wellbeing Board. There are two in our area: one for Herefordshire,
and one for Worcestershire
1 NHSE - NHS England

Other abbreviations and terminology:

1 Collaboratives i These are partnerships of individual organisations coming together

on a geographical or a service / condition basis to work together to improve the health

and wellbeing of the population

ICP i Integrated Care Partnership

1 ICS1 Integrated Care Systems are new partnerships between the organisations that
meet health and care needs across an area including ICBs, healthcare providers and
local authorities

1 PCN T Primary Care Networks. GP practices are working together with community,
mental health, social care, pharmacy, hospital and voluntary services in their local
areas in groups of practices known as Primary Care Networks

i Place i A term used to describe a geographical area wherein all health and care
providers agree to work more collaboratively to improve the health and wellbeing of
the population. We havetwo i p | a ¢ e s bleredocdshmesasd Worcestershire.

1 Systemi The health and care System we operate in: Herefordshire and Worcestershire.

E ]



Performance Overview

Welcome to the NHS Herefordshire and Worcestershire ICB Annual Report, which covers
the period of April 2025 to March 2026. It has been prepared and delivered in accordance
with NHS England directives and the National Health Service Act of 2006 (amended in
2012). This report provides detailed insight into the organisation itself, and the
environment in which it operates. It also offers extensive information on key ICB
objectives, and the risks and challenges it has faced in the pursuit of achieving them.

About NHS Herefordshire and W orcestershi re Integrated Care Board: our purpose and
our activities

NHS Herefordshire and Worcestershire Integrated Care Board (ICB) was established on 1
July 2022, under the Health and Care Act (2022), and assumed the responsibilities previously
held by NHS Herefordshire and Worcestershire Clinical Commissioning Group (CCG).

Like the other 41 ICBs across the country, our role is to implement system-wide strategies,
commission and implement health care provision, and work efficiently and effectively with
partner organisations.

As such, NHS Herefordshire and Worcestershire is an integral part of a wider Integrated Care
Partnership Assembly (ICPA) - a group of NHS and local government bodies that are tasked
with improving care, health and wellbeing for the people of Herefordshire and Worcestershire.
The ICB also forms part of the Herefordshire and Worcestershire Integrated Care System
(ICS). The ICS is a collection of health and care organisations that work together to achieve
four core ambitions:

Improve population health outcomes.

Reduce inequalities in outcomes, access, and experience.

Improve value for money.

Contribute to wider social and economic wellbeing for the population.

= =4 =8 =

Within this systemwide approach, The ICB is responsible for improving health outcomes for
the local population, reducing health inequalities, and supporting broader social and economic
development. We do this by ensuring more effective joined up working with local partners
across health, social care, voluntary and community sectors. We will allocate £2.288 billion of
NHS resources and ensure that services are in place to deliver the ambitions that are jointly
agreed with local partners.


https://www.hwics.org.uk/about-us/integrated-care-system
https://www.hwics.org.uk/about-us/integrated-care-system

Who we are and what we do

Our Health and Care System

ICS Map:
Herefordshire and Worcestershire

Kington
The ICS:
» Two counties (Places), each with a
Healthwatch

* More than £1.5bn public spend

» 800,000 people served

» Nearly 20,000 staff in statuatory sector
health and care roles
20,000+ staff in home care / care
homes providers

How the services are organised:
* 4 NHS Trusts (inc WMAS)

« 2 upper tie local authorities

» 6 District Councils (Worcetsrshire)
« 15 Primary Care Networks

» 78 GP Practices

* 114 Community Pharmacies

« 83 Dentists

» 84 Optometrists

+ 5 Hospices

+ 1,000’s of VCSE bodies

»  Police Service

» 1 Fire and Rescue Service

* 1 Integrated Care Board

EMR

Kidderminster

Redditch

Eﬁﬁﬁ“'ﬁgﬁﬁ

Hospital Council

The challenge of rurality:

» The single ICS in HW, compared
to the 5 ICSs in London

+ x2.5 the geography, but only 10%
of the population

Herefordshire and Worcestershire:

* Area: 3,921km?
+ Population: 800,000

Greater London:

«  Area: 1569km?
» Population: 8,000,000

ICB Area (2024 ONS estimates):

+ Population: 812,360 (approx)
+ Living in Herefordshire: 191,000
« Living in Worcestershire: 621,360



Commissioning Services

We commission services from several NHS and non-NHS providers. The main local providers
of secondary services are:

T

Worcestershire Acute Hospitals NHS Trust - Worcestershire has three Acute Hospitals
which are part of Worcestershire Acute Hospitals NHS Trust (WAHT). The Trust provides
a full range of acute and emergency hospital-based services from the Worcestershire
Royal Hospital in Worcester and the Alexandra Hospital in Redditch and provides some
services from the Kidderminster Hospital and Treatment Centre.

Herefordshire and Worcestershire Health and Care NHS Trust - Herefordshire and
Worcestershire Health and Care NHS Trust (HWHCT) is the main provider of community
and mental health services across Herefordshire and Worcestershire. It delivers a wide
range of services in avariety of settings, includinginp e o p dwa iBomes, community clinics,
outpatient departments, community inpatient beds, schools and GP practices. The Trust
also provides in-reach services in acute hospitals, nursing and residential homes and social
care settings.

Wye Valley NHS Trust - The main local provider of secondary services in Herefordshire is
Wye Valley NHS Trust. The Trust provides a full range of acute and emergency hospital-
based services from Hereford County Hospital. It also runs services at community hospitals
around the county; Ross-on-Wye, Leominster, and Bromyard.

The ICB also commissions services from a range of providers outside of Herefordshire and
Worcestershire including:

1
)l

Gloucestershire Hospitals NHS Foundation Trust
University Hospitals Birmingham NHS Foundation Trust

The ICB is responsible for planning and organising care for the whole population of
Herefordshire and Worcestershire. This equates to just over 800,000 people. In line with
statutory duties, it has contributed to the development of the Joint Strategic Needs
Assessments* (JSNA) in both counties, with partners from Herefordshire Council and
Worcestershire County Council.



The core findings from the most recent J S N Aafessummarised in the infographic below:

Inequality in life expectancy for
both males and females across both
counties is significantly lower
than national averages, but stark
differences still exists within

local communities.

Over 30%
of residents with reported
physical or mental health
P conditions are not in
30 /o employment within the
two counties.

Cost of living rates are
increasing across the two counties
particularly in Herefordshire. 37,469
(15%) of households are fuel poor

in Worcestershire. 14,145 (17%) in
Herefordshire - but this is set to worsen.

5% of all residents who
receive support for a
learning difficulty are in
paid employment across
the two counties.

g

Over 80%
of the population across
both counties identify as

White British.

1% of all employed
residents in both counties '{rL‘]
had a day off in the last two

weeks (0.9% Herefordshire
and 0.7% Worcestershire). /y

Around 5% of young
people aged 16 or 17 years
—/)’ old are not in Education,
Employment or training in the
two counties ( 2022/23 data).
There are fewer adults with 2
depression in Herefordshire (@@ )
compared to national average, ¥
14% (Over 73,000) of adults in
Worcestershire have depression.

There is a higher percentage ﬁ
of 5 or more GCSEs attained in
Worcestershire than national average,
rathes in Herefordshire are slightly
below the national average.

Herefordshire is one of England’s y
most rural counties, with %?
55% of it's population living in a

rural area. While Worcestershire is

a mixed/urban county. A significant
proportion of its population live in rural
areas (27%).

There are more employed adults

(over 78%) across the counties

than the national average (75%).

Economic inactivity rates are lower

than average in both counties. @
=

Employment rates in
the two counties are higher
than the national average with
around 3% of residents out
of work.

Weekly median pay in the two £
counties varies with Herefordshire
residents earning on average £54 less
than their Worcestershire counterparts
and both counties £67 and £13
respectively on the England average.

*JSNA 2024 Joint Strategic Needs Assessment (JSNA) - Understanding Herefordshire



https://understanding.herefordshire.gov.uk/joint-strategic-needs-assessment/

Values

The ICB strives to be a supportive, caring employer. We expect staff to behave in a
professional, inclusive and respectful manner, while demonstrating the values which underpin
our vision for the population of Herefordshire and Worcestershire:

Kindness | Trust | Honesty | Fairness | Respect | Inclusive

Through a series of listening sessions with its workforce, we continue to develop the Behavioural
Expectations that underpin our value system, and which explicitly sets out the behaviours that
are expected of all members of staff:

1 Respect : Staff will treat each other with empathy and respect.

1 Kindness [/ Caring : Staff will be courteous, polite and kind. We want to promote a healthy
and enjoyable working environment, where staff are supported to develop a healthy work
life balance.

1 Honesty and Transparency : We will be honest, open and transparent in our
communication and encourage contributions to support organisational development.

1 Fairness: We will ensure equal treatment of all, and make judgements as an organisation
that are free from bias, discrimination or dishonesty.

1 Inclusive : We see our differences as a real strength; who we are, what we each have
experienced and how we each think informs a stronger collective understanding of how best
to serve everyone in our community.

Equality, Diversity and Inclusive Culture

We are committed to providing an environment of

empl oyment opportunities are available to all

reassignment, sexual orientation, pursegmeaendyiamd
belief. Our goal is to be a diverse employer of

it serves. It aims to recognise and appreciate t
wider system we serve)di beditfrfeat endt i andvayse ¢$shaua
their needs and preferences. |In support of this
and Diversity Policy, i ncluding t he responsi bi

champi oni nge achulitnwerleu.si v

We believe that Equality, Diversity, and Il ncl u
i nequalities, shoul d be embedded i nto al | pl a
organi sationbés aim is to provide eghealirty aomil 0op
and carers, and to work proactively to eliminate

We take great care to ensure that our services ;

al | members of our popul ati on, and that nobody |
the provision of our services. To tda@ahi evheeyt bhiasv
considered the impacts that policies, services a

10



our worikpartciecul arly those peopl e with protect
vulnerabl e groups.

As a commi ssioner of health services, an empl oy e
for the I ntegrated Care Partnership, NHS Heref or
Board is committed t o:

T EIl i mi ating unl awful discriminati on, har assm
prohlblted by the Equality Act
T Advancing equality of opportunity between peo
and those who do not
1 Fostering good relations between people who
those who do not.
The characteristics protected by the Equality Ac
T Age
T Disability
T Sex
1T Gender reassignment
1 Sexual orientation
T Race
T Religion and/ or belief
T Pregnancy and maternity
T Marriage and ci vil partnership
We also consider other vulnerable groups such as
refugees, and people from deprived areas, as wel
inequalities such as those idengri&aimmed. by the nat
Through increased i nvegwdlmetnyt, i Di vdeerdsaimtdyt eadn dEulr @c
|l eader shi p, the I CB has established greater col |
approval of our | CS Culture & | nl7usinonMaS§t r2alt2ed
Herefordshire and Worcestershbeéetke€CBheal tbhbmmut t
our communities, increasing, and celebrating th
their experiences of the workplace by ensuring t
do.
The HW I CS Culture and-2D268l 6Maanngttacégpgi 024 F
developed with system paryeearr splaanmd toawti mpesv e u
inclusion within the | CS. I't was produneds aédneédr
has benefitted from extensive input at the | CS
Taskforce Group and Staff Net work Chairs For um.
inclusive workforce, who feel allde ntgotlori mgprioveid
d outcomes for our | ocal people.

tive Bystander Programme

e I CB is leading on-wihe ®&delktiver Byst andaiysPe mf
nding has been secured for us to adopt the Lei
ogramme has been designed to help abdhdtess bu
t owar dsorokfrorW e Race EqurREB) ty SMoarkdamrade( Wel i ve
St andWDHER (mpr ovement actions, EDI Hi gh I mpact Act
NHS Long Term Wor kf orce Pl arne éAcca m otnos. Saphedav ki inktpoY epaor

cTH > o
= cCc o O S
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2, Year 1 delivered ABP Champion Training and a

now delivering ABP Awareness and further ABP Cha
mode |l |l ocally (Building Psychological Safety)
Equality I mpact Assessments

Al policies, strategies, service redesign and
equality impact assessment. This ensures careful
may affect our staff or the | ocal wioplhil ptobact e
characteristics, and those from inclusion healt
homel essness, drug and al cohol dependence, v ul
Traveller communities, sex wor kertsem paerod | wi dthi g
modern slavery. The assessments also help to id
remove any negative i mpacts.

Equality I mpact Assessment Training

Equality | mpact Assesnsunteiantt elrraacitniivneg wesbian ad¥0 host
Empl oyers. This helps individuals to understand
of completing Equality I mpact Assessmentse (EI As)

subjects covered ar e:

The i mportance of EI As

Why and when we complete them

EI A basics

Devel oping an EIA mindset and exploring some
The tools for completing an EI A

Sources of support.

= =4 =4 -4 -4 -4
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Our Board Members

Chair and Non -Executive Members

APNE, I?’
i A b ) ¢

/A
Wi

Crishni Waring
Chair

Vicky Morris
Non-Executive Member

Rachel Hardy
Non-Executive Member

David Wightman
Non-Executive Member

Gail Quinton
Non-Executive Member

Chris Hurst
Non-Executive Member

Executive Members

|

Si Tri ck

Execu

mo n
i ef

Dr
Chi

Kat hryn
ef Nur si

Dr Wil |
Medi cal

Tayl
Dire

Mar k
Chi ef

Dutt on
Fi nan
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Partner Members

/Egéé “":V . 4‘.:\.

z

II1%1 1
Dr Roy Will |Stephen Col |Paul Robinso/Paul Wal ker
Partner Mem| Partner Mem|Partner Me mb{Partner Me m

Other Members

Mary Mumvur

Joint Or di n
with knowl e
Ment al He al
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Our Integrated Care Strategy and Vision

We continued to develop our 10-year Integrated Care Strategy, which uses a life course
approach. This ambitious strategy sets out the priorities to make Herefordshire and
Worcestershire a great place to be born, live and thrive, and grow old.

During the third year of delivery, we continued to work with system partners and engage with

| ocal people to deliver on -yaar prhbegtateds€bare
and owearm5NHS Joint Forward Pl alndpi nwg tadl iag ncd de ag
strategiesbé to provide clear evidence and out con

This has led to partners across the ICS planning and delivering services that are more joined-
up, proactive and personalised, to better meet the needs of local communities. This
collaborative approach will enable the best use of collective resources.

The strategy iscalledi Good heal th and wel labdgartnegs adreedthise ver yon
would be supported by Working together with people and communities to enable
everyone to enjoy good physical and mental health and live independently for longer

i. Herefordshire

andMoRCesteisS Strategy On A Page Good health and wellbeing for everyone 2023 - 2033

We have collectively L) Improve outcomes Tackle inequalities Enhance © © ©  Supportbroader
developed a CLEAR in population health 10 1 I in outcomes, experience productivity and social and economic
VISION AND MISSION and healthcare and access value for money development

for integrated care

across Herefordshire
and Worcestershire for Working together with people and communities to enable everybody to enjoy good physical and mental health and live independently for longer

the next 10 years....

‘ 1. Maximising the opportunity o work together as partners to build connections, share learning and address shared challenges in the short and long term
§ 5. Co-producing solutions 7. Delivering better value
. . . 3. Enhancing health 4. Supporting people and s . ; A
To deliver this, we need to 2. Focusing on and wellbeing by taking _carers (o take responsibiity  %ith individuals, carers, our 6. Making the right for money. stopping 8. Using digital to make
make the following 8 prevention, personalized  TEC B0 Y B o communities and Voluntary senvice the easiest duplication and using services more accessible
care and taking action to ey e T & community sector service to access and population health and effective, but never
COMMITMENTS for how address health inequalities < D 9. L organisations as equal providing it as close to management to be forgetting the risks of
i ° jobs, leisure and wellbeing and working to " . X X y
we will integrate care... and vulnerabilities. e e ey S o partners with collective home as possible. smarter in how we digital exclusion.
‘epel - responsibility. target interventions.

3

Providing the best start in life
Our two Joint Strategic

Livi . d dyi I Reducing ill health and premature
ving, ageing and dying we deaths from avoidable causes

Needs Assessment's iimi ingi » Support people to enjoy good mental health and wellbeing A P
Sessr +  Eliminate smoking in pregnancy d Y ¢ L ] + Improving targeted provision and uptake of primary, secondary
clearly identify a +  Reduce infant mortality : :Mmss!"g f.“y:"“:'. E=NLY ;"‘I’ '““c:f‘g UREE iy 2 and tertiary prevention services..
number of key + More children who are a healthy weight + Increasing timely diagnosis of dementia i ) . i AT e — ence and
o e e e ey + Reducing inequality of health outcomes for people with leaming ] i
SHARED PRIORITIES ) icabiltios & autism -

+  Increasing number of children who are school ready Providing timely cancer diagnosis and treatment

for what we are + Improve social, emotional and mental health & wellbeing 0 [l 2= U2 G T e v 225 - Reducing the risk of cardiovascular disease and improving

seeking to improve + Improving access to primary and community-based services (inc
pharmacy, optometry and dentistry)
+ Providing end of lfe care to enable patients to die with dignity

stroke care
+ Reducing deaths by suicide

‘ « Delivery of the ICS commitment to carers
Integrated with and Worcestershire Joint Local Health and Wellbeing Strategy Herefordshire Joint Local Health and Wellbeing Strategy
aligned to the TWO Good mental health and wellbeing, supported by: Core Priorities:
JOINT LOCAL HEALTH «  Healthy living at all ages «  Every child has the best start in life
AND WELLBEING « Safe, thriving and healthy homes, communities and places + Good mental health throughout lifetime
STRATEGIES = Quality local jobs and opportunities. Supported by 6 additional priorities, addressing the wider social determinants of health
Supported through a W ' Engagement Clinical & care e " ( > i
consistent and shared [ People & M 8 ogo-gro duction & professional 2: Quality "D 7 ::‘gg:\r; ac:al_acs
approach to STRATEGIC gt workforce with people & leadership vz & safety v
ENABLERS communities

This strategy is informed by:

T Thei eawisat i @amdlmeubl i c
T Anunder stoatnufriorpgs | ant & eodnsd s

T Theneedoaddr e hgqualperyf or manfcien a rcciad Il eancg eoss s
Herefordshire and Worcestershire.
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Our Periorities:

The strategy identifies three clear priorities:

1. Providing the best start in life
2. Living, ageing and dying well
3. Reducing ill health and premature death from avoidable causes

These three priorities are underpinned by a number of specific population health improvement
goals, which if successfully achieved will deliver on the vision of -

fiGood Health and Well being for Everyoneo

Providing the best start
in life

Reducing ill health and
premature deaths from
avoidable causes

Living, ageing and
dying well

* Eliminate smoking in * Support people to * Improving targeted

pregnancy

Reduce infant
mortality

More children who
are a healthy weight
Improving oral health
and reducing tooth
decay

Increasing number of
children who are
school ready
Improve social,
emotional and mental
health & wellbeing

enjoy good mental
health and wellbeing
Increasing physical
activity and reducing
unhealthy behaviours
Increasing timely
diagnosis of dementia
Reducing inequality of
health outcomes for
people with learning
disabilities & autism
Improving access to
urgent care services
Improving access to
primary and
community-based
services (inc
pharmacy, optometry
and dentistry)
Providing end of life
care to enable
patients to die with
dignity

Carers identified and
supported

provision and uptake
of primary, secondary
and tertiary
prevention services

* Proactively reducing
inequalities in access,
experience and
outcomes

* Providing timely
cancer diagnosis and
treatment

* Reducing the risk of
cardiovascular
disease and
improving stroke care

* Reduce deaths by
suicide
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The 5-year Joint Forward Plan (JFP) (14Z52)

The JFP describes the shared priorities that partners will collectively work on over the next

fiveyears, i n response to the Integrated Care
Strategies. The strategic intent is to col
achieve best value care in the right setti

The strategic intent of the Joint Forward Plan...

Driving the shift upstream to more prevention and best value care in the right setting

" More focus on: Enabling reduction in:

Self-care and independence,
enabling all people to look after
their own health

Promoting healthy behaviours
which reduce, delay and
prevent ill health

Co-production, personalised
care and support, meeting the
needs of individuals

High quality, safe, patient centred,

accessible services delivered by a
sustainable & inclusive workforce,
living within the resources
allocated to the system.

Healthcare inequalities —
unequal access, outcomes
and experience

Days people spend in the
wrong care setting

The time spent waiting to
access healthcare

Inefficient use of

resources and financial
deficits

Population health management
and better use of data to target

efforts m P0|iC_e and Avoidable pressures on
3 Fire services

Local business Local
. &employers Government

Sustainability of services, and
delivery of the right care
models

People experiencing
digital exclusion

Outlining the NHS
contribution to the two
Joint Local Health and
Wellbeing Strategies.

The role of an ICS Programme Board

The ICS Programme Boards are responsible for overseeing delivery of programmes across
Herefordshire and Worcestershire, including the Joint Forward Plan, which will include regular
reporting on progress against plan delivery and mitigating / escalating risks to delivery through
to the ICB Quality, Resources and Delivery Committee. Each programme has described their
key deliverables during 2025/26.

ICB Board

ICB Strategic Commissioning ICB Quality, Resources and
Committee Delivery Committee
Decision
making

Quality Delivery and

. Assurance
Oversight of System Group

ICS Programme Boards

Children and Young People

Continuing Healthcare (Owversight Board)
Digital, Data and Technology

Elective Care, Cancer and Diagnostics

Local Maternity and Neonatal System
Medicines and Pharmacy

Mental Health Collaborative

Palliative and End of Life Care

People and workforce

Delegated Commissioning Sub-committee
Stroke

Urgent and Emergency Care

Greener NHS Board
Health Inequalities, Prevention and Personalised Care
Learning Disabilities and Autism
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Developing New Strategies

As part of t he Heref ordshire and Worcestershi
Frameworko, the | CB has worked with partners to
develop a range of O6éthemed strategiess, for clini
These strategies provide the detail and focus fo
outcomes to be delivered through | ocal plans acr
enables system partners to ensuregiacd i ghenmas an
enabl ers, as well as making them avail abl to | a
T H&W 1 CS Digital, Data, Anal y-t2i029 & Technol ogy

T H&W 1 CS Culture & 1| nic20u29 :0 nMaSktirnagt elgnyc 12u0s2i4on a |
T H&W 1 CS Strategy for PeoipdC®28iving with Frailt
T H&W 1 CS Local Maternity & Ned20haa%/a26 System Stra
f H&W 1 CS Living wel/l with Longg2029m Conditions

T H&W 1 CS Medicines and PHRar2Zmacy Strategy 2024

T H&W 1 CS Research and | nkdl®ti on Strategy 2024

T H&W 1 CS Urgent and Em202&ncy Care 2023
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https://www.hwics.org.uk/application/files/9717/4782/2886/HWICS_DDAT_Strategy_2024-29_Final_Published_Jan25.pdf
https://www.hwics.org.uk/application/files/2217/4782/2853/HW_ICS_Culture_and_Inclusion_Strategy_Final_4.2.pdf
https://www.hwics.org.uk/application/files/1517/4782/2846/ICS_Frailty_Strategy_FINAL.pdf
https://www.hwics.org.uk/application/files/8017/4782/2849/LMNS_Strategy_Final.pdf
https://www.hwics.org.uk/application/files/6517/4782/2868/Living_Well_with_LTC_Strategy_v1.1.pdf
https://www.hwics.org.uk/application/files/1617/4782/2872/ICS_MPPB_Strategy_Final.pdf
https://www.hwics.org.uk/application/files/9417/4782/2891/Research__Innovation_Strategy_V1.6_29.11.24__1.pdf
https://www.hwics.org.uk/application/files/3317/4782/2878/ICS_UEC_Strategy_23-28_v1.0.pdf

Population Health Management

Population Health Management (PHM) is a key area of development for Herefordshire and
Worcestershire ICB and a core part of the NHS Neighbourhood Health programme, which
aims to deliver the NHS 10 Year Plan ambition to move care closer to home and enhance the
focus on prevention.

PHM utilises linked data, which combines both healthcare data from clinical systems and data
from other sources, including local authorities and social care, to build a more complete picture
of peoplebs health and wel | baeéncedt.Theanteligernceaad
insights from the linked data will inform the work the ICB is leading on with ICS partners, the
voluntary sector, patient groups and communities to improve health and wellbeing.

A new PHM steering group was established to oversee this work, which includes
representation from the ICB, local authority public health, primary care and NHS Trusts. During
the year, substantial progress has been made on building the infrastructure to join up different
sources of data from across the health and social care system. Working with Midlands and
Lancashire Commissioning Support Unit (MLCSU), Herefordshire and Worcestershire ICB is
now inviting partners from primary care, NHS Trusts and local authorities to bring their data
together.

The ICB has obtained approval from the Secretary of State and the national Confidentiality
Advisory Group (CAG) to use patient data for PHM and risk stratification purposes. At every
stage of development and use, the security and appropriateness of using patient data is
paramount. Patient data for PHM is pseudonymised, meaning it is not identifiable - the only
exception is that clinicians can request to re-identify patients to deliver direct care that will
benefit them.

The ICB has been engaging closely with clinicians and with patients to share information on
PHM and to address any queries or concerns they may have. Delivering on the potential of
PHM will be a collaborative effort between partner organisations across Herefordshire &
Worcestershire and with patients.

We are actively using aspects of population health management, within the current data and
architecture that are available. Including population segmentation to identify population health
needs and developing solutions through engaging with local people.

Examples of Population Health Management are shown in the graphics below:
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Priority Neighbourhoods

An approach developed by Worcestershire
Public Health to identify small, specific
areas where the people living there have
higher than expected levels of unplanned
hospital admissions. This reflects unmet
health needs and provides a focus for
targeted intervention on health inequality.

Addressing CVRM risk

A Neighbourhood Health Accelerator site
in Worcester has developed an innovative
approach to supporting people living with
diabetes which recognises the overlap
between diabetes and heart and kidney
disease (collectively termed CVRM -
cardiovascular renal metabolic risk)

Focusing on
nei ghbour hood
settings into communities.

del i

Public health data and analysis

Herefordshire Public Health have produced
a Core20PLUSS5 dashboard. This provides
actionable insights to address key
inequalities. A needs assessment for
cardiovascular disease is being developed
to provide deeper insights into inequalities
and opportunities for prevention.

Proactive care for frailty

Primary Care Teams in Neighbourhood
Health Accelerator Sites in Worcestershire
are focusing on identifying patients
experiencing frailty and providing
proactive care planning and support. This

will be enhanced by the “Linked data pilot”

which is currently underway.

t he
have

vering
profiles

Engagement insights

Core20PLUS5 Community Connectors have
been building engagement and trust with
Gypsy Roma Traveller (GRT) communities

to better understand root causes of poorer
health outcomes and facilitate inclusion.

This is one of many initiatives engaging
with underserved communities.

High intensity users of ED

A pilot project was undertaken to identify
a cohort of patients who attended the
Emergency Department most frequently
(high intensity users). By better
understanding the characteristics of this
group, the project was able to identify and
implement proactive support.

3 NHS
enabl es

6bi g

us to

s hi

dr i

ftso

vV €

1. From Hospital to Community

1 Deliver services closer to home through Integrated Neighbourhood Teams, Primary
Care Networks, and community partners.

1 Improve access, experience, and responsiveness for underserved populations
working with local partners and utilising community assets.

1 Use community engagement and co-production to ensure services are person-
centred and meet local needs.

1 Turn strategic goals into tangible local impact through coordinated action at Place
and neighbourhood level.

2. From Analogue to Digital

1 Use insights from emergency admissions and public health data analysis to identify
gaps and direct resources where they are most needed.

1 Track progress and evaluate interventions using digital tools to see what works and
improve outcomes.
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9 Tailor outreach and support to ensure interventions reach the communities with the
greatest need.

9 Base system-wide decisions and investments on evidence from intelligence to
maximise impact.

3. From Sickness to Prevention

1 Development of risk stratification tools to target priority neighbourhoods with
preventable ill health and unmet need, identified through Public Health analysis of
avoidable emergency admissions.

i Tailor interventions to reduce long-term conditions and improve early detection.

1 Embed a health inequalities lens into all system programmes and investment
decisions to prevent disease and improve population health.

1 Co-produce preventative initiatives with local communities to promote healthy
behaviours and reduce future burden of illness.

Next steps in 2026/27 i Utilisation of the PHM to deliver strategic commissioning and
associated contracting, to improve outcomes for local people.

The Money we Spend

The ICB received an allocation of £2,288,481,000 for the period. A large percentage of the
money is spent with our main providers locally i Worcestershire Acute Hospitals NHS
Trust, Wye Valley NHS Trust, and Herefordshire & Worcestershire Health & Care Trust.
These organisations provide most of our Acute Healthcare, Community and Mental Health
Services. In addition, the ICB funds the prescribing costs of its GP practices and holds
delegated responsibility, from NHS England, for commissioning primary care, pharmacy,
ophthalmic and dentistry services and 59 Acute Specialised Services.

The chart below shows the expenditure by category of care, you will find more details of
how we achieved our financial duties in the Financial Performance section of this report.
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NHS Herefordshire & Worcestershire ICB
2025/26 Expenditure by Category (Em)

£81.5

£188.8
£28.9

£25.1

£163.8

£121.7

£214.4

H Acute

£185.4

£17.1

£194.6

® Mental Health & LD
i Community

® Continuing Care Services

M Prescribing
® Primary Care
H Other Programme Services

H Primary Care Co-Commissioning
® Pharmacy, Opthalmic & Dental
H Specialised Commissioning

£1,064.3

Plan Actual Variance %
Area of Expenditure £ £ £ Actual

Acute 1,062,615,890| 1,064,309,755 -1,693,865 47%
Mental Health 179,609,132| 194,589,691| -14,980,559 9%
Community 215,535,771| 214,406,176 1,129,596 9%
Continuing Health Care 120,471,540 121,702,176 -1,230,636 5%
Prescribing 164,953,404 163,772,750 1,180,654 7%
Primary Care 215,531,922| 213,851,193 1,680,729 9%
Other Programme 42,333,136 28,854,092 13,479,044 1%
Pharmacy, Opthalmic & Dental 82,903,999 81,475,917 1,428,082 4%
Specialised Commissioning 186,593,035| 185,444,269 1,148,766 8%
Running Costs 17,933,171 17,068,997 864,174 1%
Planned Surplus 0 0 0 0%

[ 2,288,480,999| 2,285 475,015  3,005984| 100%
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Expected Merger

In March 2025, the Government announced significant changes affecting the Department of
Health and Social Care, NHS England and a number of other NHS organisations. In
response, NHS England and ministers formally approved, in July 2025, the grouping of NHS
Coventry and Warwickshire Integrated Care Board and NHS Herefordshire and
Worcestershire Integrated Care Board into a new cluster. These ICBs will continue to
operate while progressing towards a single merged organisation over the next 12 months,
with a merger date expected to be 1 April 2027, subject to approval from NHS England.
Although the ICB will cease to exist at that point, its functions will continue to be delivered by
the successor organisation.

Going Concern

These accounts have been prepared on a going concern basis, in accordance with the
definition as set out in Section 4 of the Department of Health and Social Care (DHSC) Group
Accounting Manual 2025-26, which outlines the interpretation of IAS1 'Presentation of
Financial Statements' as 'anticipated continuation of the provision of a service in the future,
as evidenced by the inclusion of financial provision for that service in published documents'.

For non-trading entities in the public sector such as the ICB, the anticipated continuation of
the provision of a service in the future, as evidenced by inclusion of financial provision
(funding allocation) for that service in published documents, is normally sufficient evidence
of going concern.

DHSC group bodies must therefore prepare their accounts on a going concern basis unless
informed by the relevant national body or DHSC sponsor of the intention for dissolution
without transfer of services or function to another entity. A non-trading entity needs to
consider whether it is appropriate to continue to prepare its financial statements on a going
concern basis where it is being, or is likely to be, wound up.

Considering these factors, the Board has a reasonable expectation that the ICB will have
adequate resources to continue in operational existence for the period through to 23 June
2027. For this reason, we continue to adopt the going concern basis in preparing these
financial statements. Public sector bodies are assumed to be going concerns where the
continuation of the provision of a service in the future is anticipated. If services will continue
to be provided in the public sector the financial statements should be prepared on the going
concern basis. The statement of financial position has therefore been drawn up at 31 March
2026, on a going concern basis.

Events After the Reporting Period

The legal status of ICBs is currently unchanged but they have been tasked with significant
reductions in their cost base. Discussions are ongoing on the impact of these and the impact
of staffing reductions, together with the costs and approvals of any exit arrangements. During
2025/26 the ICB is going through a management of change and clustering arrangement with
NHS Coventry and Warwickshire ICB. The cluster has offered Mutually Agreed Resignation
Scheme (MARS) and Voluntary Redundancy to achieve the reduction and is ongoing during
2026/27. Subsequent to the balance sheet date, management identified that three
compulsory redundancies included within the exit package accrual at year end will no longer
be paid.

23



Performance Summary
Development, Performance and Quality During April 202 5 - March 2026

This section describes NHS Herefordshire and Wor
over the past year. As well as the further development of the organisation and our Integrated

Care System, it sets out how the ICB delivered against what we said we would do, including

some of the requirements set out in the Health and Social Care Act 2012.

Under the Health and Social Care Act 2022, the ICB has a duty to secure continuous
improvement in the quality of services that we commission and improve outcomes for people
in receipt of services. Alongside this we have a duty to reduce health inequality and secure
the involvement of people in their care. We consider the components of quality to be central
to our function as an effective system and commissioning body. We understand the
components of quality to be those outlined in the coproduced National Quality Board guidance,
Shared Commitment to Quality (April 2021), as safe, effective, and responsive services that
are also well led, equitable and sustainable in their nature. This has strengthened with the
adoption of the NQB Quality Risk Response and Escalation in Integrated Care Systems (2022)
and Principles for assessing and managing risks across integrated care systems (2024).
Achieving this requires the strategic planning of priorities, identifying and mitigating risks, and
working together to drive improvements in service delivery.

Herefordshire and Worcestershire Integrated Care Board uses key performance metrics to
monitor the impact of commissioned services for the population. This includes national
standards and local priority areas. The reporting of key performance metrics includes
measures in NHS Oversight Framework, the NHS Constitution, and the NHS England
Operational Planning targets for 2025/26.

We work in close partnership with commissioning and service provider partners, along with
experts with lived experience, to ensure that service quality across Herefordshire and
Worcestershire has appropriate surveillance oversight and the right leadership to help drive
improvements. Areas of service quality that require improvement, or achieve progress, are
shared with senior management and Executives at the Quality, Resource and Delivery
Committee for Herefordshire and Worcestershire and with the ICB Board, in public. During
2025/26 the ICB continued to work in an increasingly integrated manner with partners across
the system, respond to the demands for healthcare to meet the needs of our local population.
This has been strengthened with the ICB becoming a host training hub for Public Health
Registrar trainees. Changes to ICB form and function will continue to shape the system
direction, and we are well equipped with the system leadership to take the changes forward.
The wuse of 6expert by experiencebd e fegdbagle ment ,
continues to support the system to consider the impact of commissioning plans and decisions.

In addition, we have continued to strengthen our governance, oversight, and assurance
functions. The Oversight and Assurance Framework and risk management approach has
supported the delivery of our key priorities, enabling delivery at place- where appropriate- and
reduce duplication across the system. The Framework aligns national oversight, and strategic
priorities with operational delivery via the ICB Programme Boards and the Quality, Delivery
and Oversight Sub-Committee.

NHSE published the new 2025/26 NHS Oversight Framework (NOF) on 26 June 2025. This
1-year framework sets out how NHSE will assess providers and ICBs, alongside a range of
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agreed metrics, promoting improvement while helping to identify quickly where organisations
need support.

The NOF advises that ICBs will not be segmented in 2025/26, as this is a year of significant
change as they transform in line with the Model ICB Blueprint to focus on strategic
commissioning and implement plans to meet the running cost reductions. Support for ICBs this
year will focus on the safe implementation of their plans.

In the performance analysis section of the Annual Report, there is a summary for April 2025 to
March 2026 for the key programme areas of urgent and emergency care, elective, cancer and
diagnostics, mental health and learning disabilities, perinatal, children and young people and
guality and patient safety.
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Performance Analysis

This section looks at the performance of the ICB during April 2025 to March 2026 in more

detail, with highlights and achievements from throughout the year.

Details on key risks to performance and mitigations can be found in the Risk Management

section of the Accountability Report.

In this report we are also required to show how we have complied with statutory duties 14234
T 45, 49, 52 and 56. The sections below demonstrate how we have met a number of our
statutory duties and these are referenced in the relevant sections. Each section gives
examples of how we have met the various duties and details of key elements in place to
ensure that these duties continue to be met:

=4 =4 -8 48 -8 8 8 -8 _9 -9 -2 _9a -9 -2 -9

14734 Duty as to improvement in quality of services

14Z35 Duties as to reducing inequalities

14736 Duty to promote involvement of each patient

14737 Duty as to patient choice

14738 Duty to obtain appropriate advice

14739 Duty to promote innovation

14740 Duty in respect of research

14741 Duty to promote education and training

14742 Duty to promote integration

14743 Duty to have regard to wider effect of decisions

14744 Duties as to climate change etc

14Z45 Public involvement and consultation by integrated care boards
14749 Duty to keep experience of members under review etc
14752 Joint forward plans for integrated care board and its partners
14756 Capital Resource Use Plan.
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Urgent and Emergency Care
What the ICB Delivered in 202 5/26:

Performance
2025/26

Measure Metrics Standard

Response [Ambul ance Response ti
times for <30:00 22:51
ambulances
Emergency .
P f
Standard 9 y P 7
Greater than . .
12 hours in Percentage of patleqts waiting greater than 10% 8.8%
12 hours in emergency
department
P f | h
ercentage of ambulance handovers under 85% 78%
45 minutes
Ambulance
handovers Percentage of ambul anr
. 9 0% 17.4%
minutes
P t f patients with a length of st
ercentage of patients with a length of stay N/A 26.7%
greater than 14 days
Length of Stay
Percentage of patients with a length of sta:
ge of patients wi gin o stay N/A 17.2%
greater than 21 days

Quality and Responsive Services

The timeliness of urgent and emergency care improved during the second half 2025/26, as
more people attending an Emergency Department were seen within 4 hours, ambulance
handovers delays reduced. The coordinated work across the system contributed to ensuring
that people were seen and treated in the most appropriate place, with seven days working in
place. This included early intervention and the prevention of ill-health, as evident by the level
of flu and covid vaccinations that remained high for a further year and the increase in
identification and planning for people living with frailty, led by the Neighbourhood Teams.

Urgent and Emergency Care (UEC) recovery plans are in place for Herefordshire and
Worcestershire. Focus was on improving the Emergency Access Standard (EAS) to 78% by
March 2026, reducing ambulance handover times by delivering 85% within 45 minutes and
subsequent impact on Category 2 response times, with an ambition to consistently achieve
under 30 minutes.

There has been some improvement for Ambulance handovers as 24.7% had waited longer
than 60 mins in 2024/25, reducing to 17.4% in 2025/26. The Emergency Access Standard
achieved 69.4%, less than the planned target of 78%. Activities continue with the aim of
improving these areas further in 2026/27.
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Strategy and Planning

The ICS UEC Programme Board provides oversight and drives improvements through the
delivery of its ICS UEC strategy.

The ICS launched its winter plan in October 2025, bringing together a coordinated approach
to the planning, oversight and review of winter pressures in urgent and emergency care. The
plan incorporated a number of transformation schemes to be delivered to significantly reduce
delays including enhancements to Hospital at Home, Single Point of Access, front door
screening and the system-wide complex discharge programme.

Throughout 2025/26, a Benefit Realisation review took place across the system, focusing on
improving the patient experience by delivering an enhanced offer across our pre-hospital
pathways.

Hospital at Home Service

The Hospital at home service was remodelled to provide additional generic and frailty beds
across both Herefordshire and Worcestershire supporting reductions in in-patient length of
stay. Since its remodelling, there has been considerable improvements of over 20% in the
utilisation and bed occupancy of the hospital at home service.

Single Point of Access

There have been significant improvements across the Single Point of Access service (SP0A)
throughout 2025, ensuring patients get access to the most appropriate community or acute
service at pace. Examples are the co-location of GPs within SPoA and the use of Adastra to
directly stream patients from 111 to the SPoOA to avoid an ED attendance.

The benefits of SPoOA are being recognised more widely with WMAS and 111 utilising the
before you convey pathway with a particular focus on care homes. Call before you convey
filters appropriate patients through the SPoA to access alternative pathways. Over the last
year, SPoA have prevented around 3000 ED attendances from 111 by providing alternative
primary care appointments, many on the same day.

Urgent Community Response Service

In 2025/26, 1.5% more people were seen by the Urgent Community Response service with
performance remaining high at 90% seen within 2 hours. Across both Herefordshire and
Worcestershire, following recent service evaluations, models and pathways are being
reviewed and improvements made to support further month on month reductions in
Emergency admissions.

What the ICB is Planning to Deliver in 2026/27:

Our main priorities include improvements to Ambulance Off Load times and successfully
delivering (Maximum 45-minute handover) in all places and thereby contributing to improving
Ambulance Category 2 performance, delivering sub-25-minute performance.
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Restoring the constitutional four-hour A&E standard remains a system commitment, with the
aim to achieve 82% performance by March 2027, in addition to the reduction leading to
eradication of corridor care.

Additional ambitions include the successful delivery of UEC components of the End-of-Life
Strategy, increasing virtual ward capacity and improving regular utilisation of this increased
capacity.

Stroke Care

The ICB continues to facilitate the Stroke Programme Board to oversee service
improvements across the stroke pathway from prevention of stroke through to rehabilitation
and Life After Stroke services. This Board is also responsible for developing the model for
longer term sustainability of stroke services across the ICS in line with national guidelines.

Service improvements include enhanced clinical leadership and oversight across the entire
pathway and expansion of the medical workforce. Acute Trust providers have been working
collaboratively with the ambulance trusts to support the introduction of pre hospital video
triage, resulting in improved diagnostic accuracy and appropriate conveyancing and decision
making.

Pathway improvements at the front door has led to an increase in both thrombolysis and
thrombectomy rates above regional and national levels.

Changes to the provision of stroke care is essential to ensure stroke patients have access to
high quality and appropriate resourced stroke services across the stroke pathway for now
and in the future. Services are being re-designed in line with best practice guidelines, to
ensure equitable and timely access to interventions along with the plans to enhance the
workforce in the community to bring care closer to home.

An options appraisal and evaluation has taken place this year to define the future model for
Stroke Rehabilitation and Life After Stroke services. This model aligns with the proposed
clinical model of a single acute stroke centre across the ICS.

The next step for progressing the plans for the sustainable delivery of a 7-day stroke care
model is the completion of the business case. When appropriate, patients and stakeholders
will be invited to engage in discussions to inform the care pathway developments.
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Cancer, Diagnostics and Elective Care Services

What the ICB Delivered in 202 5/26:

Measure

Metrics

Standard

Performance
2025/26

Percentage of patientg
of diagnosis for cancg
an 80% 79.3%
a decision to treat
GP referral.
Cancer Percentage of patients receiving first definitive
ge ot p g irst cetiniive 96% 91.0%
treatment within one month of cancer diagnosis.
Percentage of patients receiving first definitive
treatment for cancer within 62 days of an urgent 75% 60.8%
GP referral.
Percentage of incomplete pathways within 18
weeks for patients on incomplete pathways at 65% 64.9%
the end of the period.
Percentage of patients waiting no longer than
geo'p g nofonger 72% 69.2%
18 weeks for a fir
Referral to Percentage of patients waiting more than 52
Treatment weeks as a percentage of overall RTT waiting <1% 1.4%
waiting times li st
Number of patients waiting more than 65 weeks 0 18
Percentage of lower gastrointestinal two-week
wait cancer referrals accompanied b
. P v 80% 87%
a faecal i mmunochemic
21days | eading up
e s Percentage of patient.s Waitir?g less than 6 95% 80.2%
weeks for a diagnostic test

Recovery of Waiting Times

Throughout 2025/26, the system has maintained a clear and sustained focus on post COVID
recovery, improving productivity, strengthening the long-term sustainability of services and
progressing key pathway developments, ensuring alignment with national and local priorities.

The recovery focus has led to improvements in elective performance. 18-week Referral to
Treatment (RTT) performance has strengthened, the number of long waits has reduced
significantly, and the overall waiting list has begun to decrease, reflecting the impact of
coordinated recovery actions across the system.
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Learning and Productivity

Productivity has remained a key priority of system-wide specialty forums, where targeted
improvement activity has contributed to improved day case rates; reductions in length of stay
for elective procedures; and sustained high theatre utilisation, with HWICB ranked 12th out
of 42 ICBs nationally.

A key achievement during the year was the surgical hub accreditation at Alexandra Hospital,
marking the third accreditation for Worcestershire Acute Hospitals. This represents a
significant milestone in strengthening elective capacity, improving patient experience and
enhancing operational resilience.

Outpatients Performance

Across Outpatients, HWICB continues to benchmark strongly against national and peer
performance. The system has maintained high performance in Patient Initiated Follow Up
(PIFU), Advice and Guidance, and Did Not Attend (DNA) rates. With core metrics stabilising,
the focus is now shifting towards outpatient reform, including the exploration of neighbourhood-
based models of care and opportunities to redesign pathways to improve access, efficiency
and patient outcomes.

Cancer Pathways and Service Improvements

Progress has been made in the development and implementation of new cancer pathways and
service improvements.

A key achievement for 2025/26 was the implementation of the Unscheduled Bleeding on
Hormone Replacement Therapy (HRT) pathway across the ICS. Herefordshire and
Worcestershire became the first ICB in the West Midlands to go live with this pathway,
supporting faster assessment, reducing unnecessary referrals and improving the management
of patients presenting with post-menopausal bleeding.

Within dermatology, the commencement of the teledermatology pilot in Worcestershire has
enabled patients to receive more timely diagnostics and appropriate triage to the correct
pathway, supporting earlier identification of potential skin cancers. It is expected that this will
be rolled out to the whole of Worcestershire in early 2026/27.

To improve flow and reduce pressure within Breast services, the Breast Pain pathway was
implemented in Worcestershire. This pathway aims to alleviate patient anxiety, reduce
unwarranted referrals into secondary care and ensure that specialist capacity is focused on
patients with higher clinical need.

Alongside these pathway developments, focus within the cancer programme has remained on
earlier diagnosis.

Supported by the ICB, three Primary Care Networks (PCNs) within Herefordshire and
Worcestershire were successful in their applications to join the National Pancreatic Case
Finding Pilot. Pancreatic cancer remains one of the most challenging cancers to diagnhose at
an early stage, and involvement in this pilot represents a significant contribution to the national
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evidence base. The learning generated will support wider adoption of proactive case finding
approaches across the system and inform future commissioning decisions.

The Herefordshire and Worcestershire Bowel Screening Hub has been an early adopter of the
FIT@80 NHSE screening initiative, supporting earlier diagnosis of bowel cancer. In the first 11
months, this has resulted in 15 additional cancer diagnoses that would not otherwise have
been detected. Additionally, 82 patients have been identified with complex polyps, enabling
timely intervention and reducing the risk of progression to cancer. This initiative supports both
earlier diagnosis and prevention through improved detection and treatment of pre-cancerous
conditions.

A notable improvement has been achieved in audiology performance, following a series of
targeted pathway developments designed to streamline access and make better use of
available capacity. Key changes included the introduction of revised referral forms, the
implementation of direct to complex audiology referrals, and the establishment of clear routes
for audiology referrals to imaging. Collectively, these developments have strengthened clinical
triage, reduced unnecessary steps in the pathway and ensured more efficient utilisation of
diagnostic and specialist resources.

Diagnostics

Within diagnostics, a second Community Diagnostic Centre (CDC) within the ICS launched in
September 2025 in Hereford, offering Phlebotomy, Lung Function, Sleep testing,
Echocardiography, ECG monitoring, MRI, CT, Ultrasound and Xray. Further pathway
developments are already underway including with a focus on one stop and straight to test
pathways. To further enhance the diagnostic offer and facilitate the shift to neighbourhood
models, planning for a third CDC, in Worcestershire, has also commenced.

What the ICB is Planning to Deliver in 202 6/27:

Looking ahead, the focus across the Herefordshire & Worcestershire and Coventry &
Warwickshire Cluster will centre on demand optimisation, pathway improvement and
longZerm service sustainability, building on the progress achieved during 2025/26. Work will
continue to address health inequalities, ensuring that pathways and interventions are
designed and delivered in a way that meets the needs of all population groups. A strengthened
emphasis will also be placed on EvidenceBased Interventions (EBI) ensuring that resources
are used effectively across the system.
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Children and Young People Services

What the ICB Delivered in 202 5/26:

Measure Metrics Plan Performance
March 2026
Percentage of children and young people waiting
less than 18 weeks on an incomplete referral to 58.7% 63.7%
treatment pathway.
Percentage of children and young people waiting
Waiting Times  |more than 52 weeks on an incomplete referral to 0.7% 1.9%
treatment pathway.

Number of children & vy

than 52 weeks by March 0 1,018

Performance Overview

Performance dashboards and waiting times for children and young people during 2025/2026
showed a mixed picture. Overall, waiting times for children and young people reduced, with
more services recovering from long waiting times. Of note, Community Paediatrics waiting
times within Worcestershire continue to remain high, with numbers of children and young
people waiting over 52 weeks increasing by 25% from March 2025 to February 2026. This
accounts for the majority of the children and young people waiting over 52-weeks in
Herefordshire and Worcestershire.

Waiting times for Community Therapies (Speech and Language, Physiotherapy and
Occupational Therapy) has seen an improvement in waiting times and waiting size due to the
implementation of the Balanced Approach (Universal, Targeted and Specialist offers) across
Herefordshire and Worcestershire. Many of these services are now seeing the majority of
children within 18 weeks.

It is expected that waiting times will continue to recover in 2026/27.
Waiting Times Recovery

The CYP programme remains focussed on recovery of health service waiting times and
transformation of services to meet future demand. National programmes such as
Neighbourhood Health implementation and the CYP transformation programme are
supporting systems to target early intervention and facilitate system working to achieve
positive outcomes for children, young people and their families locally. Strong partnerships
with Local Authorities and providers are demonstrating innovative approaches to challenges
and a shared understanding. A strong commitment to the Special Educational Needs and
Disability (SEND) agenda is evident through the work programme and the SEND reforms will
further enhance collaborative working over the next three years. The investment in CYP
services is demonstrating impact and reducing health inequalities and planned 26/27
investment will bring further parity across Herefordshire and Worcestershire.

Local Area SEND inspections identified challenges within waiting times and support for CYP
and families whilst waiting. Work has been undertaken over the past 12 months to target both
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reduction in waiting times and support for families, including finalisation of Support While You
Wait website, Neurodiversity Zone, and Neurodiversity Booklets.

Targeted transformation in Community Therapy services has significantly reduced access
waiting times, and new ways of working are offering early intervention, improved outcomes
and care closer to home. Since March 2025 the number of CYP waiting for Occupational
Therapy in Worcestershire has decreased by 63% with 75% waiting less than 18 weeks. Other
therapies have seen sustained reduced waiting times close to national targets.

Numbers of CYP waiting for Neurodevelopmental Assessments (Autism and ADHD) continue
to increase, and waiting times remain challenging. Increased capacity through outsourcing
has supported those waiting the longest, but waiting times continue to be over 52 weeks. A 3
year plan has been developed in Worcestershire, to support both recovery of waiting times
and service transformation which will improve future sustainability.

Investment into Worcestershire Children in Care services has enabled the backlog for review
health assessments that was present at the beginning of 2025 has now been eliminated, with
all CYP review health assessments completed within national standards.

Education Health and Care Plans

Education Health and Care Plans (EHCP) numbers continue to rise across Herefordshire and
Worcestershire which reflects trends nationally. Worcestershire has seen an increase of 656
EHCPs this academic year with 8391 live EHCPs. Herefordshire has had an increase of 98
EHCPs this academic year with 2037 live EHCPs. Timeliness of health advice across both
Herefordshire and Worcestershire remains above 70%.

Engagement and Inclusion

The Change Partnership Programme, which Herefordshire and Worcestershire both
participated in, has piloted innovative approaches to inclusion in mainstream schools. Health
service involvement in PINS (Partnership for Neurodiversity in Schools), ELSEC (Early
Language Support for Every Child) and other pilots are demonstrating positive outcomes, and
these approaches will become part of the SEND reform plans locally.

Co-production with children and young people has improved significantly with formations of
Voices United supported by our Worcestershire co-production officers. The development of
Young Person outcomes will focus the system on what really matters to our Worcestershire
children and young people with SEND.

Neighbourho od Health Model

In line with the 10-yearp | a n , there has been a Children
Model Partnership established to drive forward implementation of neighbourhood models
across the system. System partners are actively engaged, demonstrating a strong willingness
to work in new and more collaborative ways. Further work will be undertaken during 26/27 to
design, develop and implement models moving care closer to home.
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What the ICB is Planning to Deliver in 202 6/27:

Waiting times recovery will continue into 26/27, with further work to be undertaken to design,
develop and implement models of moving care closer to home.
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Mental Health Services

What the ICB Delivered in 202 5/26:

Measure Metrics Standard Performance
March 2026
- 7,126 6,385
Number of adults receiving a course of treatment.

Talking Therapies |Percentage of adults achieving reliable recovery. 48.0% 48.8%
Eercentage of adults achieving reliable 67.0% 72 204
improvement.

Out of Area Number of active inappropriate adult acute
0 0
Placements  |mental health out of area placements.
. Number of women accessing specialist 781 850
Perinatal . . .
community perinatal mental health services.
CYP Access Number of _chlldren and young pe_ople (aged O- 11,865 12,680
17) accessing mental health services.
Individual Number of people accessing Individual 683 585
Placement Placement and Support
Support pport.
i i 405D .
Lengthlof Sty S;/g;age length of stay for adult acute inpatient 0.5 Days 46.8 Days

Performance Against National Targets

Mental health national targets have improved over the last 12 months and been largely met.
In particular, the system has met the CYP mental health access rate through the
commissioning of the MELO service (Mental Wellbeing Resources) and of Lumi Nova (Virtual
emotional wellbeing support tool for younger children), and the Health and Care Trust has
eradicated inappropriate out of area placements of adults in acute psychiatric units.

Children and Young People Mental Health Services

The ICB undertook a Children and Adolescent Mental Health Service (CAMHS) quality review
in 2025/26. A number of improvements were identified and these are being overseen by the
Health and Care Trust Quality and Safety Committee. The review confirmed that CAMHS
does now accept referrals from children and young people with Autism. Further training and
development initiatives are being put in place to educate and upskill staff.

What the ICB is Planning to Deliver in 202 6/27:

The ICB will continue to work with Trust and other partners during 2026/27 on a number of
areas including:

1 New CAMHS specification
9 Assertive outreach arrangements for mental health patients in the community whose
engagement with services is challenging
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1 A new model of mental health rehabilitation
1 Development of an all-age community health learning disability offer
9 24/7 Neighbourhood Mental Health Hubs.

Learning Disabilities and Autism Services

What the ICB Delivered in 202 5/26:

Measure Metrics Standard Performance
March 2026
Rate of adults with a learning disability and/or 8.0 4.8
autism in a mental health inpatient setting per ' '
million population.
. Rate of autistic adults in a mental health inpatient 14.4 14.4
Inpatient Care . o .
setting per million population.
Rate of children aged under 18 with a learning
o S 13.1 0
disability and/or autism in a mental health
inpatient setting per million population.
Annual Health Percgntage of.people aged 14 a.nd over V\.Ilt.h a 85.0% 84.3%
learning disability on the GP register receiving an
Check
annual health check.

Performance Summary

The ICB has maintained performance for the number of adults with a learning disability
and/or autism who are detained in mental health units and has ensured that at year end
there are no autistic young people in paediatric mental health units (Tier 4). The processes
to support this will be made law under the Mental Health Act 2025. NHSE targets for
2026/27 onwards will now include reducing length of stays.

The ICB along with Primary Care are on course to achieving over 80% of learning disability
annual health checks for the 5th year running, making the system one of the consistently
highest performing in England. Work has continued on improving the quality of checks and
Health Action Plans, which has included regular lunch and learn webinars for Primary Care
staff and a workshop for Herefordshire.

The ICB has maintained performance in reviewing potentially avoidable deaths of people
with a learning disability and/or autism in a timely manner, in line with the national People
with a Learning Disability and Autistic People (LeDeR) programme. All partners and NHS
Trusts remain committed to oversee operational and clinical changes which will reduce the
likelihood of avoidable deaths reoccurring, overseen by the ICB.

Reasonable Adjustment Digital Flag

The ICB had promoted the rollout of the national Reasonable Adjustment Digital Flag across
all partners. Materials to support this, and widespread understanding of reasonable
adjustments, have been developed by people with a lived experience of learning disability.
The ICB has continued its Expert by Experience-led programme of reviewing NHS
establishments, so they provide sensory-friendly and reasonably adjusted spaces for
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patients. Two thirds of GP practices have been reviewed and a further 13 NHS secondary
care units, including areas within Acute Hospitals.

Waiting Times

Waiting times for autism and ADHD assessments continues to be very challenged for all ages.
The ICB has commissioned additional capacity during 2025/26 for children who have waited
over 104 weeks, and this is planned to be repeated in 2026/27. The ICB has agreed with the
Health and Care Trust to revise autism and ADHD services for children, so they are more
effective and efficient, and these will come into effect in 2026/27. The ICB has put in place
arrangements for Right to Choose, working with GPs and parent carers to have an accredited
list. Whilst this places significant financial pressure on the ICB, it offers mitigation for patients
who are waiting for appropriate assessments.

What the ICB is planning to deliver in 202  6/27:

The ICB will introduce a new commissioning policy in 2026/27, in conjunction with its Cluster
partner Coventry and Warwickshire ICB. This policy will be designed to secure high quality
and timely assessments and introduce greater financial control.
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Perinatal Care

What the ICB Delivered in 202 5/26:

Performance
Measure Metrics Standard 2025/26

Timeliness of Percentage of women who were 60% 55.5%
Booking booked before 70-d a y s
Smoking at Percentage of women who are <6% 4.5%
Delivery smokers at time of delivery
Pre-term Babies Percentage of babies born preterm <6% 5.9%

(singletons born 36+6 or less)

Initiation of Percentage of live births where 74% 74.5%
breastfeeding breastfeeding initiated

Percentage of babies born at full-term 0 o
Neonatal Care unexpectedly admitted to neonatal <6% 3.3%
care.

Performance Overview

Perinatal indicators monitored through local dashboards show an improving picture overall,
with particular attention given to neonatal mortality, stillbirth rates, postpartum haemorrhage,
and the reduction of preterm birth supported by the Perinatal Excellence to Reduce Injury in
Premature Births (PERIPrem) programme. Smoking at the time of delivery (SATOD) stands
at 4.5% at March 2026, better than the national rate of 6%. Preterm birth rates are currently
around 6.0%, and stillbirth rates are slightly below the national average at 2.9 per 1,000 total
births. The system neonatal mortality rate has remained stable for the last couple of years
and aligns with the UK average of 1.65 per 1,000 live births.

Local Maternity and Neonatal System

The Herefordshire and Worcestershire Local Maternity and Neonatal System (LMNS)
continues to function as the maternity and neonatal arm of the system, embedding a
coordinated, systemwide approach to improving services for women, babies, and families.
Throughout the year, the LMNS has maintained its dual focus on identifying opportunities to
improve care while providing assurance that services remain safe, effective, and of high
quality. This work is underpinned by key national programmes, including the Three-Year
Maternity and Neonatal Delivery Plan and the Equity and Equality Guidance, which collectively

shape the systembés transformation priorit.i

associated recommendations at pace, ensuring that actions related to quality, safety, and
tackling health inequalities are fully embedded across all providers.
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Quality of Care

Quality surveillance remains strong, and
Bundle v3.2 is consistently high with a score of over 90%, with all providers submitting full
compliance with the ten safety actions required under the Maternity Incentive Scheme in year
7. Alongside this, transformation activity has continued to accelerate as the system transitions
from the Three-Year Delivery Plan towards delivery of the Maternity Care Bundle and wider
national programmes.

The LMNS has continued to prioritise a positive safety culture in line with the Perinatal Quality
Oversight Model ensuring robust shared learning, transformation and oversight across
services. Insight visits led by the ICB in each provider during 2025/26 highlighted
improvements. At Worcestershire Acute NHS Trust improvements were noted in staffing for
maternity triage, positive perinatal working relationships and new safety initiatives becoming
embedded. At Wye Valley NHS Trust there was a notable improvement in overall culture and
success in achieving Baby Friendly Initiative (BFI) accreditation across maternity and neonatal
services. Each provider received specific recommendations to strengthen aspects such as
Multidisciplinary team capacity, cultural competence, and resilience in high pressure clinical
areas.

Patient Engagement

A significant area of focus has been listening to and responding to women, birthing people,
and families. The Maternity and Neonatal Voices Partnership (MNVP) has remained focused
on widening the reach engaging with communities such as gypsy, roma, travellers and black
and Asian women. They have worked collaboratively with the Trusts and partner agencies to
champion service user voice within decision making forums. They have developed good
working relationships with both Trusts to embed themselves as a key stakeholder within Trust
led safety champion and patient experience forums.

Prevention work has also continued to expand, including the joint commissioning of a wide-
reaching preconception campaign deliver
Worcestershire, Coventry, and Warwickshire. The digital campaign achieved exceptional
engagement, increasing completions of the Planning for Pregnancy tool by 382%.

Delivery Plan and Strategies

The Three-Year Delivery Plan for Maternity and Neonatal Services has been implemented
across the system resulting in an established Perinatal Pelvic Health Service, reducing health
inequalities strategy and action plan, digital strategy and workforce improvements such as
retention and preceptorship programmes.

A system-wide Infant Feeding Strategy was developed and implemented to improve
breastfeeding initiation and continuation rates. Perinatal mental health has been a priority,
improving awareness amongst service users and professionals of mild to moderate level
perinatal services to increase referrals. There has been a focus on services for vulnerable
groups engaging with third sector organisations to share information across the system.
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What the ICB is Planning to Deliver in 202 6/27:

Looking ahead, Herefordshire and Worcestershire are working closely with Coventry and
Warwickshire partners to deliver shared commissioning intentions for the next five years.
These will prioritise safe, high-quality maternity and neonatal care, a positive organisational
culture, reducing inequalities, and strengthening prevention pathways. A key focus will be
implementation of the Maternal Care Bundle, which sets out national best practice for venous
thromboembolism, prehospital and acute care, epilepsy in pregnancy, maternal mental health,
and obstetric haemorrhage.

The continuing transfer of specialised commissioning responsibilities, including neonatal
services and antenatal and newborn screening, will enable ICBs to play a stronger role in
driving population level improvements. This will be supported by real time monitoring tools
such as the Maternity Outcome Signal System (MOSS) to identify emerging concerns more
quickly and allow timely interventions. Coproduction with families and key stakeholders will
remain central to the work in 2026/27.

Continuing Health Care

Year to Date (YTD)

Service Area Standard

performance
Compliance with
NHSE 28-day 80% Full year 25-26 87.5%
standard
Cér‘:]p‘f:t': | N/A YTD 18
CHC P
Incomplete N/A YTD 90
Appeals
Fast Track o o
Eligibility Rate 95% Full year 25-26 95%

What the ICB Delivered in 202 5/26:

During 2025/26, the CHC Team worked closely with the Coventry and Warwickshire ICB CHC
team to align systems, processes, and core operational functions in preparation for forthcoming
changes.

Building on the success of a recent digital innovation project and a subsequent procurement
exercise, HWICB implemented conversational Al and functional automation within the CHC
process.

This new system went live in October 2025, marking a significant step forward in modernising
CHC operations and improving efficiency across the pathway.
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Infection Protection and Control

What the ICB Delivered in 2025/26:

Performance
Measure Metrics Standard 2025/26
Cases of Clostridioides difficile 250 296
. Rate of Cdiff per 100k population ) 7.43
Infection
Prevention and
Kiebsiella Blood Stream Infections 183 190
Control
E.Coli Blood Stream Infections 596 594
Pseudomonas Blood Stream 66 56
Infections
MRSA Blood Stream Infections 0 21

The ICB continues to provide strategic oversight and assurance of Infection Prevention and
Control (IPC) across the system, ensuring that partner organisations maintain robust
governance, surveillance, and quality improvement processes. Throughout the reporting year,
the ICB has supported a coordinated system-wide approach to reducing healthcare
associated infections by monitoring performance against national standards, facilitating
collaborative learning and promoting evidence-based practice. Regular IPC assurance
reviews, outbreak management support, and thematic analysis of incident data have enabled
early identification of risks and timely interventions.

What the ICB Delivered in 202 5/26:

During 2025/26, HW ICB set a systemZAvide ambition to reduce Clostridioides difficile
infections by 5% through a stakeholderded quality improvement collaborative. The strong
engagement and collective commitment to improvement at both organisational and system
level has delivered significant results for HW ICB, with a 28% reduction reported by the end
of Q3 when compared to the same period in 2024/25.

Gram-negative bloodstream infections (GNBSIs) remain a key performance indicator with
continued focus on reduction of cases through targeted improvement initiatives. The ICB
reported an 11% increase compared with the same period in 2024/25 (end of January 2026),
but performance remains within the top 25% of ICBs nationally.

MRSA bloodstream infections increased, with 17 cases vs 4 in the same period of 2024/25.
Although numbers remain low, the rise aligns with regional and national trends. HW ICB have
worked both locally and regionally to support and implement required improvement actions.
Following a period of sustained increase in cases in Quarter 1 and Quarter 2, numbers have
since declined with only 2 cases reported in Quarter 3 and Quarter 4.
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Antimicrobial Stewardship (AMS) remained a key priority throughout 2025/26, with continued
collaborative working between AMS and IPC teams to strengthen the integration of AMS
principles within IPC pathways. This work will remain a central focus for 2026/27 to further
enhance clinical decision making and provide stronger foundations for preventing healthcare
associated infections. The approach aims to deliver sustained reductions in key Healthcare
Acquired Infections (HCAIs)d including Clostridioides difficile, MRSA, and Gram negative
bloodstream infectionsd through targeted approach.

IPC expertise supported system-wide Emergency Preparedness Resilience and Response

(EPRR) planning and preparedness, helping minimise service disruption and protect patients,
staff and the public.

What the ICB is Planning to Deliver in 202 6/27:

Clostridioides difficile Infection (CDI) Reduction and Sustained Improvement

Building on the success of the CDI Collaborative and sustained system-wide reduction in
2025/26, the ICB Infection Prevention and Control Team (IPCT) will maintain a focus on
reducing CDI by ensuring equitable access to evidence-based treatment pathways, aiming to
achieve a 5% reduction in community-onset healthcare-associated CDI in 2026/27.

Community MRSA Colonisation Management and Risk Reduction

To ensure a risk assessed MRSA colonisation management programme is established,
embedded, and consistently applied across community settings, supporting early
identification, appropriate decolonisation, and reduced risk of infection and transmission, with
demonstrable impact evidenced by a minimum one quartile reduction in Model Hospital MRSA
metrics within 12 months.

Supporting the National Ambition: Preventing U rinary Tract Infection s (UTIs) to Halt
Growth in Gram -Negative Bloodstream Infections

To support the national ambition of no growth in Gram-negative bloodstream infections by
facilitating focused system-wide improvement work on the prevention, early identification, and
effective management of urinary tract infections, with a specific emphasis on promoting
optimal hydration across primary, community, and care settings to reduce UTI incidence.
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Patient Safety

The National Patient Safety Strategy sets out a continuous improvement approach the patient
safety and the ICB has focussed on delivering this inclusive of the Patient Safety Incident
Response Framework (PSIRF). PSIRF provides the national methodology for responding to
patient safety incidents for the purpose of learning and system-wide improvement. A key
enabler to the ICB is the Learning from Patient Safety Events service (LFPSE), a live data
reporting platform that allows Integrated Care Boards to review real time information to
problem sense system safety issues or concerns. The ICB continues to work with partners to
ensure oversight and continuous improvement across the system.

What the ICB Delivered in 202 5/26:

T

Developed a framework for patient involvement in patient safety and recruited patient
safety partner to support safety governance in the ICB.

Completed a system-wide stocktake of LFPSE implementation across Herefordshire
and Worcestershire providers to inform future system improvement in incident
oversight.

Continued embedding PSIRF, undertaking system level Patient Safety Incident
Investigations and additional safety reviews.

Achieved regional recognition for innovation on World Patient Safety Day which
included education initiatives, a patient safety escape room and staff engagement
events.

Further developed of Patient Safety Specialist Network as an active forum for patient
safety learning and improvement.

Developed a reporting framework for quarterly analysis of Patient Experience data
through a Patient Safety lens. This included strengthening the Patient Experience
Officer role and enhancing the visibility of the patient voice, with real time examples
of patient feedback identifying concerns, prompting escalation and supporting
resolution.

Began engagement with Primary Care to support incident reporting through LFPSE
and developing patient safety incident response processes.

What the ICB is Planning to Deliver in 202 6/27:

1

Strengthen PSIRF oversight processes to reflect national developments in Quality
Strategy, refreshed Patient Safety Strategy and new ICB cluster arrangements.
Implement integrated Patient Safety and Experience functions aligned to the ICB
Strategic Commissioning operating model.

Continue of the implementation of the Primary Care Patient Safety Strategy.
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Safeguarding
What the ICB Delivered in 202 5/26:

We are proud to celebrate significant progress in 2025/26, marked by an exceptional internal
safeguarding audit outcome and the successful completion of the Health Safeguarding
System Review. Working in close partnership across the health system, we have identified
bold opportunities to streamline processes, optimise resources within safeguarding teams and
strengthen capacity planning across Herefordshire and Worcestershire, with strong alignment
to NHS reforms.

We have worked to strengthen safeguarding practice within Primary Care having reviewed the
Local Enhanced Service (LES) and have continued to rollout of Child Protection Information
Sharing (CPIS) Phase 2, which has received positive recognition from NHS England, marking
a year of achievement we can truly celebrate.

During 2025/26, we have strengthened our statutory safeguarding responsibilities for Children
and Young People (CYP) through robust governance, systemZyide collaboration, and targeted
improvement programmes.

Our Designated Safeguarding Team has continued to provide expert leadership across
commissioned services, ensuring safeguarding and Looked After Children (LAC) standards
are embedded and routinely assured through provider committees and multizagency
arrangements.

We have also remained an active partner in the Families First Programme and have developed
a dedicated health engagement group to cozrdinate activity across Health Providers, Public
Health and Primary Care, creating a more consistent and aligned multiZagency response to
emerging statutory changes.

As an active partner in both the Herefordshire and Worcestershire MultiZAgency Safeguarding
Arrangements (MASA), we have contributed to multiZzagency audits, Child Safeguarding
Practice Reviews, and wider partnership activity. The ICB safeguarding team would be notified
and have clear oversight of complex child safeguarding cases. This would include disclosures
which involved persons in a position of Trust (PiPoT) and other cases involving strategic
multiagency planning.

What the ICB is Planning to Deliver in 202 6/27:

Looking ahead to 2026/27, we will build on the progress achieved this year and continue to
have oversight of safe and effective safeguarding services across Herefordshire and
Worcestershire and Coventry and Warwickshire cluster, reducing unnecessary duplication,
and ensuring a more streamlined and resilient approach to protecting children, young people,
and adults.

A key focus will be strengthening the refreshed multi agency pathway for Female Genital
Mutilation (FGM), helping ensure earlier identification, more consistent responses, and
improved support for those at risk.
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We will also support the Families First Partnership Programme as it enters its implementation
phase in Coventry, Herefordshire and Worcestershire enabling more coordinated and timelier
multi agency working that delivers better outcomes for families.

I n addition, we wil/ continue to prepare for the
Bill, which will introduce new statutory duties for ICBs, with the joint establishment of Multi

Agency Child Protection Teams (MACPTSs), which will significantly strengthen system-wide

leadership and deliver more cohesive protection for Children and Young People.

Together, these developments will assist us to drive positive changes in safeguarding, to
improve quality, strengthen responsiveness, and deliver a system that is more effective and
impactful for Children, Young People and Adults across Coventry, Warwickshire,
Herefordshire and Worcestershire.
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Reducing Health Inequalities (14235 and 14Z42)

Herefordshire and Worcestershire ICB is committed to reducing health inequalities and
promoting integration in line with our statutory duties. Health inequalities remain a challenge
across our systems, with variation in access, experience and outcomes driven by deprivation,
ethnicity, inclusion health status and wider determinants of health.

In this section, we describe how we are meeting the duties to reduce inequalities in access to
services and health outcomes, and to promote integration across health, social care and wider
system partners.

Tackling healthcare inequalities remains a key priority for the ICB and is delivered through
strong partnership with local authorities, Public Health, Primary Care Networks, Healthwatch,
and the Voluntary and Community Sector. Partners meet bi-monthly via the ICS Health
Inequalities, Prevention and Personalised Care (HIPP) Board to embed health inequalities,
prevention, and personalised care across the system. Work is guided by the Core20PLUS5
framework and the five NHSE priority areas, ensuring targeted action to reduce disparities in
access, experience, and outcomes.

A central element is the Health Inequalities Ambassador Network (HIAN), comprising
representatives from every ICS programme board and enabler group. Ambassadors champion
health inequalities within their boards, supported by local Action Learning Sets to identify and
overcome barriers and embed a health inequalities perspective across all ICS work.

The following sets out progress during 2025/26 for each area.
Completed Work (2025/26)

1 Health Inequalities Hardwired Across ICS Programmes i 17 focused discussions
led by Health Inequalities Ambassadors reviewed programmes through an inequalities
lens, accelerating progress through shared problem-solving.

1 Primary Care Networks (PCNSs) Targeted Investment i Supported PCNs to engage
with partners and local communities in priority neighbourhoods, addressing unmet
needs, reducing access barriers, and delivering tailored, place-based interventions.

1 Digital Inclusion (Strategic Priority 2) 1 Introduced a supplier assurance framework
for new digital contracts (from July 2025), including accessibility compliance; produced
accessible NHS App and patient portal resources; supported GP practices to deliver
Modern General Practice Access Plans ensuring increased digital access alongside
maintained telephone and walk-in parity; progressed rollout of the Reasonable
Adjustment Flag across IT systems; continued joint work with local authorities to
strengthen digital inclusion.

1 Maternity Services 1 Updated interpreter provision improved equity of access;
engagement widened through Maternity and Neonatal Voices Partnerships (MNVP),
including a newly appointed Strategic Lead and expanded community outreach. The
ICB has committed to ongoing funding of the tobacco dependency element within
Herefordshire maternity services.

T Womends HBenbpause pilot in the most deprived PCNSs increased Hormone
Replacement Therapy (HRT) uptake among women in the 20% most deprived areas;
cervical screening uptake improved through targeted action.
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Sexual and Reproductive Health T Commissioned Intrauterine Device (IUD)

provision for non-contraceptive use in Worcestershire (Herefordshire planned), Gi r | s 6

and Womenés Joint Strategic Needs Assessment

Social Media Health Promotion 7 Sixxmont h campai gn promoting

a Pregnancy tool reached 33,554 unique users, achieving a 300% increase in
completions across Herefordshire and Worcestershire and Coventry & Warwickshire.
High Intensity User Programme 1 Achieved £477k in savings, 35% reduction in ED
attendances, 47% reduction in admissions, and 34% reduction in ambulance
conveyances; 39% of clients were from Core20 areas. Funding secured to March
2027, including a new 12-month Herefordshire pilot.

Cancer Screening and Early Diagnosis i Targeted interventions included easy-read
bowel screening pathways for people with learning disabilities, breast screening health
equity audit, low-uptake PCN cervical screening initiatives, and a primary care cervical
screening toolkit. Community awareness improved via the Cancer Hub, Cancer
Collaborative Group, Cancer Champion training, and targeted outreach to Afghan,
South Asian, and migrant communities.

Tobacco Dependency Treatment i Expanded inpatient model to pre-surgery,
children & young people, community mental health, and emergency department
cohorts; Level 1 accreditation achieved for Worcestershire NHS Acute Hospitals Trust
and Wye Valley NHS Trust; mandated recording of inpatient smoking status;
automated referral pathways initiated. 1,078 community pharmacy smoking cessation
consultations delivered year to date via secondary care referral pathway (2nd highest
nationally).

Weight Management i Focused on Index of Multiple Deprivation (IMD) 1i 2 areas;
top 10 ICB nationally for digital programme referrals; 97% of practices referring; two
new Worcestershire Public Health Tier 2 services available.

o 1,574 referrals to the National Digital Weight Management Programme (63%
of target achieved by January 2026).

o 2,811 referrals to the National Diabetes Prevention Programme (April 2025i
January 2026); Milestone 4 retention improved to 54%; increased participation
from Black Asian and Minority Ethnic Groups (BAME) groups; targeted action
planned to improve IMD1 referral rates.

o Participation in the Midlands Long-Term Conditions Prevention Pilot
(hypertension cohort).

o Behavioural Support for Obesity Prescribing. Mobilised via accredited provider
(83 referrals).

o Type 2 Diabetes Path to Remission: 678 referrals (79% accepted); 89%
retention postitotal diet replacement; strong 6- and 12-month weight loss
outcomes.

WorkWell Programme 1 Extended for three years, supporting over 700 participants;
10% secured new roles; delivered via GP practices, PCNs, employers, and self-
referral, underpinned by a jointly developed Work and Health Strategy.

Core20PLUS Community Connector Programme i Successfully engaged Gypsy,
Roma & Traveller (GRT) communities and South Asian women through trusted,
culturally sensitive approaches; established Community Health Champions; ran
targeted events and one-to-one support; improved awareness and uptake of cancer
screening and preventative services; strengthened NHS and Voluntary, Community
and Social Enterprise partnerships.
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Outreach Prevention Services (Your Health / Talk Wellbeing) i Mobile outreach
model delivering NHS Health Checks, GP registration, cardiovascular risk
assessment, vaccinations, wound care and social prescribing, targeting inclusion
health groups such as people experiencing homelessness, Gypsy, Roma and Traveller
communities, individuals in probation services, those living in rural deprivation, and
residents not currently registered with a GP.

o Worcestershire (Aprili December 2025): 1,205 contacts; 609 point-of-care
tests; 854 Blood Pressure readings; strengthened engagement with BAME and
faith communities; expanded work across Warm Spaces, food banks and
priority neighbourhoods; homelessness nurse received 2025 DAISY Award.

o Herefordshire (Aprili December 2025): 988 health checks; targeted work
increased uptake among working-aged men; outreach to military families,

Womends Aid and GRT sites; partnership

fuel poverty; improved probation access via QR booking.

The current pilot concludes March 2026, with partners developing sustainable future outreach
models informed by evaluation and learning.

Children and Young People (CYP) Core20PLUSS5 1 Clinical Areas

T

Asthma 1 System-wide tiered asthma training promoted; School Asthma Guidance
issued (June 2025); pathway developed to address damp and mould; 15 primary care
staff supported to gain paediatric spirometry accreditation.

Diabetes 1 Youth Worker Pilot at Wye Valley Trust strengthened engagement and
transition support; peer support available across both areas; services completed
improvement reviews and are implementing recommendations; poverty-proofing and
equitable access measures introduced; strong CYP Board engagement maintained.
Epilepsy i Youth Work and psychology pilots completed with evaluation; transition
learning embedded; CYP engagement training delivered to clinical teams; improved
signposting resources developed; pathway discussions underway to strengthen
support for children with complex needs in special schools.

Oral Health 7 Established a single Herefordshire and Worcestershire Oral Health
Improvement Network; new ICB-wide service specification agreed with HWHCT
covering workforce training, supervised toothbrushing, targeted provision of oral health
packs, and mouthcare in care homes and hospitals. Supervised toothbrushing
expanded across early years settings; government funding to support further
expansion in 2025/26.

Mental Health (0 125) 1T Review of CYP emotional wellbeing services completed,
leading to a new needs-based service specification and the launch of Melo App
(ONSIDE) in April 2025 alongside Lumi Nova and Kooth (Mental Wellbeing
Resources). CAMHS Wellbeing and Emotional Support Team expansion remains on
track for full school coverage by 2029. A CAMHS quality review has informed ongoing
improvements, with the refreshed CYP Transformation Plan overseen by the
Emotional Wellbeing and Mental Health Partnership Boards.
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Ongoing Work/Key Programmes

T

Primary Care Networks Targeted Investment T Ongoing targeted investment
supporting PCNs to use population health data to identify unmet need within priority
neighbourhoods, working with partners and residents to design and deliver focused
interventions that reduce access barriers and address identified inequalities.
Maternity Services 1 Continue to strengthen continuity of care, compliance with
Saving Babies Lives Care Bundle (WVT 94%, WAHT 99%), infant feeding support,
maternal medicine pathways, and smoking cessation during pregnancy.

Mental Health i Expansion of Supporting Health Promoting Exercise (SHAPE)
programme to all Severe Mental lliness (SMI) patients; focus shifted from health check
completion to specialist physical health and lifestyle interventions; system-wide
reviews ensure equitable access to Talking Therapies, perinatal mental health, and
inpatient services; suicide prevention prioritises autistic adults; support for homeless
and rough sleepers now business-as-usual.

Learning Disabilities 1 Implementation of All-Age Autism Strategy 2024-29, specialist
epilepsy nurse capacity, strengthened LeDeR reviews; high uptake of annual health
checks exceeding national targets; sensory-friendly assessments extended across GP
practices, mental health settings, and acute hospitals; ongoing rollout of Oliver
McGowan Mandatory Training; targeted bowel screening initiatives.

Commissioning Prioritisation 1 Health inequalities weighted criteria embedded in all
commissioning decisions.

Healthcare Inequalities Strategy 1 Refreshed 2025i 2030 strategy published and
associated programme delivery plans; extensive system-wide engagement informed
improved weight management pathways; Adult and CYP information packs updated to
communicate Core20PLUSS5 framework application.

Data and Legal Duties Reporting

Herefordshire and Worcestershire ICB aligns with the updated NHS England Statement on
Information on Health Inequalities, supporting legal duties under section 13SA of the NHS Act
2006. The framework ensures:

1

1

Collection, analysis, and publication of health inequalities data to understand
population need and identify unwarranted variation.

Integration of insights into commissioning and service improvement through the Health
Inequalities Ambassador Network and affiliated programme boards and enabler
groups.

Progress reporting through a separate, publicly available Statement on Information on
Health Inequalities report on the Health Inequalities webpage.

Ethnicity Recording

Ethnicity data continues to be an improvement focus. While reporting has increased, work
remains to achieve 90% completeness, enabling identification of inequalities in access,
experience, and outcomes. Progress is detailed in the separate Statement on Information on
Health Inequalities report.
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Mental Health Spend

The ICB can confirm that for the financial periods of 2024-25 and 2025-26 the Mental Health
Investment Standard (MHIS) was achieved. As per the national process an independent
review of expenditure has taken place and is deemed to be a clear and accurate
representation of the ICBs Mental Health expenditure within the guidance required by NHS

England.

Eligible mental health expenditure in 2025-26 is £166.8m (£150.4m 24-25). Eligible mental
health expenditure in line with Mental Health Investment Standard has increased to 7.33% of
total ICB operating expenditure in 2025-26, from 6.94% in 2024-25. The proportion increase
in 25/26 relates to the national reporting change in 2025/26 and the inclusion of 2024/25
mental health Service Development Funding (SDF) within eligible mental health spend

(E11.5m).
Financial Years 2024-25 2025-26
Mental Health Spend* £150.4m £169.8m
Total ICB net expenditure £2,166.4m £2,317.2m
Mental Health Spend as a proportion of ICB net 6.94% 7 33%
expenditure
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Nursing and Quality (14Z34 and 14Z42)

In this section we highlight how we have achieved our duty to improve quality under sections
14734 and 14742 of the Health and Care Act 2022.

As an ICB we are committed to continuously improving the quality of services provided to the
people of Herefordshire and Worcestershire. The ICB is ambitious about achieving the highest
standards of person-centred care, ensuring care is safe, timely, effective, efficient, and
equitable. By embedding this in a culture of continuous learning and improvement it is
anticipated that this will provide the foundations for which these ambitions can be met.

The System Quality Group is established and is based on the National Quality Board guidance
in relation to the establishment of System quality groups. The group is chaired by the ICB
Chief Nursing Officer and brings together System partners, to focus on key areas of quality:
guality surveillance, quality improvement and quality risks.

Learning from Incidents

The ICB has continued to maintain oversight and scrutiny of incidents and investigations in
line with the requirements of the National Patient Safety Incident Response Framework
(PSIRF). The ICB Quality and Patient Safety Team has also been working across the System
to support the continued embedding of the Patient Safety Incident Response Framework. The
aim has been to focus on enabling and monitoring improvement through learning in the
safety of care, rather than purely monitoring incident numbers or focusing on the quality
of investigation reporting.

PSIRF promotes a proportionate approach to responding to patient safety incidents by
ensuring resources allocated to learning are balanced with those needed to deliver
improvement. The transition to PSIRF is designed to embed a positive approach to learning
and improvement based on key principles:

Improvement is the focus

Blame restricts insight

Learning from patient safety incidents is a proactive step towards improvement
Collaboration is key

Psychological safety allows learning to occur

Curiosity is powerful.

e R ]

The ICB remains responsible for the oversight of providers to ensure that Providers have taken
appropriate, timely actions and ensured that learning is identified, shared and embedded in
practice to reduce the risk of further incidents and promote a learning culture.

The | CB&s Quality Team has an internahdSafstys ur ance
Insights Group in order to provide robust surveillance analysis and a risk review to effectively

triangulate quality intelligence and inform appropriate actions. The process allows for a

consistent approach to quality monitoring and highlights early identification of themes and

trends and opportunities for improvement.
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Improving Quality (14Z34 and 14Z42)

Delegated Pharmacy, Optometry and Dental Services  and Specialised Services (14234
continued)

Commissioning of Delegated Services ( Primary Care Services)

Herefordshire & Worcestershire ICB has signed delegation agreements with NHS England for
the commissioning of delegated primary care services and held full commissioning
responsibilities for delegated services during the 2025/26 reporting period. To the best of the
I CB | eadershipds knowl edge, al | del egated
2025/26 delegation agreements and national service specifications. The ICB leadership is
able to provide the necessary evidence of compliance with the delegation agreements, any
associated developmental requirements and national service specifications, and to show how
effectively the delegated function is operating (either directly or via multi-ICB working
arrangements) should NHS England or a third party (e.g. external auditors) ask for such
evidence.

Background

Integrated Care Boards manage Primary Care Services following the delegation of these
responsibilities from NHS England.

There are four pillars of primary care: General Medical Services, Pharmacy, Optometry and
Dentistry (POD). In Herefordshire and Worcestershire, we manage:

91 78 General Practices

1 92 Dental Contracts (across 79 sites)

1 115 Pharmacy Contractors

1 106 Optometry Contracts (across 84 sites)

There are robust Governance arrangements in place to oversee the delivery of the delegated
functions. The governance arrangements for Primary Care services are managed through the
ICB Delegated Commissioning sub-committee. For Pharmacy, Ophthalmic and Dental (POD)
services, the delegated and devolved functions are through joint committee arrangements
between the 6 ICBs, via the Office of the West Midlands.

The ICB was subject to an NHSE Board assessment, which confirmed that the processes in
place are robust and inclusive.

General Practice Services

General Practice is at the heart of healthcare provision in our system. In 2025, we saw
continued focus on the quality of patient experience of access to general practice as well as
significant developments of digital services that enable and enhance this experience. This
includes building on Modern General Practice principles, expansion of online consultation
systems and cloud-based telephony functionality and online registration systems. General
practices in Herefordshire & Worcestershire have embraced these developments and
continue to be flexible and resilient and provide high quality primary care for our population.
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This is reflected in the highest overall score of patient satisfaction, as reported by the GP
Patient Survey nationally.

A review of all legacy locally enhanced services has been completed and a new cost-effective
universal package of health care interventions has been developed to enable all practices to
deliver services that treat patients closer to home and reduces inequalities.

The 15 Primary Care Networks across Herefordshire & Worcestershire have made excellent
progress within the scope of their role and continue to focus on delivery of local services to
further enhance the range of services available to our residents.

Pharmacy Services

Pharmacy services, as well as services provided by dispensing practices, are governed by a
robust set of Regulations. Decision making on market entry, exit and changes to services are
through a clear set of national rules, whereby there are few opportunities to make significant
changes to core service delivery at local level.

Services provided by community pharmacies have seen a considerable expansion in recent
years, with the introduction of Pharmacy First. The service introduces pathways for patients
who have certain low acuity conditions to be seen and treated in a Community Pharmacy
rather than a GP. It is hoped that the services commissioned from Community Pharmacies
will continue to expand and that they will become a key partner within neighbourhood teams,
further supporting access and quality of care improvement.

Optometry Services

Optometry services are managed through a national set of regulations, which determine
making on market entry, exit and changes to services as well as payment structure. There are
therefore limited opportunities to make significant changes to core service delivery. The
majority of decisions in relation to Ophthalmic services are nationally stipulated through a clear
contract process.

2025/26 saw initial steps toward implementation of nationally developed services for children
and young people in Special Education Settings 7 the service is due to be implemented in
2026/27.

Dental Services Primary Care Dental

Dental services are governed through clear national rules, but there are greater levels of
flexibility for the ICB to make decisions on procurements, market entry and contract value.
Focus of delivery has been a drive to recover access to NHS dentistry to pre-pandemic levels.
HWICB contractors are making steady progress towards that.

Informed by the Dental Service Equity Audit (DSEA), HWICB developed a comprehensive
Local Dental Recovery Plan (DRP). The DRP aims to ensure the populations across both
Herefordshire and Worcestershire have access to sustainable NHS dental prevention, care
and treatment through innovative commissioning approaches, using four key priority areas:

1 Improving Equitable Access to Dental Services
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9 Increasing Focus on Prevention and Reducing Oral Health Inequalities
1 Developing the Dental Workforce and Support Retention
1 Strengthening relationships with local providers and communities

In 2025/26, national and local focus has been on the delivery of nationally developed initiatives
to deliver additional Urgent Dental Care appointments. A recent announcement setting out
significant reforms to the existing contract to be implemented from April 2026 will ensure

continued focus on dentistry.
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Palliative and End of Life Care

As part of the new Palliative and End of Life Care strategy (launched December 2025)
extensive engagement took place with patients, carers and staff. The implementation of the
strategy will improve care for patients and families, as outlined in the illustration below.

Strategy on a page — Palliative and EOLC 2025 - 2030 @ EE
to and palliative care provi:

‘ Ensure health and care isations across H ire and W

progt

ion for children and adults

with an ive illness or

Our mission is to...

Increased and timely identification of those likely to be in the last year of
life, with enhanced integration and communication across all providers and
neighbourhoods, reducing attendances to ED and hospital length of stay

s
3

2. Tirr!ely qualitylpersqnalised advance care planning convgrsations between

patients, families, friends, carers and health care professionals, supported

O shigrsd priciités by a comprt_ehensive suite of resources
are aligned with the EE) Maximising comfort and wellbeing 3. Ensure equitable access to all
6 core pillars of the 4. 24/7 single point of access to timely support & advice for health care
national Ambitions BB Care is coordinated professionals, patients, families, friends and carers to remain at home if
ffa';':"(”“’u‘r’g"‘(”e';d‘ : that is their wish and to prevent unnecessary hospital admissions and

strategic outcomes reduce hospital length of stay for those who do need admission
All staff are prepared to care

5. A high-quality workforce with appropriate skills to support specialist and
generalist need
- 6. Involve and support the patient/ carer voice to ensure the lived experience
Each communi prepared to help
A Place based
approach will be

perspective is central to quality improvements
7. Maximising digital and new technologies
used to deliver our - Access Integ ration Outcomes
8 strategic - 5 Providers working together avoiding A
Easy t ! that o fod Er flective through data and
outcomes ... S EACAS, P i ‘ duplication, maximising integrated digta LN X% A M O o

8. Supporting strong and inclusive leadership across our ICS
opportunities

Clinical and Care Professional Leadership  Framework (14Z41)

Fully inclusive, multi-professional Clinical and Care Professional Leadership (CCPL) is central
to designing and delivering integrated care across Herefordshire and Worcestershire. We
recognise that improving outcomes, reducing inequalities and delivering sustainable services
depends on meaningful clinical and care professional involvement at every level of the system
0 from neighbourhood teams through to system strategy.

Our approach has focused on creating the conditions where clinicians and care professionals
are not only engaged, but are actively shaping decision-making, service design and system
priorities.

Over the past year, we have strengthened our clinical and care professional leadership
through a number of system-wide initiatives:

Embedding Clinical Leadership in System Strategy

Clinical |l eadership has been centr al t o
Sustainable Futuredéd (BSF) programme. Thro
programme meetings, senior clinicians from across primary care, community, mental health
and acute services have come together to shape strategic direction, review evidence and
support difficult system-wide decisions.

This has created a consistent, clinically led forum for:
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1 Interpreting data and population need
1 Supporting prioritisation and trade-offs
1 Providing challenge and collective ownership of system decisions

Strengthening System Connectivity and Collaboration

We have continued to build system-wide clinical connectivity through our System Leaders
Connect programme, bringing together clinicians and care professionals across organisational
boundaries to share insight, address challenges and support collective problem-solving.

In addition, our Transformation T u e s d ®gsiogs have created regular, accessible
opportunities for clinicians to come together to:

T Identify and address quality and safety issues
1 Share learning and innovation
1 Co-design practical solutions to system challenges

These forums have helped to foster a culture of openness, collaboration and shared
responsibility across the system.

Developing Clinical Leadership Capability

We have further strengthened our approach to leadership development through our ICS
Academy and Faculty model, which provides a coordinated framework for developing current
and future clinicians across the system.

This includes:

1 Supporting multidisciplinary clinical development across primary, community, mental
health and acute sectors

1 Creating opportunities for clinicians to contribute to system programmes and strategic
work

9 Building a sustainable pipeline of clinical leaders with the skills to operate across
organisational and system boundaries

Driving Change Through Clinical Networks and Forums

Clinical leadership has been embedded within a range of specialty and programme-specific
forums, which are driving service improvement and transformation across the system. These
forums bring together clinicians, managers and partners to focus on priority areas, supporting
both improvement and redesign.

This includes:

1 Specialty forums and programme groups aligned to key system priorities, supporting
pathway redesign and service improvement

1 Robust primary and secondary care interface groups across all Trusts, addressing
operational challenges, improving communication and reducing unnecessary variation
across pathways
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1 Clinically led discussions focused on improving flow, reducing delays and enhancing
patient experience across organisational boundaries

These groups are increasingly supported by data, population health insight and clinical
expertise, enabling more informed and coordinated decision-making.

Supporting Integrated, Neighbourhood -Based Care

Our clinical leadership approach is closely aligned to the development of neighbourhood
working, supporting the shift towards more proactive, preventative and community-based
care.

Through Primary Care Networks, multidisciplinary teams and system forums, clinicians are
working together to:

1 Deliver more coordinated, person-centred care
I Address health inequalities at a local level
1 Support the shift from hospital-based care to community settings

Strengthening Clinical Decision -Making and Risk

A key area of development within our clinical leadership approach has been strengthening
how we understand and manage clinical risk across the system.

Building on our work with the Midlands Clinical Senate and wider system partners, we have
developed and embedded a more balanced, clinically led approach to risk 8 recognising that
decisions are not made in isolation, but are influenced by the context in which clinicians are
working.

This approach emphasises:

1 Supporting patient-centred decision-making, while recognising the realities faced by
clinicians in pressured systems

1 Encouraging early senior clinical input and shared decision-making

1 Promoting a more open and honest culture around risk, reducing defensive practice
and supporting proportionate decision-making

1 Recognising the wider system impact of decisions, including the unintended
consequences of avoidable admissions and delays in care

Through a series of multidisciplinary workshops and system conversations, involving
colleagues from primary care, ambulance services, community teams, care homes and
hospital services, we have:

1 Explored how risk is understood and managed across organisational boundaries

1 Identified barriers to optimal decision-making, including access to alternatives to
admission and variation in risk tolerance

1 Developed practical tools and shared language to support clinicians in making
consistent, confident decisions
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This work has helped to shift the conversation from organisational risk to shared system risk,
supporting more cohesive working across pathways and improving confidence in managing
patients in the most appropriate setting.

It is increasingly informing our approach to urgent and emergency care, discharge pathways
and community-based alternatives, supporting the delivery of more person-centred, timely and
appropriate care.

Looking Ahead

We will continue to build on this work by:

f

Strengthening clinical leadership across all levels of the system, particularly within
neighbourhoods

Further embedding clinically led decision-making within system governance and
commissioning

Expanding opportunities for multidisciplinary leadership development

Continuing to support collaboration across organisational boundaries through forums,
networks and programmes

Through this approach, we aim to ensure that clinical and care professional leadership
remains at the heart of how we design, deliver and improve services for the population of
Herefordshire and Worcestershire.
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Innovation and Research Quality (14239 and 14Z40)

NHS Herefordshire and Worcestershire Integrated Care Board recognises research and
innovation as fundamental to improving outcomes, reducing inequalities, and supporting the
delivery of high-quality, sustainable services. Research is a key enabler of our ambition to
become a learning system, where evidence, evaluation, innovation and community insight are
embedded into everyday practice and inform both clinical care and commissioning decisions.

We work in close partnership with our academic and system partners, including the University
of Worcester, University of Birmingham, and the Herefordshire and Worcestershire Research
Collaborative. These partnerships support teaching, training, evaluation and applied research
across health and care, strengthening our ability to translate evidence into practice and
ensuring that research is aligned to local population need.

System Leadership and Direction

During 2025/26, we have continued to develop a coordinated, system-wide approach to
research and innovation. This includes strengthening collaboration across NHS organisations,
local authorities, academia and the VCSE sector, aligning research priorities with our wider
ICS strategy and population health ambitions.

Our approach is underpinned by our ICS Research and Innovation Strategy, which sets out a
clear ambition to:

Strengthen research capability and capacity across all sectors

Increase participation in research, particularly in underserved communities
Embed a culture of evaluation and continuous improvement

1 Support innovation that improves patient care, outcomes and system productivity

E N

Expanding Research Beyond Traditional Settings

A key focus this year has been to expand research activity beyond acute settings into primary
care, community services and local populations, ensuring more equitable access to research
and innovation.

The University of Worcester is leading programmes to extend research delivery into
community settings. This includes the development of a rural primary care research hub in
Herefordshire and Worcestershire, working with general practices to understand and address
the barriers to research participation in rural areas, and a programme exploring the use of faith
settings as sites for research delivery, improving reach into underserved communities.

In parallel, we are undertaking focused work to better understand and address the specific
challenges of building research capacity within rural primary care. Rural populations in
Herefordshire and Worcestershire often experience higher levels of need, including an older
population profile, increased burden of long-term conditions, and barriers to accessing
services. These factors also contribute to inequalities in research participation and evidence
generation.

This work is informing a programme of activity to:
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T Identify barriers and enablers to research participation in rural GP practices

Increase opportunities for locally relevant, place-based research

1 Support the development of research aligned to local priorities, particularly in areas
such as mental health and early intervention

E ]

This is further strengthened by a major National Institute for Health and Care Research (NIHR)
funded programme (THRIVE), led by the University of Worcester in partnership with system
partners. This five-year programme is establishing a Rural Mental Health Research Unit
focused on tackling inequalities through locally grounded research in areas such as early
intervention, suicide prevention and digital support. It represents a significant step in building
sustainable research capacity within primary and community care.

Building Workforce Capability and a Research Culture

Alongside expanding delivery, we have focused on developing the skills and confidence of our
workforce to engage with research and evaluation.

System partners have developed a flexible, non-credit bearing research development offer,
providing practical and accessible training across a wide range of areas including research
design, evaluation, qualitative and quantitative methods, stakeholder engagement, and
translating evidence into practice.

This approach is designed to support 6close to
practitioners and system leaders to embed research into their day-to-day work. It also explores

innovative delivery models, such as providing support within workplace settings, recognising

the ongoing challenges of protected time and organisational capacity for research.

Community -Led Research and Widening Participation

A central component of our approach has been to strengthen community-led research
engagement, working in partnership with VCSE organisations through the Research
Engagement Network (REN).

This programme has focused on widening participation among communities who are
traditionally underrepresented in research, including people experiencing homelessness or
multiple disadvantage, Gypsy, Roma and Traveller communities, South Asian women, people
living with severe mental iliness, carers, and those experiencing rural isolation.

Engagement has taken place in community settings rather than clinical environments,
supported by trusted VCSE partners. Through this approach we have:

91 Delivered over 20 community engagement events and worked with a wide range of
VCSE organisations
1 Engaged over 200 people directly, with wider reach extending to thousands through
community networks
T Supported over 50 organi ga&taidyms t o become Ar e
9 Signposted over 1,600 people to research participation opportunities and supported
direct recruitment into studies
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This work has highlighted key barriers to participation, including low trust in institutions, limited
understanding of research, digital exclusion, stigma and practical challenges such as transport
and caring responsibilities. VCSE-led approaches have been crucial in addressing these
barriers, creating safe and trusted environments for engagement and enabling communities
to shape research priorities.

As a result, we are seeing a shift towards a more relational and co-produced model of
research, where communities are active partners in shaping and participating in research, and
where research is increasingly aligned to lived experience and local need.

Developing System Infrastructure and Shared Resources

To support long-term sustainability, we have also focused on strengthening system-wide
research infrastructure.

Through the Herefordshire and Worcestershire Research Consortium, partners have begun
to develop a more coordinated approach to research capability and delivery. A face-to-face
workshop in January 2026 brought together partners from across the system to identify shared
priorities and actions to support future development.

Key areas of focus include:

1 Development of shared research infrastructure and resources, including exploration of
a joint research support function and future clinical trials unit capability

T Improved access to specialist expertise, including statistical and methodological
support

1 Strengthening workforce pipelines into research, including alignment with NIHR
training and fellowship programmes

1 Improving coordination of research activity across organisations, including costing,
study set-up and delivery

1 Enhancing communication and visibility of research opportunities through shared
platforms and resources

This work reflects a clear ambition to move from fragmented research activity towards a more
coordinated, system-based research infrastructure, capable of supporting locally led research,
attracting investment, and delivering research effectively across all care settings.

Looking Ahead
We will continue to strengthen our research capability over the coming year by:

1 Increasing participation in research across all sectors, particularly in primary and
community care

Building workforce capability and confidence in research and evaluation
Strengthening links between research, innovation and commissioning decision-making
Embedding community insight and co-production within research design and delivery
Developing system-wide infrastructure to support sustainable research growth

= =4 —a -8
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We will also continue to work with regional partners through the West Midlands Regional
Research Delivery Network to enhance collaboration, share learning, and improve access to
funding opportunities.

Duty to Obtain Appropriate Advice (14Z38)

Under the Health and Care Act 2022, the Integrated Care Board has a general duty that it
must obtain advice appropriate for enabling it to effectively discharge its functions from
persons who (taken together) have a broad range of professional expertise in d (a) the
prevention, diagnosis or treatment of illness, and (b) the protection or improvement of public
health.

In the reporting period, the ICB has established and maintained a focus on the achievement
of the four aims of Integrated Care Systems, namely: to improve outcomes in population health
and healthcare; tackle inequalities in outcomes, experience and access; enhance productivity
and value for money and to help the NHS support broader social and economic development.
The ICB has a skilled and experienced workforce whose wide-ranging professional expertise,
support and enable the ICBs achievement of these aims.

The ICB has established collaborative working arrangements with partners across the system

gaining the benefit of a broader and more diverse range of skills, experience and perspectives

t hat enhance the |1 CBb6s abilitythe caaki deoritdédel
decision making arrangements, with a broad and varied membership across the Integrated

Care Partnership, the ICB Board and its Committees as well as the operational boards and

groups across the system. Furthermore, the West Midlands Clinical Senate brings together

senior clinicians from a wide range of professions to discuss system-wide issues and advise

on a wide range of topics. The ICB has clinical representation on the Board and throughout

the committees. Further details of committee and Board membership can be found in the
Accountability Report below.

Throughout the reporting period, the ICB has also obtained specialist operational support from
Midlands and Lancashire Commissioning Support Unit and 360 Assurance in areas including
Business Intelligence, Procurement, Information Governance, Security Management and
Fraud. The ICB has benefited from the work of its Internal and External Audit Providers and,
where necessary, the taking of legal advice and special consultancy in the areas of
governance, people and transformation.
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Duty to Have Regard to Wider Effect of Decisions (14Z43)

Under the Health and Care Act 2022, the Integrated Care Board has a general duty that in
making a decision about the exercise of its functions, it must have regard to all likely effects
of the decision in relation to: (a) the health and well-being of the people of England; (b) the
quality of services provided to individuals @ (i) by relevant bodies, or (ii) in pursuance of
arrangements made by relevant bodies, for or in connection with the prevention, diagnosis or
treatment of illness, as part of the health service in England; and (c) efficiency and
sustainability in relation to the use of resources by relevant bodies for the purposes of the
health service in England.

In the reporting period, working together with a broad alliance of partners concerned with
improving the care, health and wellbeing of the population of Herefordshire and
Worcestershire, the ICB supported the production of an Integrated Care Strategy. The
Strategy was developed through engagement with stakeholders and the communities we
serve and was drawn from two Health and Wellbeing strategies; national guidance about the
design and development of Integrated Care Systems; and key themes emerging from public
and stakeholder engagement. In response, the ICB has led the development of a 5 year
Integrated Health and Care Delivery Plan for Herefordshire and Worcestershire which
provides the operational detail around how the health and care elements of the priorities in the
Integrated Care Strategy will be delivered. These strategies and plans will guide the
prioritisation and decision making of the Integrated Care Board to ensure that decisions and
the exercise of functions are taken and delivered giving appropriate regard to the needs and
expectations of the population we serve.

The ICB operates an Impact Assessment Framework and associated processes to ensure
that commissioning decisions, business cases, service changes or any other plans for change
are assessed for their impact on quality, equality, sustainability and data protection via the
undertaking of the associated Impact Assessments. In particular, the Equality Impact
Assessments are scrutinised throughout the decision-making process to ensure that the
impact of the commissioning decision, business case or service change is understood and
that any unintended impacts are fully resolved or appropriately mitigated. More information on
how the ICB prioritises quality, inclusion and diversity and meets the requirements of the
Equalities Act 2010 and the Public Sector Equality Duty can be found in the Diversity and
Inclusion Section of this report.
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Sustainable Development and Climate Change (14Z44)

In the NHS Net Zero Strategy, first released in 2020, an ambition was outlined to become the

worl dés first net zero carbon health service, ad
for both current and future populations. The strategy presents a clear, evidence-based

approach to achieving a 'net zero' health service, with two main targets:

9 NHS Carbon Footprint (emissions directly under NHS control): Achieve net zero by
2040, with a target of an 80% reduction between 2028 and 2032.

1 NHS Carbon Footprint Plus (including emissions from the wider supply chain):
Achieve net zero by 2045, with a target of an 80% reduction between 2036 and 2039.

Every part of the NHS will take action both in the short and long term to meet these goals.
Reducing carbon emissions will bring a wide range of additional benefits, such as less plastic
waste, improved air quality, and a reduction in health inequalities linked to environmental and
climate change factors. While the positive impact of reducing carbon emissions on health
inequalities is acknowledged, it is crucial for NHS teams and organisations to work together
to realise and address these benefits within the Net Zero programme.

Herefordshire and Worcestershire ICB Green Plan

The HWICB Green Plan was first developed in 2022 but has since been refreshed in 2025,

with the ICB taking a system leadership role and utilising its partners across the system such

as the NHS Trusts, General Practice and Local Authorities. The 2025 i 2028 Herefordshire

and Worcestershire Integrated Care System Green Plan outlines a three-year action plan
specific to the HW system, providing an overvi e
journey towards net zero, tracking progress against actions and detailing priority areas and

initiatives for the next three years. The Trusts within Herefordshire and Worcestershire have

been making positive progress towards Net Zero and environmental responsibility.

System Achievements and Areas of Celebration

With the formation of the CWHW ICB Cluster, the Greener work programme in H&W has
moved to a provider-led model, as proposed by the Model ICB Blueprint published in 2025.
Cluster networking opportunities have been initiated, with CW and HW ICB and system
colleagues coming together to share learnings and celebrate success.

System Achievements include:

1 Successful Funding Bids - In 25/26, HWICS received £930,372 to support the
implementation of its Greener Plans.

1 Medicines i A continued downward trend in the prescribing of Metered Dose Inhalers
(MDI) in primary care, reducing the carbon footprint of the inhalers supplied.

9 Sustainable Procurement 7 The HWICB is aligned with the Evergreen Sustainable
Supplier Framework, which was launched in January 2022, and from April 2022
required all NHS tenders to include a minimum 10% net zero and social value
weighting. In addition, from April 2023, contracts above £5 million required suppliers
to publish a carbon reduction plan for their direct emissions as a qualifying criterion.
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LED Lighting Coverage 1 The 3 Trusts have made good gains in implementing LED
coverage across their sites in 2024/25, with 56.2% coverage against 43.5% coverage
in 2023/24. The Herefordshire and Worcestershire Health and Care NHS Trust is
making the greatest gain with 90.7% coverage in 2024/25.

Virtual Appointments 7 The system has delivered a range of virtual appointments,
consultations and group sessions both within the Trusts and primary care. Virtual
Wards have been implemented and patient initiated follow ups (PIFU) have been
enacted, thus reducing carbon emissions from reducing patient travel.

Food Waste 1 The Trusts have been focussing on reducing waste within their sites.
This has included removing single-use plastic cutlery plates across the WAHT sites,
implementing a digital food system at the HWHCT and ensuring that all food waste at
WV TG6s ¢ ommpitaliistsgnt fdr anserobic digestion and then to be used as a
soil conditioner. They have also all introduced the new food-waste waste stream in line

with National Standards for Healthcare Food and Drink requirements.

1 Heat Decarbonisation Plans (HDPs)
0 HDPs

Trust 6s

Progress and Key Areas of Focus

T The HWICS has seen an increase in the

144 2%0rine2828/24rtog66. 7% iro2%5/26.

The HWICS has made good progress at reducing its carbon emissions. The system is able
to track its progress against a number of metrics and targets for example, waste, inhaler use,

nitrous oxide usage using the NHSE Greener databases.

The table below provides an update on progress:

Metric

Benchmark

Latest

Nitrous Oxide & Air
(manifold) tCO2e

167.7 (April 2018)

176.2 (December 2025)

Nitrous Oxide (manifold)
tCO2e

96.8 (April 2018)

26.4 (December 2025)

SABA inhaler emissions
kgCO2e

23.54 (April 2018)

13.31 (December 2025)

Clinical Waste tCO2e

2,992 (20/21 total emissions)

1,738 (24/25
emissions)

In addition, the HWICB can report the following improvements in targets:

Area of Focus

Progress

Pure Nitrous Oxide waste
emissions

2025)

42% reduction (from March 2025 to November
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Mixed Nitrous oxide waste 29% increase (from March 2025 to November
emissions 2025)

Low Emission Fleet Vehicles 98% of vehicles

Ultra Low Emission Fleet Vehicles 2% of vehicles

Zero Emission Fleet Vehicles 2% of vehicles

Reducing emissions will mean fewer cases of asthma, cancer and heart disease. Many of the
drivers of climate change are also the drivers of ill health and health inequalities. We can all
play our part in tackling climate change through reducing harmful carbon emissions, which will
improve health.

Task force on Climate -Related Financial Disclosures (TCFD)

The HWICB has ensured it is compliant with TCFD requirements and the four pillars:
Governance, Risk Management, Metrics & Targets and Strategy.

Governance

Oversight of the HWICS Greener work programme for is embedded into a robust operating
model within the HWI CB6s Oversight and Assurance

For the duration of the 2025-2028 Greener Plan refresh, the HWICS Greener NHS Delivery
Board was in place, whose membership included the Executive-level Senior Responsible
Owners from the three Trusts, the HWICB and Local Authorities.

The HWICS Greener NHS Delivery Board reported through to the Quality, Delivery and

Oversight Sub-Committee (QDOS) where progress is monitored against delivery, pace and

outcomes, with risks and issues being raised on a bi-monthly basis. Key concerns and risks

from QDOS are escalated through to the |1 CBb6s f
Committee and to the ICB Board, if necessary.

In addition, the HWICS is committed to ensuring that sustainability is considered in everything

we do. Since the development of a Herefordshire and Worcestershire-wide Sustainability

Impact Assessment (SIA) in 2023, the SIA has been embedded into the HWICB6 s de-ci si on
making processes along with Equality Impact Assessments (EQIAS), further strengthening our

consideration of environmental impacts on new and/or updated services. Oversight of the SIA
process is through the HWI CB6s Strategic Commi ssS

Strategy

The HWICB has a structured framework to categorise and prioritise risks and opportunities
such as through its risk management framework, business continuity and the NHS EPRR
Framework.

Climate-related risks and opportunities are reflected in operational and financial planning,
informed by climate scenarios aligned to a global warming pathway of 2°C or lower, to support
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strengthening service resilience, and ensuring climate considerations are embedded into
procurement and business cases.

Operationally, climate risks affect service delivery models, particularly in urgent and
emergency care, community services and access to care during adverse weather events. This
has led to a greater emphasis on system resilience, including strengthened business continuity
planning and the integration of climate risk within Emergency Preparedness, Resilience and
Response (EPRR) frameworks.

From an EPRR perspective, the HWICB works with system partners, the wider West Mercia
Local Resilience Forum (WMLRF) members, the UK Health Security Agency (UKHSA) and
NHS England regional and National Teams to assess and mitigate risks associated with
extreme weather, heatwaves, flooding and supply chain disruption, incorporating these into
business continuity and emergency planning arrangements, in line with the Civil
Contingencies Act 2004, EPRR Framework 2022, 2025/26 NHS standard Contract providing
assurance through the NHS Core Standards for EPRR. Climate adaptation and resilience
planning are aligned with wider system sustainability objectives and the Greener NHS
programme, supporting the continuity of safe services and long-term system resilience.

Alongside the partners/organisations mentioned above the HWICB follows a work programme
using established and regularly reviewed risk registers aligned to the National security risk
assessment, this includes the preparation and/or review plans, policies and procedures,
warning and informing and linking to adverse weather and flooding alerts and notifications.
Incident and business continuity arrangements are aligned to the UKHSA Adverse weather
and health plan for England, providing guidance on hot and cold weather, flooding, drought
and public health messaging, including the impact on the health effects of climate change.

As part of the EPRR process and Core Standards assurance programme HWICB staff
participate in training, live incidents and/or training to rehearse, prepare for and learn from for
future impacts of adverse weather and climate change.

Financially, climate-related risks are considered within medium and long-term planning
through the Green Plan. This includes anticipated costs associated with adaptation, estate
improvements and service transformation, alongside opportunities to reduce operating costs
through improved energy efficiency, waste reduction and more sustainable models of care.
Climate considerations are also increasingly factored into procurement decisions, contract
management and value-for-money assessments.

Risk Management

Climate-related risks are identified and assessed through existing risk management and
EPRR frameworks, using established risk registers aligned to NHS EPRR Core Standards
and national climate risk assessments. Staff participate in climate-related emergency
exercises and Local Resilience Forum Community Risk Registers.

The HWICB has a robust risk management process where climate related risks can be
registered and monitored accordingly. These are monitored via the Corporate Risk Register
which is reviewed on a regular basis and reported accordingly at committee level with a high-
level overview provided to the ICB Board.
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Metrics and Targets

The HWICS has made good progress at reducing its carbon emissions. The system is able to
track its progress against a number of metrics and targets for example, waste, inhaler use,
nitrous oxide usage using the NHSE Greener databases. Local NHS bodies are not required
to report Scope 1, 2, and 3 greenhouse gas emissions under TCFD requirements, as these
emissions are calculated at the national level by NHS England.
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Duty to Promote Involvement of Each Patient (14236), Duty to Involve People and
Communities (14Z 45)

The ICS People and Communities Strategy describes the vision and principles for working

with people and communities across Herefordshire and Worcestershire to support better

decision making, improve health and care services and address health inequalities. The
strategy expl ains t hentNHSWtsy & p(ulb4 4 &£5 i onfv otl vee MNHS
has discharged this duty by having in place provisions for involving the public in the planning

of commissioned services; and the development and consideration of proposals for changes

in the commissioning arrangements which would have an impact on service delivery and

decisions which would influence services.

The importance of partnership working across the NHS, local authorities, voluntary sector and

with local communities has been essential to ensure that local people and communities are
involved in decision making. The |a&iBoénsearlg mbi ti o
engagement and ongoing dialogue and partnerships with people and communities, through

which it can co-create health with communities and health and care services and will better

meet the needs of their population. From these early, open and genuine conversations the

ICB can work together with local communities, who are often better placed to create solutions

to the health challenges we face.

The ICS strategy describes ten principles (as published in the 2021 NHS England guidance)
and how these are a golden thread running throughout the ICS, whether activity takes place
within neighbourhoods, at place, or across whole system geographies. The ICB engaged local
people, communities and partners in the development of this strategy.

At system, at place, and local levels we have engagement structures to enable ongoing
di alogue and to be able to |isten to people ani
example:

1 At System level the voice for people and communities is represented by the non-
executive member for health inequalities and prevention, and Voices Reports are
circulated to all system Programme Boards, decision makers, as well as being
published publicly on the ICS website.

i Each Place has an engagement network, where partners involved in engagement
(including local Healthwatch) share their current projects and learning.

1 Locally Neighbourhood health work is developing; with PCNs and local organisations
focusing on local data (quantitative and qualitative) to drive initiatives.

The I CB6s engagement is conducted using a range
online, telephone and post. Engagement methods fit the accessibility needs of the audience
being engaged with. Working with system partners, including VCSE and Healthwatch, has
enabled the ICB to have a broader and deeper understanding of local communities, and in
line with the ICS strategy, has increased sharing and reviewing existing intelligence, reducing
the need for duplication. For example, when collating the People and Communities Voices
Reports, the ICB reviews all recent engagement exercises it, and its partners have conducted,
to create a quarterly patient feedback report. These quarterly reports highlight engagement
themes from local people and communities and identifies any cross-cutting themes between
programmes. By presenting these reports to all Programme Boards the patient voice is shared
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and heard by all the ICB directorates. This patient feedback is triangulated quarterly with
patient experience, complaints and patient safety intelligence.

Specific engagement on transformation projects have been undertaken by the ICB, including
an exercise on the GP Out of Hours Service. Almost 2000 responses were received and
considered as part of the procurement process for a hew service.

As neighbourhood health services develop, engagement is taking place across the two
counties. A pilot was undertaken in three Primary Care Networks focusing on frail patients,
and engagement undertaken as part of the work. One of these areas conducted focus groups
and the findings from these has shaped the Neighbourhood Delivery Framework. As part of
this, each area will also be submitting engagement findings and case studies.

The ICS Mental Health Strategy Team is developing a position statement. Building on the
extensive coproduction that informed its original development in 2020, a further general survey
was undertaken between December 2025 and January 2026 to support this work. Over 400
responses were received, and comments ranged on a variety of subjects, including crisis
support and services for children and young people.

Not all members of the community wish to engage with the ICB, and so the organisation works
with its partners across the ICS to listen to and understand the views of all people and
communities, including the identified health inequality groups. The following list highlights
some of the work and groups the ICB and its partners have been involved with in 2025/26:

f A Macmillan project aiming to address health inequalities in cancer outcomes has
developed and focused on those with Pakistani and Bangladeshi heritage, and those
from a traveller background in Worcestershire. In Herefordshire, the project is focused
on those living in rural areas and farming communities.

1 More feedback on the experience of those who attend a Learning Disabled Annual
Health Check is being gathered through a co-produced patient experience survey.

1 An Equality Advisory Group is run by the Herefordshire and Worcestershire Health and
Care NHS Trust.

f A survey is ongoing collating Autistic

1 Co-production with children and young people who have SEND is developing with
Worcestershire County Council. This includes developing principles for co-production
and training for staff.

1 Patients and Patient Participation Groups (PPGs) have been engaged upon regarding
their views on Population Health Management and data sharing

1 The Maternity and Neonatal Voices Partnerships in Herefordshire and Worcestershire
(MNVP) meet with mothers from a range of communities. For example, an event was
held to better understand the experiences of Gypsy, Roma and Traveller families.

1 An Insight into Action online event for all partners across the ICS, hosted by the ICB,
highlighted some engagement undertaken by the ICB and partners and how they
improve access and experience of services for those experiencing health inequalities.

Further details about how the ICB has worked with people and communities is available in
the ICB People and Communities Annual Report 2025-2026 which is available here
https://www.hwics.org.uk/get-involved
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Next year, the ICB will face many changes as arrangement for clustering with Coventry and
Warwickshire ICB develops. However, our commitment to meaningful engagement and
involvement with local people and communities remains steadfast. We will support the
implementation of the new NHS 10-Year Plan and will strive towards building a sustainable
NHS. The ICB will focus on involvement that supports strategic commissioning and a
neighbourhood health approach, ensuring that every voice is valued and that services are
shaped to genuinely reflect and respond to local needs.
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Principles for Remedy

Complaints and Concerns

As part of effort to continually improve commissioned services and ultimately standards of
care, the Integrated care Board (ICB) welcomes feedback from service users. We have a clear
complaints management policy that reflects and promotes the Parliamentary and Health
Service Ombudsmands (PHSO) six principles

Getting it right

Being customer-focused

Being open and accountable
Acting fairly and proportionately
Putting things right

Seeking continuous improvement

= =4 —a a8 -8 -

The 1 CB6s Stakeholder and Service User Li
complaints and Ombudsman investigations received by the ICB.

Our staff speak to people who use our service every day. This can often raise issues that our
staff can help with immediately. We encourage people to discuss any issues they have with
our staff, as we may be able to sort the issue out to their satisfaction quickly and without the
need for them to make a complaint.

We recognise that we cannot always resolve issues as they arise and that sometimes people
want to make a compl aint. When a for mal
Stakeholder and Service User Liaison and Information Team work proactively with services
and/or system partners to coordinate an investigation and response.

Where complaints are related to general practice, pharmacy, ophthalmology or dentistry, they
are managed either through Early Resolution or formally by the Office of the West Midlands
who manage Primary care Complaints for the ICB.

Complaints

Between 1 April 2025 and 31 March 2026, Herefordshire and Worcestershire Integrated Care
Board received 1062 contacts about services that we commission, of these 160 were formal
complaints.

Key themes for the period were:

1 Continuing Healthcare (CHC) complaints regarding issues with communication and
lack of information for families along with length of time taken to resolve concerns.
There are also regular complaints regarding the length of time taken to issue payments
following successful appeals.

1 MP complaints have reflected concerns around accessing medication, the availability
of ADHD assessments, medication and support for both children and adults.
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1 There have been frequent complaints relating to moving of Audiology services for Non-
Complex cases to community providers, which has also been reflected in MPs
correspondence.
f Access to Weight Management services and Weight Management medication, both
within an acute setting and through Right to Choose providers.
1 The alignment of Non-Emergency Patient Transport Service (NEPTS) eligibility criteria
with NHSE and the impact this has had on Ser\
1 Concerns over the future of Specialist Optometry services.
1 Reasonable adjustments within all health care setting in relation to Neurodiversity and
mental health.

Subject Number of complaints

9 - Not Upheld
Contacts 25/26 1 80
Commissioning i CHC 22 - Partially Upheld
Complaints closed 25/26 - 46
15 - Upheld

Contacts 25/26 1 217 22 - Not Upheld
Commissioning i other
Complaints closed 25/26 - 28 |61 Partially Upheld

26 - Not Upheld

Commissioning i Access to Contacts 25/26 1 216

Medication 1 - Partially Upheld

Complaints closed 25/26 - 30
3 - Upheld

4 - Not Upheld
Contacts 25/26 1 85
Provider i Acute 11 Partially Upheld
Complaints closed 25/26 - 8
3 - Upheld

2 7 Not Upheld
Contacts 25/26 1 46
Provider i Community 11 Partially Upheld
Complaints closed 25/26 - 5
2 - Upheld

Contacts 25/26 1 18 17 Not Upheld
Provider - NHS111
Complaints closed 25/26 7 3 |21 Partially Upheld

117 Not Upheld
Contacts 25/26 1 21
Provider - Independent Sector 47 Partially Upheld
Complaints closed 25/26 - 7
2 7 Upheld
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Subject

Number of complaints

Provider i Ambulance

Contacts 25/26 71 4

Complaints closed 25/26 - 0

Provider i GP practices

Contacts 25/26 71 215

Complaints closed 25/26 -18

10 7 Not Upheld
31 Partially Upheld

51 Upheld

Provider i POD (Pharmacy,
Ophthalmology, Dentistry)

Contacts 25/26 17 98

Complaints closed 25/26 - 4

2 7 Not Upheld

2 i Partially Upheld

Contacts 25/26 1 62

7 7 Not Upheld

Complaints closed 25/26 - 160

Other 31 Partially Upheld
Complaints closed 25/26 - 11
1 - Upheld
76 I Not Upheld
Contacts 25/26 7 1062
Total 32 1 Partially Upheld

15 Upheld

Complaints raised via MPs

(counted within complaint
categories)

Contacts 25/26 1 110

Complaints closed 25/26 - 25

16 1 Not Upheld
6 i Partially Upheld

37 Upheld

Complaints to the Parliamentary and Health Service Ombudsman (PHSO)

This second stage of the complaints process investigates unresolved NHS complaints the
Stakeholder and Service User Liaison and Information Team works with the PHSO when
approached to clarify or provide information to support an investigation.

During the period 2025/26, 4 complaints were referred to the PHSO for consideration. Of
these, 1 remain open, 1 have been closed, with 2 of these requiring no further action from the
ICB. The PHSO has referred the remaining complaint to the ICB for reconsideration.
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Diversity and Inclusion , Equality, Workforce Race Equality Standards ( WRES), Human
Rights

As commissioners, we recognise the important connections between engagement,
consultation, equality, and health inequalities. It is therefore important for us to ensure that

our decision making, particularly when it is likely to impact on patients, carers, and our local
communities, is informed by equality analysis and inclusive engagement. We are committed

to reducing health inequalities and ensuring that in meeting our duties to engage and consult

we work closely with our partners, including the voluntary s ect or , to hear the
protected characteristic and other vulnerable groups.

The Equality Act has two broad aspects. Firstly, it prohibits discrimination, harassment, and
victimisation against people with one or more of the following protected characteristics:

Age

Disability

Gender reassignment
Pregnancy and maternity
Race

Religion or belief

Sex

Sexual orientation

Marriage or civil partnership

=4 =4 =4 4 -4 -4 A -4 4

The Public Sector Equality Duty (PSED) places an obligation on public bodies including the
ICB to be proactive in improving equality for people with one or more protected
characteristics. It aims to help public authorities avoid discriminatory practices and integrate
equality into core business. The PSED (Section 149 of the Equality Act 2010) imposes a duty
on public authorities in the exercise of their functions to have due regard to the need to:

9 Eliminate unlawful discrimination, harassment and victimisation and any other
conduct that is prohibited by or under the Act

1 Advance equality of opportunity between persons who share a relevant protected
characteristic and persons who do not share it

91 Foster good relations between persons who share a relevant protected characteristic
and persons who do not share it.

The second part of the Act relates to a specific duty that requires the ICB to publish
information showing how we are complying with the PSED when taking decisions and making
policies including the impact of policies on both employees and the public, by:

1 Preparing and publishing one or more equality objectives

1 Publishing information to demonstrate compliance with the PSED including
information relating to employees and other persons affected by the ICBs policies
and practices who share a relevant protected characteristic.
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The charts below shows the self-reported ethnicity and disability of the ICB Workforce.

H&W ICB Workforce 31/03/2026 : By Ethnicity

3.83% 1.47%
4.13%

4.72%

= White
H Asian
m Black
= Not Stated

m Mixed

H&W ICB Workforce 31/03/2026 : By Disability Status

mNo mNot Declared = Yes

As an ICB, we are aware that having representation within our workforce which broadly
reflects our local demography is likely to allow us to provide better and more appropriate
services. We will continue to focus on this and to explore opportunities to further increase

diversity particularly at senior and board level.

Our response to the Equality Act

The ICB is committed to making sure that equality and inclusion is a priority when planning
and commissioning local healthcare, and tackling inequalities is one of our key priorities. To
help us do this, we work closely with local communities to understand their needs and how

best to commission the most appropriate services to meet those needs.
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Workforce

The 1 CB has an Equality, Diversity and I nclusior
promoting EDI which has guided our work, along with an Equality, Diversity and Inclusion Plan

which is set out on the ICB website here. The ICB recognises the importance of having a

diverse and engaged workforce and is committed to ensuring all our employees can be their

best, working within an environment where they do not experience discrimination, harassment

or victimisation.

The established employment practices, policies and procedures aim to ensure that no
employee, or potential employee, receives less favourable treatment on the grounds of any
protected characteristic. We have equality assessed and put in place a broad range of
workplace policies to ensure that we are fully inclusive, and staff flourish in achieving their
potential without fear of discrimination.

We continue to review and improve policies and procedures which help to ensure that all staff
are treated fairly and with dignity and respect and we are committed to promoting equality of
opportunity for all current and potential employees. All policies and process are also assessed
using the fAequalityo part of the |1 CB&s | mpact As

Equality Training

The ICB recognises that treating any member of staff unfavourably based on their protected
characteristics is unlawful under the Equality Act. To ensure all staff have a clear knowledge
and guidance around this and other aspects of EDI, all new and existing staff are required to
complete the Equality Diversity and Inclusion Mandatory Training. All staff are required to
renew this training every 3 years.

Equality Impact Assessments

All policies, strategies, service redesign and newly commissioned services undergo an
equality impact assessment. This ensures careful consideration is given to how the change
may affect our staff or the local population, particularly in relation to people with protected
characteristics, and those from inclusion health groups such as people who experience
homelessness, drug and alcohol dependence, vulnerable migrants, Gypsy, Roma and
Traveller communities, sex workers, people in contact with the justice system and victims of
modern slavery. The assessments also help to identify any action we can take to reduce or
remove any negative impacts.

EDI Engagement

In addition to the workforce engagement activities mentioned above, the ICB are proud to
have an active staff led Equality, Diversity and Inclusion Staff Network. This group proactively
raises issues that affect day to day working, share lived experiences and provide support,
consultation and staff led resource to review policies, procedures and other proposals affecting
staff.
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Workforce R ace Equality Standards (WRES)

The ICB recognises that the NHS has one of the most ethnically diverse workforces in the
public sector. However, year on year, through the staff survey we hear ethnic minority staff
report worse experiences in terms of their lives and careers, when compared with white staff.
People from an ethnic minority background are also under-represented in senior positions in
the NHS.

The WRES is a way of NHS organisations continually monitoring and acting to improve the
experience of ethnic minority staff.

Workforce D isability Equality Standards (WDES)

The WDES is part of the NHS6s response to
ensures the experience of staff with disabilities and or long-term condition is monitored and
continually improved annually. Similar to the WRES, year on year, through the staff survey
we hear from staff with disabilities and or long-term conditions who report worse experiences
in terms of their lives and careers, when compared with staff without disabilities and or long-
term conditions. Furthermore, people with long term conditions or disabilities are also under-
represented in senior positions in the NHS.

Additionally, The ICB is a disability confident employer. This a government scheme that
encourages employees to recruit and retain employees who have declared disabilities and or
long-term conditions.

Gender Pay Gap

All Public Sector organisations within the United Kingdom with more than 250 employees have
been required, since April 2017, to publish details of their gender pay gap annually. This
organisation is therefore required by law to carry out Gender Pay Reporting in accordance
with the Equality Act 2010 (Gender Pay Gap Information) Regulations 2017.

The Equality Delivery System (EDS 2022)

The Equality Delivery System is an improvement tool to help NHS organisations, in discussion
with local partners, including local populations, review and improve their performance for
people with characteristics protected by the Equality Act 2010.

The EDS comprises eleven outcomes spread across three domains:

1 Domain 1 Commissioned or provided Services
1 Domain 2 Workforce Health and Wellbeing
1 Domain 3 Inclusive Leadership.
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The | CBO s, Diearsityaahdilrclysion Strategy

The | CB 6 s -22drdedy is available on the website here and sets out the key objectives
and priorities for the ICB.
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Engaging our Staff
Staff Briefing

Our staff briefing led by the Chief Executive Officer supported by the Executive team takes
place once a month on Microsoft Teams. This provides an opportunity to ensure consistent,
up-to-date and organisation wide information. This virtual briefing is recorded for those staff
not able to attend and staff are encouraged to ask questions with the opportunity to submit
guestions anonymously via virtual comment box at any time.

Staff Council

The Staff Council is a monthly meeting where staff representatives from across the
organisation come together as part of our staff engagement activities to discuss opportunities
and challenges facing the staff.

The Council has standing agenda items such as human resources, estates, communications
and engagement, EDI and any staff lead items which ensures staff concerns and feedback
are incorporated throughout the organisation.

This group has been involved in reviewing and revising human resources policies and
processes across the organisation to ensure they are fit for purpose, maintain organisational
standards, support staff and teams and reduce duplication and confusion. These policies often
have significant impact on staff once approved, so having staff involved in their development
is vitally important.

Intranet

The 1 CB staff intranet enables all staff to acce
the organisation. The intranet hosts the staff
support all staff.

Annual Staff Survey

The Annual Staff survey provides staff with the
shape policies on important topics |ike safety,
views are shared with our organisatl odmadckieresowi de
Our recent staff 88wrovmgpy edd lbine wvead ean

Freedom to Speak Up

This continues to be widely publicised through
to Speak Up and its governance are currently u
processes are in place to support the aims of th
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Health and Wellbeing Strategy

In this section, our activities demonstrate that we have shown regard to Section 11 6B (1) (b)
of the Local Government and Public Involvement in Health Act 2007 by contributing to the
local Health and Wellbeing Strategy.

Health and Wellbeing Boards bring together key health and care organisations to improve the
health of local people and ensure fair access to services. The boards are managed
respectively by Herefordshire Council, Worcestershire County Council and the ICB has a
leadership role in each, supporting the HWBs and driving forward integrated care strategies
and plans. Each council (Upper Tier Local Authority) has a separate board that continue to

del i ver its statutory accountabilities, i ncl udi
Joint Strategic Needs Assessment and its Joint Health and Wellbeing Strategy. Board
me mber s coll aborate to under st and communitieso

commissioners to work in a more joined-up way, and the Board has a duty to encourage

integrated working for the purpose of advancing the health and wellbeing of the people. The

boards will also remain a key forum in which the leaders of the health and care bodies,
including Herefordshire and Worcestershireds Hea
partners are focused on delivering improved outcomes jointly for residents.

The Health and Wellbeing Board is required to develop a strategy including a vision and
priorities for improving the health and wellbeing of people who live and work in each county.
In both counties, a formal public consultation was carried out in 2022/2023 to gather the views
of residents, partners and stakeholders to ensure that the strategy is driven by the needs and
experiences of those who live and work in Herefordshire and Worcestershire. There is very
strong alignment between the Joint Local Health and Wellbeing Strategies and the Integrated
Care Strategy, with both documents sharing a common vision and complementing priority
areas of focus as set out above.

The duty of a Health and Wellbeing Board is to improve the health and wellbeing of local

people and reduce health inequalities. The ICB continued to be an active member of both the
Herefordshire and Worcestershire Health and Wellbeing Boards. The members of the board

work together to understand their |1 ocal communi
commissioners to work in a more joined-up way and so offer better services. The Board is an

important part of the wider plans to enable better working and strengthen relationships across

the system and particularly between health and social care: encouraging the development of

more joined-up services and giving communities a greater say in understanding and

addressing local health and care needs.

A key focus of joint working around health and wellbeing has been the implementation of
neighbourhood health, led by our place-based partnerships. Both Health and Wellbeing
Boards are actively engaged in this work, helping ensure that the model developed has
prevention at its heart, reflects the social determinants of health and is underpinned by a
population health approach. Herefordshire has been a national pilot site for the National
Neighbourhood Health Implementation Programme (NNHIP).

The ICB has supported the development of joint strategies and plans, such as the
Worcestershire Health Protection Strategy and the Best Start in Life Plan, as well as
supporting the delivery of Health and Wellbeing Board statutory responsibilities, such as the
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Pharmaceutical Needs Assessment, Joint Strategic Needs Assessments and the Better Care
Fund plan. In Herefordshire, the ICB supported the development of the Domestic Abuse
Strategy, the Suicide Prevention Strategy and the Work and Health Strategy.

In both Health and Wellbeing Board areas, the ICB has supported work to review the
implementation of the two Health and Wellbeing Strategies through focused reviews in both
development sessions that public board meetings. The ICB has also been actively involved in
a Health and Wellbeing Board governance review in Herefordshire, as part of a Local
Government Association peer review.

Worcestershire Joint Local Health and Herefordshire Joint Local Health and
Wellbeing Strategy Wellbeing Strategy
Good Mental health and Wellbeing i Good health and wellbeing for everyone i
Supported by: Supported by 4 ambitions:

1 Healthy Living at all ages 9 Thriving Communities

1 Safe, thriving and healthy homes,
communities and places

Healthy and Sustainable Places

1

1 Opportunity got all
1 Quality local jobs and opportunities
1

Healthy people

The NHS Joint Forward plan focuses on the delivery element of these priorities, which are
broad and encompass priorities across the life course. Some examples are included below,
where the ICB has worked in partnership to address the wider determinants of health whilst
reducing health inequalities by focusing on prevention:

Good mental health and wellbeing:  More people with a serious mental illness are now
receiving physical health checks, to support overall health and wellbeing. A programme has
been put in place to support the mental health of rough sleepers. Expansion of NHS talking
therapies services, and increased access to mental health services for children and young
people through Melo, a direct referral service focusing on early intervention.

Shift to Prevention: The ICB developed a 5 Year Strategy for Health Inequalities and
Prevention. This includes targeted work in priority neighbourhoods, where need is greatest,
working closely with Local Authority partners to deliver interventions to reduce long term
conditions, emergency admissions through integrated neighbourhood teams.

Housing and employment:  Supporting a focus on understanding how housing and health
providers can work together to share data to prioritise improvements in reducing damp and
mould and delivering accessible housing, including temporary accommodation and primary
care services for rough sleepers. These have been delivered through a range of pilots,
including a focus on reducing exacerbations in childhood asthma.

Following a successful grant funding bid, led by the ICB, the Department for Work and
Pensions has allocated A2.4 million to deliver
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counties, through work and health coaches supporting participants experiencing health
challenges to stay in or return to work.

Recognising housing growth the ICB worked closely to understand the impact of housing
growth through early engagement in the development of Local Plans that are used by planning
authorities to describe this growth. Ensuring that health needs and infrastructure are reflected.
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The Duty to Keep Experience of Members under Review (14Z49)

Each member of the Board shares responsibility as part of a team to ensure that the ICB
exercises its functions effectively, efficiently and economically, complying with the principles
of good governance, Nolan standards of behaviour in public life and in accordance with the
terms of the ICB constitution. Each brings their unique perspective, informed by their expertise
and experience.

We value diversity across our workforce, and our ambition is to work together to promote a
more inclusive environment, which attracts all candidates and signals our commitment to
celebrate and promote diversity. Our service transformation is grounded in strong clinical
leadership, and we continue to foster a strong commitment to support and develop our
workforce so that they can offer the best care to our patients and communities.

The Board will keep under review the skills, knowledge, and experience that it considers
necessary for members of the Board to possess (when taken together) in order for the Board
to effectively carry out its functions and will take such steps as it considers necessary to
address or mitigate any shortcoming.

During the year, the ICB held seven development sessions for Board Members which covered
a range of topics including:

1 Enabling a system-wide shift to greater prevention and addressing healthcare
inequalities in a context of intensifying operational pressures
9 Delivering the Integrated Health and Care Delivery Plan in a Challenging Financial
Context
1 The Power of Primary Care in supporting the achievement of the Integrated Health and
Care Delivery Plan
Winter Planning and Preparedness
Developing the Building a Sustainable Future Programme of work
Developing a Prioritisation Framework approach to investing and de-investing
Review of risks to the | CBb6s Strategic Ai ms (

= =4 —a -8
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Emergency Preparedness, Resilience and Response (EPRR)

Emergency Preparedness, Resilience and Response (EPRR) is a statutory requirement under
the Civil Contingencies Act 2004 and reinforced through the Health and Care Act 2022. As a
Category 1 responder, Herefordshire and Worcestershire ICB must ensure robust
arrangements are in place to prepare for, respond to and recover from emergencies.

Thel CB6s Accountable Emergency Officer provides
governance, systems, training, policies and procedures are in place. Oversight is provided

through established governance structures and annual reporting in line with NHSEn gl and 6 s
Core Standards framework.

The ICB continues to work closely with Local Resilience Forums (LRFs), Local Health
Resilience Partnerships (LHRPs) and multi-agency partners to ensure coordinated health
system preparedness and response.

Core Standards Assurance

Herefordshire and Worcestershire ICB completed its annual NHS England EPRR Core
Standards self-assessment in August 2025 and was confirmed as Substantially Compliant,
achieving compliance against 98% of the 47 applicable standards.

This represents a 10% improvement on the previous assurance year and reflects sustained
progress in governance, planning, training, exercising and business continuity management.
No standards were assessed as non-compliant.

Across the wider Herefordshire and Worcestershire Integrated Care System, providers
achieved an overall compliance level of 87.5%, representing a significant improvement on the
previous assurance year. No organisations were assessed as non-compliant.

The ICB continues to submit its assurance return separately to NHS England, maintaining
clear statutory accountability.

Governance and System Leadership

Herefordshire and Worcestershire ICB maintains 24-hour on-call EPRR leadership across the
Integrated Care System, supported by clear executive accountability and dedicated EPRR
resource.

An established EPRR Working Group provides oversight of compliance, training, exercising
and risk, reporting to the Audit Committee, Operational Executive Committee and the Board.
The ICB remains an active partner across West Mercia and West Midlands LRF structures
and associated health planning groups.

Business Continuity and Organisational Resilience
Business continuity arrangements were further strengthened during 2025/26 across the ICB.

1. All Directorate Business Continuity Plans are in date and have been tested or validated
through exercise or live incident.
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2. The Business Continuity Management System was reviewed and updated following
assurance recommendations and identified good practice.

3. New staff received induction training including business continuity. All staff receive
business continuity updates via The Hub twice a year. All teams received business
continuity training followed by an exercise. Nineteen Business Continuity Leads were
developed across directorates.

Training and Exercising

Training compliance improved significantly during the year following focused work to address
prior partial compliance in training standards.

A rolling programme of exercises continues to test preparedness arrangements, including:

1. Communications exercises at least every six months
2. Annual tabletop exercises
3. Three-yearly live or command post exercises

On-c al | |l eaders continue to complete NHS Engl andg@g
to strengthen command and coordination capability.

Incident Response .

No Major Incident was declared within Herefordshire and Worcestershire during the reporting
period. However, EPRR arrangements were activated to support system and multi-agency
partners managing:

Flooding (multi-agency response)

Industrial action

Capacity pressures

Business continuity incidents including telephone, IT and digital failures, water leak,
burst pipe and equipment incidents

5. Fire incidents

PwnbhpE

Lessons identified through structured debriefs have informed updates to plans, governance
documentation and training materials.

Clustering and Future Direction

During 2025/26, work progressed to align EPRR arrangements with NHS Coventry and
Warwickshire ICB as part of formal clustering arrangements.

The approach is risk-based and proportionate, ensuring:

Statutory accountability remains organisation-specific

Assurance submissions remain separate

Palicies, plans and methodologies are aligned where appropriate
Duplication is reduced while maintaining sensitivity to local risk profiles

HPwnNpRE
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The focus for 2026/27 will be on progressing Herefordshire and Worcestershire to Fully
Compliant, while embedding strengthened business continuity and supplier assurance
arrangements and aligning training and governance frameworks across the cluster without
destabilising compliance.

Summary

Herefordshire and Worcestershire ICB achieved Substantially Compliant status, representing
a 10% improvement on the previous year and confirming compliance across all applicable
standards, with one standard assessed below full compliance but none assessed as non-
compliant.

Alongside maintaining high standards of statutory compliance, the ICB has progressed
clustering arrangements during the year. This work has focused on aligning governance,
policies and training approaches where appropriate, while retaining clear organisational
accountability and separate assurance submissions. The approach is designed to strengthen
resilience and consistency across the cluster without compromising compliance.

Looking ahead, the priority is to sustain full compliance, complete remaining work programme
actions and embed consistent, high-quality preparedness arrangements across the clustered
system. This will ensure both organisations continue to provide strong system leadership and
maintain robust emergency preparedness for the populations they serve.
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Financial Performance

ICBs have several financial duties under the National Health Service Act 2006 (as amended). NHS Herefordshire and Worcestershi r e | CB6 s
against these financial duties during 2025-26 is shown in the table below:

perfor man

2025-26
Target Performance AcEil(Jat\)//e d Notes
£000 £000
Yes/No
STATUTORY DUTIES
Expenditure not to exceed income Income has not exceeded expenditure for the
P 2,288,621 2,285,612 Yes financial year.
Capital resource use does not exceed the amount The ICB has achieved the Capital Resource
specified in Directions 140 137 Yes target.
The ICB has achieved its Statutory Duties in
Revgnue resource use does not exceed the amount 25-26, delivering a £3,006k surplus.
specified in Directions
2,288,481 2,285,475 Yes
Capital resource use on specified matter(s) does not
exceed the amount specified in Directions n/a n/a n/a
Revenue resource use on specified matter(s) does
not exceed the amount specified in Directions n/a n/a n/a
Revenue administration resource use does not The ICB has delivered a £864k surplus against
exceed the amount specified in Directions 17,933 17,069 Yes the 25-26 Running Cost Allocation.
NON-STATUTORY DUTIES
Better Payment Practice Code - NHS The ICB has also achieved its Non-Statutory
95.00% 99.68% Yes Duties in 25-26, exceeding the 95% target at
. 99% for NHS and Non-NHS payment of
Better Payment Practice Code - Non-NHS invoices
95.00% 99.18% Yes '
Efficiency of cash - closing bank balance to be no Month end cash balance was managed below
greater than 1.25% of monthly drawdown 2,062 19 Yes the Statutory Target.
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Capital Resource Use Plan (14Z56)

The ICB has a statutory duty to exercise its functions with a view to ensuring that, in respect of each financial year local capital resource use
does not exceed the limit set by NHS England.

The ICB has achieved the Capital Resource Target as set out above. Collectively the ICS has met its duty to meet the ICS capital resource
duty as outlined in the table below:

Worcestershire
Acute Hospitals

Wye Valley NHS H&W Health and

Trust Care NHS Trust Narrative on main categories of expenditure
NHS Trust
£'000 £'000
Operational Capital — ICB 1,783 - - - 1,783 |GP Practice IT/Digital £1.5m; ICB Corporate IT £0.1m; GP ARRS £0.1m
Operational Capital — Provider _ 11,024 6,858 10,734 29,516 Backlog maintenance £4.7m; Clinical equipment £5.9m; Site develocpments

£10.2m; IT £8.8m

Total System Operational Capital 1,783 11,924 6,858 10,734 31,299

Provider National Programme Spend:

2025/26 Cancer LINAC Replacement - 2,354 - - 2,354 |Linear Accelerator replacement
Critical Infrastructure Risk schemes - Evesham Community Hospital, Alexandra
2025/26 Estates Safety ) 5300 898 1,998 8,196 Hospital; WVT Obsteric Theatre & Endoscopy improvements
2025/26 Return to Constitutional Standards - 6,453 7,059 - 13,512 |See below
Digital Technology - 148 - - 148 |Cyber security: Digial reporting capability
Maternity - - 33 - 33
Net Zero - - 479 441 920 |Chargepoint; Solar Energy
Other Adjustments - Provider - 2,979 2,133 - 5,112 |Private Finance Initiative contracts for hospital sites
Primary Care Utlisation & Modernisation Fund 1,658 - - - 1,658 |GP Premises Capacity Expansion
Total System CDEL 3,441 29,158 17,460 13,173 63,232
Return to Constitutional Standards (Memo):
Diagnostics } 1,274 2,343 : 3617 (éorqmunity Diagnostic Centre Completion - Hereford and scoping at Worcester;
quipment
Elective 389 410 799 |Capacity improvements & theatre equipment
UEC 4,790 4,306 9,096 |UEC expansion/improvement; MRI capacity

Return to Consftitutional Standards Total - 6,453 7,059 - 13,512
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Accountability Report

The Accountability Report describes how we meet key accountability requirements and
embody best practice to comply with corporate governance norms and regulations.

It comprises three sections:

The Corporate Governance Report sets out how we have governed the organisation during
the period 01 April 2025 to 31 March 2026, including membership and organisation of our
governance structures and how they supported the achievement of our objectives.

The Remuneration and Staff Report describes our remuneration policies for executive and
non-executive members, including salary and pension liability information. It also provides
further information on our workforce, remuneration and staff policies.

The Parliamentary Accountability and Audit Report . NHS Herefordshire and
Worcestershire ICB is not required to produce a Parliamentary Accountability and Audit
Report. Disclosures on remote contingent liabilities, losses and special payments, gifts, and
fees and charges are included as notes in the Financial Statements. An audit certificate and
report are also included at Appendix 2.

This statement has been prepared in accordance with the requirements set out in the
Department of Healthods 2®@b6/26up Accounting Manual

Q%

Simon Trickett

Accountable Officer

NHS Herefordshire and Worcestershire
17" June 2026
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Corporate Governance Report

The Corporate Governance Report comprises
contains details of membership of the ICB Board and committees and information on the
register of interests. I't al so c¢ on tespbngilsilities
and the Governance Statement.

Directorsd Report
Our Board Members

The Board is comprised of the senior leaders of the health and care organisations in
Herefordshire and Worcestershire. The ICB Board is responsible for: formulating a strategy
for the organisation; holding the organisation to account for the delivery of the strategy; and
shaping a healthy culture for the organisation and wider ICS partnership. The Board has led
the way through its agendas to tackle issues collectively such as workforce, cost of living,
urgent and emergency care with an emphasis on the four aims of the ICS throughout.

Please see our website for further details: Our Board Members.

Composition of the ICB Board

The ICB is led by Crishni Waring as Chair and Simon Trickett as Chief Executive Officer. The
Chair and Chief Executive Officer are supported by the ICB Board and Executive Team.

Membership of the ICB Board, established in accordance with statutory requirements, is
detailed below. This reflects the transition to the establishment of ICB Boards in Common with
NHS Coventry and Warwickshire ICB, from January 2026. Profiles of Board Members can be
found on our website here.

Name Role

Crishni Waring Chair

Simon Trickett Chief Executive Officer

David Wightman April i December 2025: Non-Executive

Member with Responsibility for Remuneration

From January 2026: Joint ICB Non-Executive
Member with Responsibility for Remuneration

Aman Gill-Knobbs April T December 2025: ICB Non-Executive

Member with Responsibility for Audit

Chris Hurst (From January 2026) Joint ICB Non-Executive Member with
Responsibility for Audit
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Name

Role

Vicky Morris

April i December 2025: Non-Executive
Member - Chair of Quality, Resources and
Delivery

From January 2026: Joint ICB Non-Executive
Member with Responsibility for Quality &
Patient Involvement

Sarah Raistrick

April T December 2025: Non-Executive
Member (Health Inequalities, Participation
and Engagement)

Gail Quinton (From January 2026)

Joint ICB Non-Executive Member with
Responsibility for Strategic Commissioning &
PHM

Rachel Hardy

April i December 2025: Non-Executive
Member with Focus upon Finance

From January 2026: Joint ICB Non-Executive
Member with Responsibility for
Resources/Strategic Finance

Mark Dutton

April T December 2025: Chief Finance Officer

From January 2026: Joint ICB Chief Finance
Officer

Dr Kathryn Cobain

April i December 2025: Director of Nursing

From January 2026: Joint ICB Director of
Nursing

Dr Will Taylor

April i December 2025: Medical Director

From January 2026: Joint ICB Medical
Director

Mary Mumvuri (From January
2026)

Joint Ordinary Member with Knowledge of
Mental Health

Stephen Collman

Partner Member (Trusts)

Dr Roy Williams

Partner Member (Primary Medical Services)

Paul Robinson

Partner Member (Local Authority
Worcestershire)

Paul Walker

Partner Member (Local Authority
Herefordshire)
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Committees, including Audit Committee

The ICB has nine committees, along with one panel, to support the ICB Board in setting and
monitoring the overall strategic direction of the ICB. The committees are responsible for
receiving assurance on behalf of the ICB Board on the most important areas of our business.

Committees can, where required, request legal and other independent professional advice.

Committee

Role

Audit Committee

This committee is chaired by a Non-Executive Member of the
Board, on account of their specific knowledge, skills and
experience making them suitable to chair the Committee. This
committee provides assurance on integrated governance, risk
management, internal control, internal and external audit,
counter fraud and security management financial reporting.

April i December 2025:
Appointments and
Remuneration
Committee

From January 2026:
Remuneration
Committee

This committee is chaired by a Non-Executive Member of the
ICB Board. The statutory role of the committee is to make
determinations about the remuneration, fees and other
allowances for all employees and for people who provide
services; and on determinations about allowances under any
pension scheme that the ICB may establish as an alternative to
the NHS pension scheme. In addition, the Board has delegated
to the Committee all functions related to the appointment and
removal of Board members, with the exception of Non-
Executive Members.

Non-Executive Member
Appointments and
Remuneration Panel

This panel is chaired by the Chair of the ICB Board. The
purpose of the panel is to make decisions about the
appointment, removal, remuneration, fees and other
allowances for Non-Executive Members of the Board.

Quiality, Resources and
Delivery Committee

This committee is chaired by a Non-Executive Member of the
ICB Board. Thie primary aim of the committee is to provide
assurance in respect of the quality and safety of all services
(primary, secondary and tertiary care, including the
independent sector) commissioned by the ICB for its total
population.

April i February 2026:
Finance Committee

From March 2026:
Strategic Finance
Committee

This committee is chaired by a Non-Executive Member of the
ICB. The committee provides assurance to the Board that the
system and its partners are financially sustainable, meeting
their financial targets and performing well enough to achieve
system goals and ambitions.

From March 2026, the primary purpose of the Strategic Finance
Committee is to seek assurance in respect of system financial
pl anning with partners and t|

Strategic Commissioning
Committee

This committee is chaired by a Non-Executive Member of the
ICB Board. This committee has a delegated responsibility for
oversight and decision making about commissioning of clinical
services and service transformation.
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April 20251 January
2026: Operational
Executive Committee

From February 2026:
Corporate Management
Committee

This committee is chaired by the ICB Chief Executive Officer.
This committee has a delegated responsibility for approval and
oversight of operational corporate matters.

Joint Transition
Committee

From April 2025 i
January 2026

This joint committee was chaired by the Chairs of the NHS
Herefordshire and Worcestershire and Coventry and
Warwickshire ICB Board. It was established as a joint
committee with NHS Coventry and Warwickshire ICB, with the
primary purpose to oversee and scrutinise arrangements for the
transition of the ICBs into their future operating model, in line
with national guidance.

Mental Health
Collaborative Joint
Committee

This joint committee is chaired by a Non-Executive Member of
the ICB Board. This joint committee, established between NHS
Herefordshire and Worcestershire Integrated Care Board and
Herefordshire and Worcestershire Health and Care NHS Trust
(HWHCT), has a delegated responsibility to make decisions
relating to the commissioning of mental health services for the
population of Herefordshire and Worcestershire and receives
assurance in respect of the level of performance and quality of
service delivery in relation to mental health.

As well as attending the ICB Committees to contribute to setting the vision, strategy and clear
objectives of the ICB, the ICB Non-Executive Members meet regularly to discuss challenges
and opportunities facing the Board.

The ICB has a governance handbook available on the website that can be found here, where
all of the documents that relate to the structures, systems and processes we put in place to
ensure the proper management of our work can be found.
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Register of Interests

A conflict of interest occurs:

T Where an individual s ability to exercise
impaired or otherwise influenced by his/her involvement in another role/relationship.
The individual does not need to exploit his/her position or obtain an actual benefit,
financial or otherwise
1 Where there is a potential for competing interests and/or a perception of impaired
judgement or undue influence.
Conflicts can arise from:
9 Indirect financial interest
1 Non-financial interest i.e., kudos/reputation
1 Professional/personal relationships with others
1 Conflicts of loyalty may also arise e.g. in respect of an organisation of which the
individual is a member or has an affiliation.
The ICB ensures that all individuals who hold positions of authority or who can make, or
influence decisions as well as all staff are in a position whereby:
T Itis clear to everyone from the outset that they have this interest through the Public
Register of Interest
1 Systems and processes ensure that at any time in discussions or proceedings where
an individual feels that their interest may be relevant, they have a mechanism for
declaring this so that any comments they make are fully understood by all others to be
within that context
1 Where this conflict could have a material interest on any decision or process, the
individual will play no part in influencing or making the relevant decision. This will be
absolutely essential in instances where the individual or interest they represent may
derive financial gain from the decision.
Decl ared interests are recorded in the |1 CBO0s

website. The ICB has a Managing Conflicts of Interest and Gifts, Hospitality and Sponsorship
Policy which is available on the website.

The ICBs arrangements for managing conflicts of interest were not audited during the year but
the previous internal audit outcome was significant assurance.
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Information Governance and Personal Data Related Incidents

The NHS Information Governance Framework sets the processes and procedures by which
the NHS handles information about patients and employees, in particular personal identifiable
information. The NHS Information Governance Framework is supported by the Data Security
and Protection Toolkit (DSPT) and the annual submission process provides assurances to the
ICB, other organisations and to individuals that personal information is dealt with legally,
securely, efficiently and effectively.

The ICB achieved full compliance with the requirements of the Data Security and Protection
Toolkit (DSPT) at the last submission of 30 June 2025. Progress is monitored by the
Information Governance and Cyber Security Oversight Group, which is overseen by the Audit
Committee.

An audit of the DSPT evidence took place in May 2025 for the submission in June 2025 and
showed medium risk/high confidence (NHSE Opinion level). The DSPT was submitted in June
2025 and achi ev e dProgréss farsubmissidrsin Jvhe 2026 is on track with a
process agreed to escalate where evidence is not being received.

The ICB places high importance on ensuring there are robust information governance systems
and processes in place to help protect patient and corporate information. We have established
an information governance management framework and have developed robust information
governance processes and procedures in line with the Data Security and Protection Toolkit
(DSPT). We have ensured all staff undertake annual Information Governance training and
have a suite of policies to support staff in their roles and with their responsibilities.

The roles of Senior Information Risk Owner (SIRO) and Caldicott Guardian have been
assigned to appropriate members of the organi sat
designated Data Protection Officer (DPO) in line with the requirements of the UK General Data

Protection Regulation (GDPR).

The Audit Committee is responsible for scrutinis
regulatory requirements relating to information governance and the extent to which associated

systems and processes are effective and embedded. The Committee is supported in the

achievement of these duties by an Information Governance and Cyber Security Oversight

Group.

All staff are required to undertake the latest annual information governance training and
support is available for staff in relation to confidentiality, data protection and information
security. Processes are in place for information risk management, incident reporting and
investigation of serious information incidents.

We have established a comprehensive suite of information governance policies that outline
the mechanisms in place to ensure that risks to confidentiality and data security are effectively
managed and controlled. We are committed to reporting, managing and investigating all
information governance incidents and near-misses. We actively encourage staff to report all
incidents and near misses to ensure that learning can be collated and disseminated within the
organisation. There have been no reportable breaches involving personal data reported to the
I nformation Commi ssionerds Office (1 CO) during
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Incidents that did not meet the threshold for reporting to the ICO were managed in line with
the I CBb6s incident reporting and management pr oc

The ICB is committed to our responsibilities for complying with requests made under the
Freedom of Information Act (FOI) and Subject Access Requests (SARs) made under the Data
Protection Act 2018. The ICB has robust processes and procedures in place to ensure
compliance with both Acts to support promotion of openness, transparency, and
accountability.
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Modern Slavery Act

Herefordshire and Worcestershirel CB f ul |l y support the Government ¢
Modern Slavery and Human Trafficking and recognise the significant role the NHS has to play

in both combatting it and supporting victims. Our Modern Slavery Policy aligns directly with

NHS Englandd s Mo der n S lwe arecoymitedtd ansunng that there is no modern

slavery or human trafficking in any part of our business activity and in so far as is possible to

holding our suppliers to account to do likewise. Our Slavery and Human Trafficking Statement

is published on our website.

Our overall approach is governed by compliance with legislative and regulatory requirements
and the maintenance and development of best practice in the fields of contracting and
employment.
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St atement of Accountabl e Officerds Re:c

Under the National Health Service Act 2006 (as amended) NHS England has directed each
Integrated Care Board to prepare for each financial year a statement of accounts in the form
and on the basis set out in the Accounts Direction. The accounts are prepared on an accruals
basis and must give a true and fair view of the state of affairs of the NHS Herefordshire and
Worcestershire ICB and of its income and expenditure, Statement of Financial Position and
cash flows for the financial year.

In preparing the accounts, the Accountable Officer is required to comply with the requirements
of the Government Financial Reporting Manual and in particular to:

1 Observe the Accounts Direction issued by NHS England, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis;

1 Make judgements and estimates on a reasonable basis;

9 State whether applicable accounting standards as set out in the Government Financial
Reporting Manual have been followed, and disclose and explain any material
departures in the accounts;

1 Prepare the accounts on a going concern basis; and

1 Confirm that the Annual Report and Accounts as a whole is fair, balanced and
understandable and take personal responsibility for the Annual Report and Accounts
and the judgements required for determining that it is fair, balanced and
understandable.

The National Health Service Act 2006 (as amended) states that each Integrated Care Board
shall have an Accountable Officer and that Officer shall be appointed by NHS England.

NHS England has appointed the Chief Executive Officer to be the Accountable Officer of NHS
Herefordshire and Worcestershire ICB. The responsibilities of an Accountable Officer,

including responsibility for the propriety and regularity of the public finances for which the

Accountable Officer is answerable, for keeping proper accounting records (which disclose with

reasonable accuracy at any time the financial position of the Integrated Care Board and enable

them to ensure that the accounts comply with the requirements of the Accounts Direction),

and for safeguarding NHS Herefordshire and Worcestershire | CB6s assets (and h
taking reasonable steps for the prevention and detection of fraud and other irregularities), are

set out in the Accountable Officer Appointment Letter, the National Health Service Act 2006

(as amended), and Managing Public Money published by the Treasury.

As the Accountable Officer, | have taken all the steps that | ought to have taken to make myself

aware of any relevant audit information and to establish that NHS Herefordshire and
Worcestershire| CB6s auditors are aware of that informat
relevant audit information of which the auditors are unaware.

Q%

Simon Trickett

Accountable Officer

NHS Herefordshire and Worcestershire
17" June 2026
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Governance Statement

Introduction and Context

NHS Herefordshire and Worcestershire Integrated Care Board (ICB) is a corporate body
established by NHS England on 1 July 2022 under the National Health Service Act 2006 (as

amended). The |1 CBb6s statutory f un dNational MesaltheSendce Acet ou't
2006 (as amended).

The systems described in this statement have been in place for the period under review and
up until the date of signing the report.

The 1 CB6s general function is arranging the prov
of the health service in England. The ICB is, in particular, required to arrange for the provision

of certain health services to such extent as it considers necessary to meet the reasonable

requirements of its population.

Between 01 April 2025 and 31 March 2026, the ICB was not subject to any directions from
NHS England issued under Section 14261 of the National Health Service Act 2006 (as
amended).

Scope of Responsibility

As Chief Executive Officer, | have responsibility for maintaining a sound system of internal
control t hat supports the achievement of the | C
safeguarding the public funds and assets for which | am personally responsible, in accordance

with the responsibilities assigned to me in Managing Public Money. | also acknowledge my
responsibilities as set out under the National Health Service Act 2006 (as amended) and in

my Chief Executive Officer Appointment Letter.

I am responsible for ensuring that the ICB is administered prudently and economically and
that resources are applied efficiently and effectively, safeguarding financial propriety and
regularity. | also have responsibility for reviewing the effectiveness of the System of internal
control within the ICB as set out in this governance statement.

Governance Arrangements and Effectiveness

The main function of the ICB Board is to ensure that the ICB has made appropriate
arrangements for exercising its functions effectively, efficiently and economically and complies
with generally accepted principles of good governance as are relevant to it.

Details of how this has been achieved are set out in this governance statement.

The ICB Governance Framework

The governance framework that the ICB has established is set out in the Constitution. The
Constitution emphasises the importance of good governance and states that the ICB will at all
times observe generally accepted principles of good governance. This includes the Nolan
Principles of Public Life and any governance guidance issued by NHS England.
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The Scheme of Delegation within the constitution sets out the responsibilities reserved to the
Board and those delegated to its committees or employees. The constitution is available on
t he IweBi®.s

ICB Board and Committee Structure

The ICB has nine committees, along with one panel, that report to the ICB Board. Membership
of the Board and the committees is detailed in the Directors Report.

The Board and committee structure between April i January 2026 is detailed below
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The aligned board and committee structure with NHS Coventry and Warwickshire ICB from
January 2026 is detailed below
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The Board has an ongoing role in reviewing the governance arrangements to ensure that the
ICB continues to reflect the principles of good governance and comply with the Nolan
standards of behaviour in public life. The ICB Board meets in public and publishes its Board
papers, agenda and minutes on the | CBb&6s website.

The ICB Board consists of the Chair, the Chief Executive Officer, one partner member from
NHS Trusts, two partner members from Primary Medical Services, two partner members from
Local Authorities, five Non-Executive Members, including Joint Ordinary Member with
Knowledge of Mental Health, the Chief Finance Officer, Medical Director, and Director of
Nursing. Changes to the ICB Board membership during the year are set out above in the
Board Composition section.

Meetings of the Board of the ICB are held regularly in accordance with the ICB Constitution.

During the period of 01 April 2025 to 31 March 2026, the ICB Board met six times and held
five development sessions on a number of topics.

The primary role of the Board is to promote the close collaboration of the entire health and
care System in Herefordshire and Worcestershire, thereby ensuring better health and care
outcomes for all the residents in Herefordshire and Worcestershire. The Board convenes
leaders from the local health and care system to oversee and co-ordinate the transformation
and alignment of health and care services, in line with the aims of the NHS Long-term Plan,
Integrated Care Partnership Strategy and the Integrated Health and Care Delivery Plan.

The Board seeks to act in the best interests of the population of Herefordshire and
Worcestershire and the system rather than representing the individual interests of one
constituent organisation. The Board provides a forum where members can challenge and hold
each other responsible if they are not working in the best interests of the people of
Herefordshire and Worcestershire.
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Board Assessment of Effectiveness

The conclusion of the financial period (01 April 2025 to 31 March 2026) provides an
opportunity to assess the effectiveness of the I
achievement of the aims of the Integrated Care System (ICS) and its Priorities and Focus

Areas set out in the Joint Integrated Health and Delivery Care Plan, and in delivering of the

| CB6s Statutory Responsibilities.

Committees of the ICB Board

The ICB Board is supported in fulfilling its duties by nine committees (in addition to one panel)
that have been formally established and given delegated authority to act on its behalf. Outlined
below is a summary of the role of each committee and the contribution they made during the
period 01 April 2025 to 31 March 2026. The full Terms of Reference of the Committees are
contained within the |1 CB60s Governancewnelddiendbook v

Attendance at the committees is recorded in the minutes of each meeting and appears
Appendix 1 of this Annual Report. Any declarations of any conflicts of interest are made at the
start of each meeting. Each committee reports to the ICB Board identifying key highlights and
discussions and the level of assurance achieved.

The committee arrangements are kept under regular review and all changes to Committee
remit or Terms of Reference are incorporated within our Constitution or Governance
Handbook as applicable.

Audit Committee

This committee is chaired by a Non-Executive Member of the Board, on account of their
specific knowledge, skills and experience making them suitable to chair the Committee. This
committee provides assurance on integrated governance, risk management, internal control,
internal and external audit, counter fraud and security management financial reporting.

The work of the committee has included:

1 Seeking assurance in respect of the adequacy of risk and assurance frameworks and

internal control processes
9 Approving internal and external audit plans, reviewing progress against these and
receiving assurance on actions taken foll owi:
Reviewing the counter fraud work programme al
1 Monitoring the integrity of the financial statements of the ICB and any formal

announcements relating to the |1 CBo&6s financi al
1 Reviewing systems for financial reporting to the ICB, including those of budgetary

contr ol

=

Appointments and Remuneration Committee

This committee is chaired by a Non-Executive Member of the ICB Board. The statutory role
of the committee is to make determinations about the remuneration, fees and other
allowances for all employees and for people who provide services; and on determinations
about allowances under any pension scheme that the ICB may establish as an alternative to
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the NHS pension scheme. In addition, the Board has delegated to the Committee all
functions related to the appointment and removal of Board members, with the exception of
Non-Executive Members.

The work of the committee has included:

1 Matters relating to remuneration, fees and other allowances (including pension
schemes) for employees and other individuals who provide services to NHS
Herefordshire and Worcestershire Integrated Care Board (ICB), with the exception of:

o The Chair
o Non-Executive Members

T I nf or m tolganisdtidh& deselopment and talent management strategy, based
on the evaluation of the balance of skills and expertise

Non Executive Member Appointments and Remuneration Panel

This panel is chaired by the Chair of the ICB Board. The purpose of the panel is to make
decisions about the appointment, removal, remuneration, fees and other allowances for Non-
Executive Members of the Board.

This panel did not meet during 2025/26.

Quiality, Resources and Delivery Committee

This committee is chaired by a Non-Executive Member of the ICB Board. Thie primary aim of
the committee is to provide assurance in respect of the quality and safety of all services
(primary, secondary and tertiary care, including the independent sector) commissioned by the
ICB for its total population.

The work of the committee has included:

1 Promoting a culture of continuous improvement and innovation with respect to safety
of services, clinical effectiveness and pati

1 Receiving reports detailing all commissioner and provider performance targets, set
both nationally and locally, and seek appropriate assurances that these are met.

1 Seek assurance in respect of the effective application of the ICB Oversight and
Assurance Framework and the adequacy of mitigations being pursued to support
programme delivery, with particular focus on areas where delivery may be significantly
challenged.

1 Seek assurance in respect of the effective and efficient deployment of financial, people
and digital resources to achieve quality and delivery priorities; in line with the ICB
Corporate Objectives Framework and to ensure that associated risks and issues are
adequately managed.

1 Reviewing service area deep dives, with discussion of the quality, resources and

delivery elements that arise.

Identifying and mitigating risk associated with quality, resources and delivery.

Where possible, providing assurance to the ICB Board on these areas of responsibility;

highlight areas of limited assurance and make recommendations where necessary

= =4
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Finance Committee

This committee is chaired by a Non-Executive Member of the ICB. The committee provides
assurance to the Board that the system and its partners are financially sustainable, meeting
their financial targets and performing well enough to achieve system goals and ambitions.

The work of the committee has included:

1 Review of the financial planning process and endorsement of the financial planning
system submission, the financial plan and the Medium-Term Financial Strategy

9 Oversight of the monthly financial position, including system financial control and
performance, benefits realisation, system agency and medical spend, and capital
expenditure

1 Seeking assurance that financial risks have been identified and are being adequately
managed

1 Oversight of monthly operational planning dashboard, including key activity and
performance targets and arising financial impacts across identified high priority areas

1 Reviewing service area deep dives, seeking assurance that activity, performance and
financial targets are being met

Strategic Finance Committee
The Strategic Finance Committee has only met once since establishment.
Strategic Commissioning Committee

This committee is chaired by a Non-Executive Member of the ICB Board. This committee
has a delegated responsibility for oversight and decision making about commissioning of
clinical services and service transformation

The work of the committee has included:

9 Approval of commissioning and clinical strategies and plans, approval of business
cases, procurement decisions and oversight of joint commissioning arrangements.

9 Approval of outline business cases for proposed developments and service changes
that have not been delegated, ensuring appropriate clinical input and challenge has
been part of the development process.

1 Developing and approving clinical priorities and strategy for Primary Medical Services,
with oversight of commissioning and budget allocation.

1 Approval of design and commissioning of any Enhanced Services, including re-
commissioning these services.

9 Oversight of successful implementation of delegation of the commissioning function
related to pharmacy, optometry and dentistry (POD services) from NHS England in
line with the national transition timeline.

1 Oversight of commissioning of specialised services, in line with the
nationally/regionally agreed commissioning model.

9 Approval of decisions relating to medicines and prescribing.
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Operational Executive Committee

This committee is chaired by the ICB Chief Executive Officer. This committee has a delegated
responsibility for approval and oversight of operational corporate matters.

The work of the committee has included:

9 Acting as the primary mechanism through which ICB corporate policies are approved.
9 Approval of corporate projects and proposals.
9 Seeking assurance in respect of the performance of CSU commissioned services.

Corporate Management Committee
This committee has continued with a similar remit to the Operational Executive Committee.

Joint Transition Committee

This joint committee was chaired by the Chairs of the NHS Herefordshire and Worcestershire
and Coventry and Warwickshire ICB Board Chairs. It was established as a joint committee
with NHS Coventry and Warwickshire ICB, with the primary purpose to oversee and scrutinise
arrangements for the transition of the ICBs into their future operating model, in line with
national guidance.

The work of the committee has included:

9 Oversight of the establishment of robust programme management arrangements to
deliver ICB transition requirements within the prescribed timeframe.

9 Oversight of the development of a fit for purpose ICB operating model.

9 Oversight of the development and implementation of fair and transparent exit and
workforce change processes for ICB staff, in line with national guidance and local
policy requirements, wor ki ng i n conjunction
Remuneration Committee, as appropriate. This will include oversight of appropriate
training and 2 development and health and wellbeing initiatives for ICB staff to ensure
they are well supported throughout the transition process.

1 Oversight of the establishment of effective governance arrangements to support the
period of transition to the new ICB operating model, and to ensure its ongoing
effectiveness.

1 Oversight of the delivery of timely, open, and transparent staff and stakeholder
communication throughout the transition process.

1 Oversight of the identification and management of risks relating to the transition
process and future ICB operating model.

Mental Health Collaborative Joint Committee

This joint committee is chaired by a Non-Executive Member of the ICB Board. This joint
committee, established between NHS Herefordshire and Worcestershire Integrated Care
Board and Herefordshire and Worcestershire Health and Care Trust, has a delegated
responsibility to make decisions relating to the commissioning of mental health services for
the population of Herefordshire and Worcestershire and receives assurance in respect of the
level of performance and quality of service delivery in relation to mental health.
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The work of the committee has included:

91 Approval of commissioning and clinical strategies, plans and business cases relating
to mental health.

1 Commissioning (including investment and disinvestment) and procurement decisions
in relation to mental health.

9 Oversight of mental health allocations, budgets and spend, ensuring risks and
opportunities are identified and mitigating actions are in place as appropriate.

9 Gaining assurance that both organisations are delivering their functions in relation to
mental health in a way that secures continuous improvement in the quality of services.

9 Scrutinising and gaining assurance of performance monitoring frameworks,
performance against standards and priorities and management of risks and remedial
action plans in relation to mental health.

9 Oversight of all escalated risks relating to mental health, ensuring effective controls
and mitigations are in place as well as processes to monitor their effectiveness.

Effectiveness

In view of plans for the ICB to cluster with NHS Coventry and Warwickshire ICB, this resulted
in the development of a new operating model and creation of joint committees and committees
in common. The Terms of Reference were developed, drawing on elements of established
best practice from existing committees and submitted to the ICB Boards in Common for
approval. The effectiveness of these committees will be reviewed during the course of
2025/26.

UK Corporate Governance Code

NHS Bodies are not required to comply with the UK Code of Corporate Governance, however,
we have reported on our corporate governance arrangements in line with requirements by
drawing upon best practice available, including those aspects of the UK Corporate
Governance Code we consider to be relevant to the ICB and best practice.

This Governance Statement is intended to demonstrate how the ICB has had regard to the
principles set out in the Code considered appropriate for ICBs for the period 01 April 2025 to
31 March 2026.

Discharge of Statutory Functions

NHS Herefordshire and Worcestershire Integrated Care Board has reviewed all of the
statutory duties and powers conferred on it by the National Health Service Act 2006 (as
amended) and other associated legislation and regulations.

As a result, the ICB was clear about the legislative requirements associated with each of the

statutory functions for which it was responsible, including any restrictions on delegation of
those functions.
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Responsibility for each duty and power has been clearly allocated to a lead Director.
Directorates have reviewed their structures to ensure that they provide the necessary
capability and capacity to undertake al/l of the

Risk Management Arrangements and Effectiveness

The ICB actively encourages a risk aware organisational culture that is open and supportive,

while ensuring robust accountability. Organisational culture and the behaviours of leaders play

a vital role in the development of good governance, as highlighted by the Francis Report

(Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry 2013). It is important

that we promote and embed a culture of transparency, openness and honesty throughout the

ICB to ensure risks are properly identified, evaluated, documented and managed. The ICB is

committed to an approach which compl i es wi th t heOrmmigrec itgod oeks6 o f
minimises risks wherever possible, providing a robust framework that is underpinned by the

concepts of effective governance and other systems of internal control enabling the

identification and management of strategic and operational risks.

The key mechanisms through which risk management is captured are:

Assurance and Risk Management Framework

Risk Appetite Statements which are signed off at Board level

Organisational Wide Risk Register

The Board Assurance Framework also details any areas where a lack of assurance
may exist against the achievement of corporate objective priorities, along with
mitigations.

A system of internal control is the set of processes and procedures in place in the ICB to
ensure it delivers its policies, aims and objectives. It is designed to identify and prioritise the
risks, to evaluate the likelihood of those risks being realised and the impact should they be
realised, and to manage them efficiently, effectively and economically.

= =4 =4 =4

The system of internal control allows risk to be managed to a reasonable level rather than
eliminating all risk; it can therefore only provide reasonable and not absolute assurance of
effectiveness.

The Assurance and Risk Management Framework forms part of the control framework for the
Herefordshire and Worcestershire ICB and defines the risk management processes of the

whole organisation. It is reviewed at scheduled intervals and sets out the responsibilities and

common methodologies for the assessment and the management of risks identified at all

levels of the organisation. The framework sets out the | CBOs
accountability arrangements including the responsibilities of the Board and its sub-

committees, clinical members, directors, contractors and individual employees. It defines the

risk management process including risk identification, analysis and evaluation which will be

undertaken to ensure delivery of the framework and the capacity to handle risk across the

organisation and the broader health economy.

The framework defines the risk scoring matrix which is used for all risks. New risks identified
for inclusion on the risk register are assessed for likelihood and severity using a 5 x 5 risk
matrix in accordance with the Assurance and Risk Management Framework. Using this matrix,
target risk scores are identified. Target risk scores represent the aspirational outcome that the
organisation wishes to achieve should all mitigating actions be successfully implemented.
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The risk management process observes the following principles:

1 A culture where risk management is considered an essential and positive element in
the provision of healthcare.

1 Risk reduction and quality improvement should be seen as integral and part of routine
activities.

1 Risk management often works within a statutory framework which cannot be ignored.

1 Arisk management approach should provide a supportive structure for those involved
in adverse incidents or errors by enabling a no blame culture.

f  Managing risk is both a collective and an individual responsibility

1 Every organisation should strive to understand the causes of risk, and the importance
of addressing issues.

1 Where organisations commission services on th
sighted on any risks connected to the commissioning activity and record them as
appropriate in line with this strategy.

Ri sks can be identified by anybody, anywhere and
everyday activities. Some specific ways of identifying risks include:

Horizon scanning.

Formal risks assessment exercise (for example health and safety).
Lessons learnt following an incident or a complaint.

Discussion at a Board/Committee Level.

Completing/reviewing a Project Business Case.

Performance discussions with providers.

=A =4 =4 -4 -8 A4

Risks are recorded on the Risk Register, which detail mitigating actions, controls and
assurances. Each risk has a lead officer and committee responsible for review assigned. The
lead committee receives full detail of all risks which fall within its remit.

It is noted that information which informs the I
from various partner organisations, including the main secondary ¢
Quiality and Business Intelligence Teams have robust processes in place to assess the quality

and timeliness of data that is received. Should any lack of assurance exist, this is escalated

accordingly a n d , where appropriate, documented as a d
Register.

Risk Assessment:

The key risks to delivery of the | CB&s 5C8Ir por at e
March 2026 were:

Objective a

Ri s ks Key Mitigations

ObjectPvet dc| 9 The I CB has established a

patient safe wi t h Herefordshire and W
i mprove qual Care NHS iTmpsoevd odata rep
and experien additional capacity in re
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Other Sources of Assurance

Internal Control Framework

A system of internal control is the set of processes and procedures in place in the NHS
Herefordshire and Worcestershire Integrated Care Board to ensure it delivers its policies, aims
and objectives. It is designed to identify and prioritise the risks, to evaluate the likelihood of
those risks being realised and the impact should they be realised, and to manage them
efficiently, effectively and economically.

The system of internal control allows risk to be managed to a reasonable level rather than
eliminating all risk; it can therefore only provide reasonable and not absolute assurance of
effectiveness.

The | CBO6s Board Assurance Framewor k and
mechanisms through which this is achieved.

Data Quality

The ICB was reliant on other organisations to provide a large proportion of the data that it
reports to the ICB Board. The ICB assured itself through robust challenge and scrutiny at
committees and the ICB Board in terms of the accuracy and reliability of the data presented.

Business Critical Models

In line with best practice recommendations of the 2013 MacPherson Review into the quality

Corpor

assurance of anal ytical model s, the | CB has an
place to provide quality assuranceb/26 fwe Havesi nes s

worked with system partners to support robust arrangements for ensuring that decisions are
based on accurate planning, forecasting, procurement and a clear evidence base.
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Examples include Policy and ICB support to ensure that service changes, initiated as a
consequence of commissioning decisions, are fully assessed for their impact on quality,
equality and diversity. Impact assessment must consider the positive impact expected on
outcomes for people, ensure that any expected or unexpected adverse impact on quality is
robustly assessed, understood and sufficiently mitigated.

During 2025/26 we have continued to strengthen system partnerships and a number of forums
that enable collaborative planning and decision making, informed by data and evidence that
includes expert by lived experience feedback.

Third Party Assurances

During the period 1 April 2025 to 31 March 2026, the ICB commissioned the following services
from the Midlands and Lancashire Commissioning Support Unit (CSU):

1 Business Intelligence

T Procurement

1 Information Technology
1 Workforce Data

1 Information Governance

The ICB has a service level agreement in place with the CSU and manages the performance
of the individual services on a monthly basis

Control Issues

The ICB declared the following issues (as outlined in the risk assessment above and in more
detail in the Performance Report) in its Governance Statement return to NHS England and we
continue to manage these through the control framework set out in this Governance
Statement.

These have been identified as control issues as the impacts:
1 Could have a material impact on the accounts
1 Could prevent the ICB from achieving its objectives
1 Could prevent the ICB from achieving NHS Constitution targets.

The significant control issues declared by the ICB are:

1 Achievement of ICB and System Financial Plan

91 Delivery of Operational Planning Commitments and Realising Efficiencies via Best Use
of Resources and Getting it Right First Time

1 Operation of Urgent and Emergency Care Pathways and Ambulance Handover Delays

I Ofsted and Care Quality Commission (CQC) inspection of Worcestershire Local Area
Special Educational Needs and Disability (SEND) services have highlighted systemic
failings in Worcestershireds approach

1 Mental Health and Neurodiversity - Demand and Capacity

1 Inability to Maintain ICB Staffing Capabilities and Continuity of Service Delivery Due to
ICB Reset
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Review of Economy, Efficiency, and Effectiveness of the use of
Resources

Each member of the ICB Board is aware of their responsibility to spend public money
effectively. This is emphasised in the | CBG6s Go
Constitution and sets out that each member of the Board shares responsibility as part of a

team to ensure that the ICB exercises its functions economically, efficiently and effectively,

complying with the principles of good governance, Nolan standards of behaviour in public life

and in accordance with the terms of the constitution.

This message has also been communicated throughout the organisation so that all staff are
aware of their responsibility. We have reviewed our contracts in order to ensure that we are
commissioning high quality and efficient services that provide value for money.

The 1 CB6s I nternal Auditors have continued thei:H
assurance on the adequacy and effectiveness of systems of control across a range of financial
and organisational areas including those identified in the BAF. All Internal Audit Reports have
been reported to the Audit Committee throughout the year and these have been reflected in
the Head of Internal Auditds annual opinion whioc

The Finance and Operational Executive Committees have provided scrutiny on the overall
financial management of the ICB. This has included the assessment of the financial planning
of the organisation and the assumptions used for modelling and contracting. Additionally, the
Committee has monitored delivery against financial plans and contracts, including the position
on running costs, and progress on transformation programmes and efficiency savings within

the regular reports. In turn the committeeshavepr ovi ded updates to -the | CI
mont hly basi s. Mi nutes of the | CB Board demonst |
reports.

Commissioning of Delegated Services ( Primary Care Services and Specialised
Services)

NHS Herefordshire and Worcestershire Integrated Care Board signed a delegation agreement
(DA) with NHS England and held full commissioning responsibilities for delegated services
during the 2025/26 reporting period.

~

To the best of |1 CB | eadershipdbs knowledge, the
been compliant with the 10 core commissioning requirements i as set out in the 2025/26

Delegated Commissioning Assurance Guidance, published by NHS England i including the

requirement that all conditions set out in the DA are being met.

Where there were known compliance issues, the ICB leadership has engaged with NHS
Englandbés regional |l eadership to notify and addr

The ICB leadership is able to provide the necessary evidence of core commissioning
requirements compliance, should NHS England or a third party (e.g. external auditors) ask for
such evidence.
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Delegation of ICB functions

The ICB has a number of functions which are provided through commissioning support units
and other providers. The Director of Corporate Services assumes overarching responsibility
for the sound delivery of these functions. This is kept under review and features as part of the
regular meetings between the Director of Corporate Services and the Commissioning Support
Unit Accounts Lead.

Each of the functions is subject to review and oversight by the relevant board committee, as
detailed within the committeebs terms of
board via a highlight report or submission of minutes, which would include any risks to delivery
by exception, any evidence of internal control failures; and commentary by committee chairs
and ICB directors. The internal audit programme is agreed at the Audit Committee and is
designed to encompass all key ICB functions, with insights drawn from the Board Assurance
Framework as required. This will provide further assurance on the arrangements for delegated
sevi ces and functions within the | CB.

Counter Fraud Arrangements

The ICB is committed to maintaining the highest standards of integrity and accountability in
the management of public funds. We work in partnership with accredited local counter fraud
specialists (LCFs) to implement a comprehensive counter fraud strategy that meets the
requirements of the NHS Counter Fraud Authority and the Government Functional Standard
013: Counter Fraud. Compliance against these standards is reviewed annually by the Audit
Committee. The LCFS is supported in this work by the Chief Finance Officer, the Executive
lead for counter fraud work, and regular updates on counter fraud activity are presented to the
Audit Committee.

Over the past year we have focused on strengthening our fraud risk management, raising staff
awareness through targeted training and ensuring appropriate investigation and recovery
action where fraud is suspected. We continue to assess fraud risks across our commissioning
and provider relationships, embedding a proactive and preventative approach as part of our
wider system of governance. During the year, the LCFS also supported the ICB in reviewing
its arrangements in preparation for the new corporate offence of Failure to Prevent Fraud
under the Economic Crime and Corporate Transparency Act 2023, helping ensure that
proportionate prevention procedures are in place.
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Head of I nternal Auditds Opinion

Following completion of the planned audit work for the financial year for the ICB, the Head of

Internal Audit issued an independent and objective opinion on the adequacy and effectiveness

of the |1 CB6s System of ri sk mana ke fhe Meéad ofgover n.
Internal Audit concluded:

AnThe organisation has an adequate and effective
and internal control .o

During the period 1 April 2025 to 31 March 2026, the Internal Audit issued the following audit
reports:

Area of Review Findings

Cyber Assessment Framework (CAF)/ Data | Significant Assurance
Security and Protection Toolkit (DSPT)

Fit and Proper Persons Test Significant Assurance
Risk Management and Board Assurance Significant Assurance
Framework

Freedom of Information, Environmental Reasonable Assurance
Information Regulation and Subject Access

Requests

Safeguarding Reasonable Assurance
Action Tracking i Cyber Assessment Reasonable Assurance

Framework (CAF) / Data Security and
Protection Toolkit (DSPT)

Key Financial Controls i Review of NHS Partial Assurance*
Standard Contracts with Providers

* The ICB will review the audit findings and incorporate identified improvements into its
contract management framework. This will include addressing gaps, clarifying wording, and
adopting best practice elements from high-quality examples provided by other ICBs. The
updated approach will ensure contracts are complete, compliant with NHS Standard
Contract requirements, and supported by timely variation processes going forward.
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Review of the Effectiveness of Governance, Risk Management, and
Internal Control

My review of the effectiveness of the system of internal control is informed by the work of the
internal auditors, executive managers and clinical leads within the ICB who have responsibility
for the development and maintenance of the internal control framework. | have
drawn on performance information available to me. My review is also informed by comments

made by the external auditors in their annual

Our assurance framework provides me with evidence that the effectiveness of controls that
manage risks to the ICB achieving its principles objectives have beenr e vi ewe d .

The Board has oversight of the control framework, and the Audit Committee provides
assurance to the Board that the or g a ni saverdll onterdad control and governance
systemoperatesi n an adegquate and effective way.

on financial controls but also risk management and quality governance controls. The Audit
Committee has provided assurance to the Board on the effectiveness of the internal control
framework and has generally concluded that it is effective. There were no serious lapses in

The

a u

Cc

internal control (including I nformation Gover nan

The recorded opinion of internal audit against each review area for the period 1 April 2025 to
31 March 2026 has reaffirmed the assurance the ICB can take from its governance,
risk managementand i nternal control

Conclusion

As Chief Executive Officer, and based on the review process above, | can confirm that this
Governance Statement is a fair, balanced and understandable reflection of the actual
controls position at the year-to-date position. Control issues have been set out in this
Governance Statement and there have been clear plans in place throughout the period 01
April 2025 to 31 March 2026 to address the areas of concern.

Q%

Simon Trickett

Accountable Officer

NHS Herefordshire and Worcestershire
17" June 2026
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Remuneration and Staff Report

Remuneration Committee

The Remuner ati on sets out t he

senior managers.

Report organi satic

The ICB has a Remuneration Committee which met six times during 01 April 2025 to 31
March 2026. Membership has been:

David Wightman, Non-Executive Member (Chair)
Rachel Hardy, Non-Executive Member (Deputy Chair)
Vicky Morris, Non-Executive Member (Deputy Chair)
Crishni Waring, Chair of the ICB Board (Member).

= =4 -8 =4

Other relevant staff and individuals may be invited by the Chair to attend the meeting (for all
or part of a meeting) as necessary in accordance with the business of the Committee.

(Fair Pay) Pay Multiples ( Subject to Audit )
Percentage change in remuneration of highest paid director

2025-26 | 2024-25 | %age 2025-26 2024-25 %age
highest | change | employees | employees | change for
paid for as awhole | asawhole |employees
director | highest as a whole

paid
director
Salary and 150,532 | 198,726 | -32.02% | 55,604 50,960 8.35%
allowances
Performance | 0 15,278 0 96
pay and
bonuses

Pay Ratio Information (Subject to Audit)

Reporting bodies are required in 2025-26 to calculate the percentage change in salary and
bonuses for the highest paid director and employees as a whole. The increase in salary and
allowances on the employees as a whole from 2024/25 to 2025/26 relates to agreed pay
rise given in 2025/26 by the treasury. There were no bonuses paid to executive members in
2025/26. The salary and allowances have reduced in 2025/26 compared to 2024/25 due to
the new clustering arrangements between Herefordshire & Worcestershire ICB and
Coventry & Warwickshire ICB, the executive directors salary and allowances are now split
on a percentage between the ICB's when they took up their posts in 2025/26.

The figures in 2025/26 are now calculated by excluding the NEDs, the comparator figures
in 2024/25 included NEDs.
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2025-26 2024-25
Ar Full Year Ar Full Year Percentage Change

Salary Component | Total Remu ion | Salary Component | Total Remuneration | Salary C Total Remuneration
Banded remuneration range of the highest paid member £150,000 - £155,000 | £150,000-£155,000 | £185,000 - £190,000 | £200,000 - £205,000
Mid-point of the banded annualised remuneration of the highest paid membe| 152,500 152,500 187,500 202,500 -18.67% -24.69%
Median of the annualised remuneration of workforce 50,273 50,273 46,148 46,148 8.94% 8.94%
Pay multiple (ratio of highest paid member to median workforce) 3.03 303 4.06 439 -25.34% -30.87%
25th percentile of the annualised remuneration of workforce 37,796 37,796 36,349 36,349 3.98% 3.98%
Pay multiple (ratio of highest paid member to 25th percentile workforce) 4.03 403 516 557 21.78% -27.57%
75th percentile of the annualised remuneration of workforce 64,636 64,636 60,504 60,504 6.83% 6.83%
Pay multiple (ratio of highest paid member to 75th percentile workforce) 2.36 2.36 3.10 335 23.87% -29.51%

Reporting bodies are required to disclose the relationship between the total remuneration of
the highest-paid director/member in their organisation against the 25th percentile, median
and 75th percentile of remuneration of the organisation's workforce. Total remuneration of
the employee at the 25th percentile, median and 75th percentile is further broken down to
disclose the salary component.

The banded remuneration of the highest paid director/member in Herefordshire and
Worcestershire ICB in the reporting period 1 April 2025 to 31 March 2026 was £150,000 -
£155,000 (2022-25 £210,000 - £215,000). The banded remuneration of the highest paid
director in 2025/26 is the Chief Executive, however due to the clustering arrangements first
introduced in 2025/26, the Chief Medical Officer now becomes the highest paid director in
2025/26. This is due to Chief Executive taking up his clustering post in September 2025 and
the Chief Medical Officer taking up the role in January 2026. Following the cluster
arrangements, remuneration of the board members were split between Herefordshire and
Worcestershire ICB and Coventry and Warwickshire ICB.

As the highest paid director in 2025/26 salary and remuneration has reduced compared to
2024/25 due to the clustering arrangements mentioned above, the pay multiple ratios will
have reduced significantly between 2024/25 and 2025/26.

During the reporting period 2025/26, no employees received remuneration in excess of the
highest-paid director/member (2024/25: none).

Remuneration ranged from £12,864 to £152,948 (2024/25 £7,915 to £214,004)

The figures in 2025/26 are now calculated by excluding the Non-Executive Directors (NEDs),
the comparator figures in 2024/25 include NEDs.

Total remuneration includes salary, non-consolidated performance-related pay, benefits-in-
kind, but not severance payments. It does not include employer pension contributions and
the cash equivalent transfer value of pensions.

Policy onthe Remuneration of Senior Managers

A senior manager is defined as 'those persons in senior positions having authority or
responsibility for directing or controlling the
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There are no amounts where any money or other assets reported in the single total figure
table in the remuneration report of for the period 1 April 20257 31 March 2026 is the subject
of a recovery of amount paid or the withholding of any sum for any reason in the current
financial year.

All senior managerso®6 remuneration was agreed in

1 Agenda for Change 1 where senior appointments are recruited in line with NHS
Agenda for Change terms and conditions of service, the remuneration for the role
will be in line with the nationally agreed process and in line with local job matching
processes for Agenda for Change. All senior appointments within the ICB are
appointed in line with this except for those appointed as below.

1 Very Senior Managers (VSM) Pay i where an individual is appointed under the
VSM recruitment process, this is followed as per national guidance.

1 Non-Executive Members i Non-Ex ecuti ve Membersoé remuneratio
with historic Lay Member remuneration in predecessor organisations. This is subject
to annual review and is benchmarked against other Non-Executive posts in similar
sized NHS organisations.

Remuneration of Very Senior Managers

From 1 April 2025 7 31 March 2026, there were 5 (3.9 in 2024-25) employees of the ICB
who received remuneration, calculated on an annualised, full time equivalent basis, more
than £150,000.

For this same period there was overtime paid to part time staff whose annualised
salaries are included in salaries over £150,000.

The ICB was assured through its Remuneration Committee that the remuneration is
commensurate with the responsibility of the post and in-line with equivalent roles at other
similar organisations. The Remuneration Committee have had discussions on the rationale
and value for money with regard to Very Senior Manager salaries and carried out an
assessment of salaries taking into account experience and responsibilities, which included
discussions with regional colleagues for benchmarking purposes.
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Senior Manager Remuneration (including salary and pension entitlements) (

1 April 202 57 31 March 2026

Subject to Audit)

The following table reflects the salary related benefits to the ICB during the period 1 April 2025 i 31 March 2026. The table below shows alll
Governing Body Members and Senior Managers who receive pensions funded by the ICB.

2025-26
(d) (i
(b) (c) Long term (e) (h) Full
Mame and Title Senior Manager Role Start Date | Finish Date Expense | Performance | performance | All pension- (f) (e} Date (i) Expense
ina ina (a) Payments pay and pay and related TOTAL Joint of Full Payments
Senior Senior Salary (taxable) bonuses bonuses benefits (colatoe) Post Joint Salary | (taxable)
Managers | Managers | (bandsof |tonearest| (bandsof (bands of (bands of (bands of Yes/No Post | (bands of | to nearest
Role Role £5,000) £100 ** £5,000) £5,000) £2,500) £5,000) £5,000) | £100%*
£'000 £ £'000 £'000 £'000 £'000 £'000 £'000
Kathryn  Cobain Chief Nursing Officer 130-135 30-32.5 160-165 Yes Jan-26 | 150-155
Mark Dutton Chief Finance Officer 135-140 71 105-107.5 750-255 Yes Jan-26 160-165 32
Nigel Fraser Partner Member Dec-25 5-10 5-10 Mo
Aman Gill-Knobbs |Non-Executive Member Dec-25 10-15 10-15 No
Rachel Hardy Mon-Executive Member 15-20 15-20 Yes Jan-26 15-20
Christopher Hurst MNon-Executive Member Jan-26 0-5 0-5 Yas Jan-26 0-5
Vicky Morris Non-Executive Member 10-15 10-15 Yes Jan-26 | 15-20
Gail Quinton Non-Executive Member Jan-26 0-5 0-5 Yes Jan-26 0-5
Sarah Raistrick Non-Executive Member Dec-25 10-15 10-15 No
William  Taylor Medical Director 105-110 12.5-15 115-120 Yes Jan-26 | 120-125
Simon Trickett Chief Executive 145-150 63 55-57.5 205-210 Yes Sep-25 | 220-225 96
Crishni Waring Chair 40-45 A0-45 Yas Oct-25 50-65
David Wightman | Non-Executive Member 10-15 10-15 Yes Jan-26 | 1520
Roy Williams Partner Member 35-40 35-40 MNo

** Note: Taxable expenses and benefits in kind are expressed to the nearest £100

During 2025/26, NHS Herefordshire and Worcestershire ICB has formally clustered with NHS Coventry and Warwickshire ICB. Some of the
posts in the above table are joint posts and the post-h o | der 6 s

s al

ary has

been

proporti

oned

acr oss
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Columns (a-f) show the salary apportioned to NHS Herefordshire and Worcestershire ICB, columns (g-h) detail the joint arrangement and
columns (i-h) show the full salary paid across both ICBs.

2024-25
(d)
(b) (c) Long term (e)
Mame and Title Senior Manager Role Start Date | Finish Date Expense | Performance | performance | All pension- (f)
ina ina (a) Payments pay and pay and related TOTAL
Senior Senior Salary (taxable) bonuses bonuses benefits | (colatoe)
Managers | Managers | (bandsof |tonearest| (bandsof (bands of (bands of (bands of
Role Role £5,000) £100 +* £5,000) £5,000) £2,500) £5,000)
£'000 f £'000 £'000 £'000 £'000
Dr Mikki Burger Partner Member 30-Jun-24 0-5 0-5
Kathryn ~ Cobain Chief Nursing Officer 145-150 27.5-30 175-180
Mark Dutton Chief Finance Officer 150-155 a2 0-5 22.5-25 190-195
Nigel Fraser Partner Member 5-10 5-10
Aman Gill-Knobbs |Non-Executive Member 15-20 15-20
Rachel Hardy Mon-Executive Member 15-70 15-20
Vicky Morris Mon-Executive Member 15-70 15-20
Sarah Raistrick Mon-Executive Member 15-20 15-20
William  Taylor Medical Director 115-120 37.5-40 155-160
Simon Trickett Chief Executive 195-200 96 510 35-37.5 250-255
Crishni Waring Chair 50-55 50-55
David Wightman |Non-Executive Member 15-20 15-20
Roy Williams Partner Member 01-Jul-24 15-20 15-20

** Note: Taxable expenses and benefits in kind are expressed to the nearest £100

The performance bonuses are in line with the national Very Senior Manager (VSM) contract and cover the previous year's performance against
objectives that are set at the beginning of the year. There are no deferred bonuses. A performance conversation regarding VSMs is undertaken
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and discussed at the Appointments and Remuneration Committee for a decision as to whether an individual will receive a performance bonus.
The amount relates to the performance rating the individual receives. The percentage rate is set by the Appointments and Remuneration
Committee and has for the last two years been set at 3% for a B marking and 6% for an A marking.

The following partner members of the board are on the payroll of their respective employing organisation and do not receive any salary or
allowances from the ICB:

Mame Representing

Stephen Collman MHS Trusts

Paul Robinson Local Authority, Worcestershire
Paul walker Local Authority, Herefordshire
Mary Mumvuri knowledge of Mental Health
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Pension Benefits ( Subject to Audit )

2025-26
(a) (b) (c) (d) (e) (f) (g) (h)
. Real increase Lump sum at
Real increase | | ) Total accrued . Cash . Cash Employer's
R . in pension R pension age . Real increase i o
in pension at pension at equivalent . equivalent | contribution
. ; N lump sum at . related to accrued in cash
MName and Title | Senior Manager Role | pension age . pension age at 31 . transfer . transfer value to
pension age pension at 31 equivalent
(bands of March 2026 (bands value at 31 at 31 March | Stakeholder
£2 500 (bands of £ £5 000 March 2026 March 2025 transfer value 2026 .
1500} £2,500) of £5,000) (bands of £5,000) | o' pension
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Kathryn Cobain |Chief Nursing Officer 2.2.5 - 40-45 90-95 783 30 243 -
Mark Dutton |Chief Finance Officer 5.7-10 7.5-10 50-55 125-130 952 100 1,087 -
William Taylor [Chief Medical Officer 0-2.5 0-2.5 20-25 40-45 384 12 216 -
Simon  Trickett |Chief Executive 255 - 80-85 ] 1,252 56 1,352 -
2024-25
(a) (b) 0] (d) (e) (f) (8) (h)
. Real increase Lump sum at .
Real increase | | . Total accrued 3 Cash ; Cash Employer's
R . in pension R pension age . Real increase . e
in pension at pension at equivalent . equivalent | contribution
. . . lump sum at . related to accrued in cash
Name and Title | Senior Manager Role | pensionage . pension age at 31 . £31 transfer ivalent transfer value to
(bands of pft':!"[;n afe March 2025 (bands p:'lnminzz)zs value at 31 ¢ equflva ET at 31 March | Stakeholder
ands o arcl ransfer value .
£2,500) of £5,000) March 2024 2025 pension
£2,500) (bands of £5,000)
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Kathryn Cobain |Chief Nursing Officer 225 35-40 85-30 594 26 783 -
Mark Dutton |Chief Finance Officer 225 45-50 115-120 856 22 952 -
William Taylor |Chief Medical Officer 255 20-25 35-40 325 23 384 -
Simon  Trickett |Chief Executive 255 75-80 0 1,117 38 1,252 -

Negative values are not disclosed in this table

but are substituted for a zero.
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Cash Equivalent Transfer Values

A cash equivalent transfer value (CETV) is the actuarially assessed capital value of the

pension scheme benefits accrued by a member at a particular point in time. The benefits

valued are the memberds accrued benefalowableand an
beneficiaryds) pension payable from the scheme.

A CETV is a payment made by a pension scheme or arrangement to secure pension benefits
in another pension scheme or arrangement when the member leaves a scheme and chooses
to transfer the benefits accrued in their former scheme. The pension figures shown relate to
the benefits that the individual has accrued because of their total membership of the pension
scheme, not just their service in a senior capacity to which disclosure applies.

The CETYV figures and the other pension details include the value of any pension benefits in
another scheme or arrangement which the individual has transferred to the NHS pension
scheme. They also include any additional pension benefit accrued to the member because of
their purchasing additional years of pension service in the scheme at their own cost. CETVs
are calculated within the guidelines and framework prescribed by the Institute and Faculty of
Actuaries.

Real increase in CETV

This reflects the increase in CETV that is funded by the employer. It does not include the
increase in accrued pension due to inflation or contributions paid by the employee (including
the value of any benefits transferred from another scheme or arrangement).

Compensation on Early Retirement or for Loss of Office (Subject to Audit)

There were 89 payments made totalling A4,975k fo
the periodiBl1AMairl h2 @DeRI6at ed t o agreements for t
i31 March 2025.

Losses and special payments

Losses

The total number of NHS integrated care board losses and special payments cases, and their total value, was as
follows:

Total Number of Total Value of Total Number of Total Value of
Cases Cases Cases Cases
2025-26 2025-26 2024-25 2024-25
Number £'000 Number £000

Administrative write-offs 26 487 5 109
Cash losses - -
Total 26 487 6 109

o

Special payments

Total Number of Total Value of Total Number of Total Value of
Cases Cases Cases Cases
2025-26 2025-26 2024-25 2024-25
Number £'000 Number £000

Ex Gratia Payments 3 22
Total 3 22

Payments to Past Directors (Subject to Audit)
There were no payments to past directors during the period 1 April 20257 31 March 2026.
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McCloud

The McCloud judgement has been an ongoing legal case in relation to age discrimination
benefits. In 2025 there was a legal resolution applied to the Public Service Pensions Remedy.
Pension related benefits included in the Senior Manager Remuneration report and Pension
Benefits tables on pages 161 and 163, for any individual affected by the Public Service
Pensions Remedy have been calculated based on their inclusion in the legacy scheme for the
period between 1 April 2015 and 31 March 2022, following the McCloud judgement. The Public
Service Pensions Remedy applies to individuals that were members, or eligible to be
members, of a public service pension scheme on 31 March 2012 and were members of a
public service pension scheme between 1 April 2015 and 31 March 2022. The basis for the
calculation reflects the legal position that impacted members have been rolled back into the
relevant legacy scheme for the remedy period and that this will apply unless the member
actively exercises their entittement on retirement to decide instead to receive benefits
calculated under the terms of the Alpha scheme for the period from 1 April 2015 to 31 March
2022.
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Staff Report

Staff Composition (Subject to Audit)

As at 31 March 2026, we employed 343 individuals within the ICB (including Senior Managers)
who are engaged in areas such as commissioning, quality, governance, strategy, and primary
care development.

Headcount
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Named Individuals categorised as such are:

Mary Mumvuri
Stephen Colman
Paul Robinson
Paul Walker

staff Analysis by Gender (based on staffing at 31.03.2026)

Headcount by Gender % by Gender
Staff G i Female Male L Totals Female Male L
Board Member 5 6 4 15 33.3% 40.0% 26.7%
Other Senior Management (Band 8C+) 39 11 0 50 78.0% 22.0% 0.0%
All Other Employees 239 39 0 278 86.0% 14.0% 0.0%
Grand Total 283 56 4 343 82.51% 16.33% 1.17%

*Unknown pertains to Board Members without a pay record in the ICB Electronic Staff Record (ESR) system
Named Individuals categorised as Unknown are :-

Mary Mumvuri
Stephen Colman
Paul Robinson
Paul Walker

Average Number o f Staff Employed (Subject to Audit)

2025-26 2024-25
Permanently Permanently
employed Other * Total employed Other * Total
Number Number Number Number Number Number
Total 318.61 8.42 327.03 322.42 9.17 331.59

* Other relates to agency staff and staff on secondment

Sickness Absence

Staff sickness absence 2025 /26 2025/26 Number
Total Days Lost 2711
Total Staff Years 325
Average Working Days Lost 8

The sickness absence data for the ICB in 2025/26 was whole time equivalent (WTE) days
available of 73434.15 and WTE days lost to sickness absence of 2711. Average working
days lost per employee was 8 which was managed through the absence management policy.

Staff Turnover Percentages

ICB Staff Turnover 2025-26 2025-26 Number

Average FTE Employed 2025-26 318.78
Total FTE Leavers 2025-26 52.40
Turnover Rate 16.44%

The ICB Staff Turnover Rate for 2025-26 has been calculated by dividing the total Full Time
Equivalent (FTE) Leavers in-year by the average FTE Staff in Post during the year. The
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ICB's Total FTE Leavers in year was 52.4. The ICB's Average FTE Staff in Post during the
year was 318.78. The ICB Staff Turnover Rate for the year was 16.44%.

Staff Survey Results

The Annual Staff survey provides staff with the opportunity to share their feedback to help
shape policies on important topics like safety, wellbeing, working conditions, and pay. Staff
views are shared with our organisation, the wider region, and even national decision-makers.
Our recent staff survey achieved an 85% completion rate.

Staff Policies

To ensure that staff do not experience discrimination, harassment, and victimisation we ensure
equality is integrated across all our employment practices and have a range of policies
including:

Attendance and Wellbeing

Flexible Working

Family Friendly - Maternity, Paternity, Adoption & Parental Leave
Inclusive Recruitment

Equality and Diversity

Freedom to Speak Up

= =4 =4 -4 A -4

The 1 CB6s policies are regularly reviewed to ens:s
and in line with legislation. These updates are shared with Staff Council and Executives.

The | CBOs Freedom to Speak Up Policy promotes
concerned members of staff have the means through which to voice their concerns including
a number of Freedom to Speak Up Champions.

Equality impact assessments have been carried out on all relevant policies and we have
monitored the impact of the implementation of our workforce policies on our staff to ensure
that we are proactively identifying and addressing any inequalities.

We value diversity and aim to support protected groups and recognise that in order to remove
the barriers experienced by disabled people. We guarantee to offer an interview to disabled
candidates who meet the minimum person specification for a job.

Provisions are in place to ensure that disabled staff are supported to keep them in employment
by making reasonable adjustments to workstations, patterns of working or other adaptions as
necessary, and ensuring appropriate training opportunities to facilitate career development
and promotion. The Human Resources Team provide regular, detailed workforce reports
including equality and diversity composition data to the Operational Executive Committee.

134



Whistleblowing (Freedom to Speak Up)

The ICB is committed to the principle of public accountability and will investigate genuine and
reasonable concerns expressed by employees relating to malpractice within the ICB and
ensured that employees are not discriminated against or suffered a detriment as a result of
making such a disclosure, as laid down by the Public Interest Disclosure Act 1998 (PIDA).

The ICB has a Freedom to Speak Up (Whistleblowing) Policy in place which aims to
encourage employees to feel confident in raising serious concerns regarding the practice of
the ICB; provide avenues for employees to raise those concerns and receive feedback on any
action taken; ensure that employees receive a response to their concerns; and reassure
employees that they will be protected from possible reprisals, subsequent discrimination,
victimisation or disadvantage if they have a reasonable belief that they have made any
disclosure in good faith.

The ICB has a Conflicts of Interest and Standards of Business Conduct Policy for staff and
will maintain and promote effective 'whistleblowing' procedures to ensure that concerned staff
have a safe and confidential means through which their concerns can be voiced.

The ICB also had a Freedom to Speak Up Guardian and a number of Freedom to speak up
representatives who staff could speak to about any concerns they may have.

The Trade Union (Facility Time Publication Requirements) Regulations 2017

The Trade Union (Facility Time Publication Requirements) Regulations 2017 put into effect
the provision in the Trade Union Act 2016 whereby certain public-sector employers are
expected to report annually on use of facility time provided to trade union officials as follows:

The I CB did not have any employees wBho2®weré rel e

Staff Education and Training (14Z41 Dutyto = Promote Education and Training)

All 1 CB employees have access to the | CS Academy
by the Her sMoorcedshieresh&re I ntegrated Care System
I CS Academy Exchange is to provide avelepmmaritory
opportunities and courses to support continual o
The I CS Academy Exchange offers a wealth of | ear
individuals progress their career pathway, br oac«

ot her r elsto uhracse st. wo main functions:

T The Resource Library provides access to a weal

which are accessible by all users using Guest
T 1t is also a | earning management system which
courses whi-cbarnchgdeviertual training sessions

The |1 CB offers a suite ofEltercairminig @®®EdW e sReeacvoa idl
staff have access to a wide range of courses al
conflict of interest etc). On ESR staff wild.l al s
along with a range of otheerepiuppgoup a&nddgtedancte
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and mandatory training, this links in with the |

r

Q — — —

emain compliant.

n addition to the Statutory and Man2@29%Bé and b
CB offered:

T NHS Mary Seacole Leadership Devel opment Progr
T Coaching & Mentoring Programmes

T Apprenticeships

T Career Conversation Training

n addition, the I CB has a dedicated training bu
ndividual training course applicable to the rol
dentifiedstafGenwouwlldyi dentify such training dul
nd in discussion with their | ine manager.
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Expenditure on Consultancy

During 1 April 2025 7 31 March 2026 the ICB has incurred £35,789 on consultancy

expenditure, (£233,000 2024-25).

CONSULTANCY SPEND £

UNIVERSITY OF WORCESTER 28,255
LIAISON VAT CONSULTANCY LTD 3,814
ERNST YOUNG LLP 3,720
TOTAL 35,789
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Off-Payroll Engagements

Table 1: Length of all highly paid o ff-payroll engagements

For all off-payroll engagements as of 31 March 2026, for more than £245* per day

Number of existing engagements as of 31 March 2026

Of which, the number that have existed:

for less than one year at the time of reporting

for between one and two years at the time of reporting

for between 2 and 3 years at the time of reporting

for between 3 and 4 years at the time of reporting

for 4 or more years at the time of reporting

0
0
0
1
1

* The £245 per day threshold is set to approximate the minimum point of the scale for a

senior civil servant

Table 2: Off -payroll workers engaged at any point during the financial year

For all new off-payroll engagement between 01 April 2025 and 31 March 2026, for more than

£245* per day and that last longer than six months.

Number of temporary off-payroll workers engaged between 01 April 2025 and 2
31 March 2026

Of which:

Number not subject to off-payroll legislation** 0
Number subject to off-payroll legislation and determined as in scope of IR35** 0
Number subject to off-payroll legislation and determined as out scope of 2
IR35**

The number of engagements reassessed for compliance or assurance 0
purposes during the year

Of which number of engagements that saw a change to IR35 status following 0

review

* The £245 per day threshold is set to approximate the minimum point of the scale for a senior

civil servant

** A worker that provides their services through their own limited company or another type of
intermediary to the ICB will be subject to off-payroll legislation and the ICB must undertake
an assessment to determine whether that worker is in-scope of intermediaries legislation

(IR35) or out-of-scope for tax purposes.
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Table 3: Off -payroll engagements/senior official engagements

For any off-payroll engagements of Board members and/or senior officials with significant
financial responsibility, between 01 April 2025 to 31 March 2026.

Off-payroll engagements/senior official engagements

Number of off-payroll engagements of board members, and/or senior officials 0
with significant financial responsibility, during the reporting period.

Total no. of individuals on payrollandoff-payr ol I t hat have 15
me mber s, and/ or senior officials wi
the financial year. This figure includes both on payroll and off payroll
engagements.

See Remuneration Report Tables for list of Senior Officers
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Exit Packages (Subject to Audit)

Table 1: Exit Packages

There were 89 exit package payments made during 2025-26.

2 related to agreements in 2024-25.

2025-26
Compulsory redundancies Other agreed departures Total
Number £ Number £ Number £
Less than £10,000 10 48,457 1 6,649 11 55,106
£10,001 to £25,000 - - 17 295,083 17 295,083
£25,001 to £50,000 1 33,333 19 655,930 20 689,263
£50,001 to £100,000 1 93,333 24 1,792,017 25 1,885,35(
£100,001 to £150,000 1 113,333 11 1,314,05 12 1,427,384
£150,001 to £200,000 - - 4 622,803 4 622,803
Total 13 288,456 76 4,686,538 89 4,974,994
2024-25
Compulsory redundancies Other agreed departures Total
Number £ Number £ Number £
£25,001 to £50,000 - 2 2 2 2
Total 2 2 2 2

All payments are bases on redundancy calculation received by the Pensions Agency.
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Table 2: Analysis of Other Departures

2025-26 2024-25
Other agreed departures Other agreed departures
Number £ Number £
Voluntary redundancies 67 4,451,227 - -
Mutually agreed resignations (MARS) contractual costs 9 235,311 2 86,364
Total 76 4,686,538 2 86,364

These tables report the number and value of exit packages agreed in the financial year. The
expense associated with these departures may have been recognised in part or in full in a

previous period.

Exit costs are accounted for in accordance with relevant accounting standards and at the

latest in full in the year of departure.
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Parliamentary Accountability and Audit Report

NHS Herefordshire and Worcestershire ICB is not required to produce a Parliamentary
Accountability and Audit Report. Disclosures on remote contingent liabilities, losses and
special payments, gifts, and fees and charges are included as notes in the Financial
Statements. An audit certificate and report are also included in Appendix 3.
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Appendix 1: Membership of the ICB Board and Committee Meetings

The table below shows membership and attendance at ICB Board and Committee Meetings. Please note where members were not in post for the full year or were not required to attend all committee meetings,
attendance is shown out of the total number of possible attendances. Attendance is included in the figures above where the individual was present in the capacity of committee member (not attendee).

Name

Crishni Waring

Job Title

Chair

ICB Board

(meetings held
in public)

6/6

Audit

Committee

Finance
Committee

Strategic
Finance

Committee

Quality,

Resources and

Delivery

Committee

Strategic

Commissioning
Committee

Operational
Executive

Committee

Corporate

Management
Committee

Appointments

and

Remuneration
Committee

5/5

Non-Executive
Member

Appointments

and

Remuneration

Panel

Joint Transition
Committee

6/7

Mental Health
Collaborative

Joint

Committee

Simon Trickett

Chief Executive Officer

6/6

5/5

1/1

77

David Wightman

April i December 2025: Non-Executive Member
with Responsibility for Remuneration

From January 2026: Joint ICB Non-Executive
Member with Responsibility for Remuneration

6/6

3/3

11

6/6

2/2

4/5

11

5/5

6/7

Chris Hurst (From
January 2026)

Joint ICB Non-Executive Member with
Responsibility for Audit

2/2

1/1*

717

Aman Gill-Knobbs

April i December 2025: ICB Non-Executive
Member with Responsibility for Audit

From January 2026: Joint Associate Non-
Executive

Member with focus on Audit and
Governance

3/4

5/5

11

6/7

Vicky Morris

April i December 2025: Non-Executive Member -
Chair of Quality, Resources and Delivery

From January 2026: Joint ICB Non-Executive
Member with Responsibility for Quality & Patient
Involvement

6/6

5/6

9/9

5/5

2/2

Gail Quinton (From
January 2026)

Joint ICB Non-Executive Member with
Responsibility for Strategic Commissioning &
PHM

2/2

11

1/2

Rachel Hardy

April i December 2025: Non-Executive Member
with Focus upon Finance

From January 2026: Joint ICB Non-Executive
Member with Responsibility for
Resources/Strategic Finance

5/6

1/3

718

11

4/6

3/5

Mark Dutton

April T December 2025: Chief Finance Officer

From January 2026: Joint ICB Chief Finance
Officer

6/6

2/3

7/8

1/1

0/6

8/9

5/5

1/1

1/2

Dr Kathryn Cobain

April T December 2025: Director of Nursing
From January 2026: Joint ICB Director of Nursing

6/6

5/6

719

4/5

0/2

Dr Will Taylor

April T December 2025: Medical Director
From January 2026: Joint ICB Medical Director

5/6

4/6

8/9

2/2
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Name

Job Title o 2 = - c o c 5 =
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Mary Mumvuri
(From January Joint Ordinary Member with Knowledge of Mental
2026) Health
Stephen Collman 3/6
Partner Member (Trusts)
Dr Roy Williams Partner Member (Primary Medical Services) 5/6 1/1
Dr Nigel Fraser Partner Member (Primary Medical Services) 4/4
Paul Robinson Partner Member (Local Authority Worcestershire) 1/6
Paul Walker Partner Member (Local Authority Herefordshire) 5/6
Dr Sarah Raistrick Non-Executive Member (Health Inequalities, 6/7 1/2
i 4/4 4/6
Participation and Engagement)
Nicola Malyon Deputy Chief Finance Officer 2/3 6/8 1/1 4/6
Tracy Cotterell April T August 2025: Associate Non-Executive 111 1/2 1/1
Member
Charmaine Hawker April i December 2025: Director of Delegated 6/7
Commissioning
4/6
From January 2026: Director of Primary Care,
Commissioning and Contracting
David Mehaffey Executive Director Strategy, PHM and 11 6/7
Partnerships
Hana Taylor Director of Corporate Services 5/5 1/1 5/7
Mari Gay April T December 2025: Managing Director a/7
From January 2026: Executive Director i 5/5
Integration and Delivery
Katie Hartwright Director of People, Workforce and Digital 5/5
Tom Grove Director of Communications and Engagement 5/5
Rachael Danter Executive Director Strategic Commissioning 2/2
(From January 1/1
2026)
Richard Keble Programme Director for Mental Health, Learning 0/2
Disability and Autism
Carole Cumino Herefordshire and Worcestershire Health and Care 2/2
NHS Trusti Non-Executive Member
Ellen Rule Herefordshire and Worcestershire Health and Care 2/2
NHS Trust i Chief Executive Officer
John Devapriam Herefordshire and Worcestershire Health and Care 1/2
NHS Trust i Chief Medical Officer
Matthew Hall Herefordshire and Worcestershire Health and Care 1/2
NHS Trust i Chief Operating Officer
Sharon Hill 5/8
Wye Valley NHS Trust Non-Executive Director
Robert Mackie Herefordshire and Worcestershire Health and 5/7 11
Care NHS Trust Director of Finance
Neil Cook Worcestershire Acute Hospitals NHS Trust Chief 6/7
Finance Officer
Katie Osmond Wye Valley NHS Trust Chief Finance Officer 7/8 1/1
Tony Bramley Worcestershire Acute Hospitals NHS Trust Non- 6/8

Executive Director
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Job Title

Herefordshire and Worcestershire Health and

Care NHS Trust Non-Executive Director

Name

Biraj Parmar
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Appendix 2: The Primary Financial Statements and Notes to the
Accounts

NHS Herefordshire and Worcestershire ICB - Annual Accounts 2025-26
CONTENTS Page Mumber

The Primary Statements:

Statement of Comprehensive Met Expenditure for the year ended 31st March 2026 2
Statement of Financial Position as at 31st March 2026 3
Statement of Changes in Taxpayers' Equity for the year ended 31st March 2026 4
Statement of Cash Flows for the year ended 31st March 2026 5
Notes to the Accounts

Accounting policies 6-8
Other operating revenue 9
Disaggregation of income - Income from sale of goods and services (contracts) 10
Employee benefits and staff numbers 11-13
Operating expenses 14
Better payment practice code 15
Finance costs 15
Property, plant and equipment 16
Leases 17
Inventories 18
Trade and other receivables 18
Cash and cash equivalents 19
Trade and other payables 19
Contingent assets 19
Financial instruments 20-21
Operating segments 21
Joint arrangements 22
Related party transactions 23-24
Third party assets 25
Financial performance targets 25
Mental Health Investment Standard 26
Events after the end of the reporting period 26
Losses and special payments 27
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NHS Herefordshire and Worcestershire ICB - Annual Accounts 2025-26

Statement of Comprehensive Net Expenditure for the year ended

31 March 2026

Note
Income from sale of goods and services 2
Other operating income 2
Total operating income
Staff costs 4
Purchase of goods and services 5
Depreciation and impairment charges 5
Other operating expenditure 5
Total operating expenditure
Net operating expenditure
Finance expense 7

Comprehensive expenditure for the year

2025-26 2024-25
£'000 £000
(27,686) (26,055)
(4,127) (2,344)
(31,813) (28,399)
29,307 23,221
2,286,709 2,141,876
723 835
539 453
2,317,278 2,166,385
2,285,465 2,137,986
10 13
2,285,475 2,137,999




MNHS Herefordshire and Worcestershire ICB - Annual Accounts 2025-26

Statement of Financial Position as at
31 March 2026

2025-26 2024-25

Note £'000 £'000
Non-current assets:
Property, plant and equipment 8 973 1,400
Right-of-use assets 9 1,028 1,241
Total non-current assets 2,001 2,641
Current assets:
Inventories 10 T84 766
Trade and other receivables 11 24,401 26,064
Cash and cash equivalents 12 19 43
Total current assets 25,204 26,873
Total assets 27,205 29,514
Current liabilities
Trade and other payables 13 (133,840) (108,492)
Lease liabilities 9 (166) (247)
Total current liabilities (134,006) {108,738)
Non-current assets less net current liabilities (106,801) (79,225)
MNon-current liabilities
Lease liabilities 9 (824) (1,023)
Total non-current liabilities (824) {1,023)
Assets less Liabilities (107,625) {80,248)
Financed by Taxpayers' Equity
General fund (107,625) (80,248)

The notes on pages 6 to 27 form part of this statement

The financial statements on pages 2 to 5 were approved by Audit Committee on 17 June 2026 and
signed on its behalf by:

Lo

Simon Trickett
Chief Accountable Officer



MNHS Herefordshire and Worcestershire ICB - Annual Accounts 2025-26

Statement of Changes In Taxpayers' Equity for the year ended
31 March 2026

General fund Total reserves
E£'000 £'000

Changes in taxpayers' equity for 2025-26
Balance at 01 April 2025 (B0,248) (B0,248)
Changes in NHS Integrated Care Board taxpayers’ equity for 2025-26
Met axpanditure for the financial year (2,285,475) (2,285,475)
Met funding drawn down from NHS England 2,258,098 2,258,098
Balance at 31 March 2026 (107,625) (107,625)

General fund

Total reserves

E£'000 £'000
Changes in taxpayers' equity for 2024-25
Balance at 01 April 2024 (T7,946) (T7,946)
Changes in NHS Integrated Care Board taxpayers’ equity for 2024-25
Met axpanditure for the financial year {2,137 ,9590) (2,137,95949)
Met funding drawn down from NHS England 2,135,697 2,136,697
Balance at 31 March 2025 (B0,248) (B0,248)

The nofes on pages B 1o 27 form part of this stalement



MNHS Herefordshire and Worcestershire ICB - Annual Accounts 2025-26

Statement of Cash Flows for the year ended
31 March 2026

2025-26 2024-25
Mote £°000 £'1000

Cash flows from operating activities

Met expenditure for the financial year {2,285,475) (2,137,999)
Depreciation and amortisation 5 T23 B35
Interest paid 7 10 13
(Increase)'decrease in inventories 10 (18) 184
(Increase)/decrease in trade & other receivables 11 1,663 452
Increase/{decrease) in trade & other payables 13 25,204 1,141
Net cash (Outflow) from operating activities (2,257,803) (2,135,374)
Cash flows from investing activities

[Payments) for property, plant and equipmeant B (84) (BOY}
Net cash (outflow) before financing (2,257 ,B8T) (2,135,454)
Cash flows from financing activities

Met funding drawn down from MHS England 2,258,098 2,135,697
Repayment of lease liabilities 9 [235) [261)
Net cash inflow from financing activities 2,257,863 2,135,436
MNet increase (decrease) in cash & cash equivalents 12 (24) {18}
Cash & cash equivalents at the beginning of the financial year 43 61
Cash & cash equivalents at the end of the financial year 19 43

The notes on pages 6 to 27 form part of this statement



MHS Harefordshire and Worcestershire ICE - Annual Accounts 2025-26

Motes to the financial statements

11

1.1a

1.1b

12

1.3

14

1.5

1.6

Accounting Policies

NHE England has directed that the financial statemanis of Integrated Care Boards (ICBS) shall meel the aceounting reguiremants of
the Group Accounting Manual issued by the Department of Health and Sacial Care. Consaguently, the following financial statements
hawve been prepared in accordance with the Group Accounting Manual 2025-2026 issued by the Depariment of Health and Social
Care. The accounting policies contained in the Group Accounting Manual follow International Financial Reporting Standards (o the
axlent thal they are meaningful and appropriate to Integraled Care Boards, as determined by HM Treasury, which is advised by the
Financial Repering Advisory Board. Where the Group Aceounting Manual permits a choice of accounting policy, the accounting
palicy which is judged to be most appropriate to the parlicular circumstances of the |CB for the purpese of giving a true and fair view
has been selecled. The particular policies adopled by the ICB are described below. They have been applied consistently in dealing
with items considered matedal in relation 1o the accounts.

Expected Merger

In Mareh 2025, the Government announced significant changes affecting the Department of Health and Secial Care, NHS England
and a number af other NHS organisations. In response, NHS England and ministers formally approved, in July 2025, the grouping of
NHS Coventry and Warwickshire Integrated Care Board and NHS Herefordshire and Worcestarshire Inlegrated Care Beard into a
new clusier. Thase ICBs will continue to operate while progressing lowards a single merged organisation over the next 12 months,
with a merger dale expecied lo be 1 April 2027 subject lo approval fram NHS England. Althcugh the ICBE will cease lo exisl al that
paint, its functlions will continue Lo be delivered by the successor organisation.

Going Concern

These accounls have been prepared on a going concern basis.

Public sector bodies are assumed Io be a going coneern where the continuation of the provision of a service in the fulure is
anlicipated, as evidenced by inclusion of financial provision for thal service in published documents.

The financial statemants for NHS Herefordshire and Worcestershire |CB are preparad on a Going Concem basis as they will
conlinue lo provide the services in the fulure.

Events After the Reporting Period
Subsequent 1o the balance sheet date, management identified that three compulsory redundancies included within the ext package
accrual at year end will no longer be paid.

Accounting Convention
These accounls have been prepared under the historical cost convention madified 1o accaunt for the revaluation of property, plant
and equipment, inventories and certain financial assets and financial liabilities.

Joint arrangements

Jeint operations are arrangements in which the ICB has joint control with one or more other parties and has the rights lo the assels,
and obligations for the liabilities, relating o the arrangement. The ICB includes within its financial statements its share of the assels,
liabilities, income and expenses.

Joinl venlures are arrangaments inwhich the ICB has joint control with one or more other parties, and where it has the rights lo the
nat agsels of the arrangement. Joint ventures are accounted for using the equity method.

Pooled Budgets

The ICB has entered inlo a pooled budget arrangement with Herefordshire Council for the Herefordshire Better Care Fund and with
‘Worcestarshire County Council for the Woercestlershire Better Care Fund in aceordance with Section 75 of the NHS Act 2006. Undar
the arrangement, funds are pooled and nate 17 1o the accounis provides details of the income and expenditure.

Operating Segments

The objective of IFRS 8 is 1o require an antity 1o disclosure information lo enable the users of its financial statements to evaluale the
nalure and financial effects of the business aclivities in which it engages, and the economic environment in which it operales. The
ICB's income and expendilure is analysed in the operaling segments nole and repoarted in line with management infarmation used
within the ICB.

Revenue
In the application of IFRS 15 a number of practical expedients offered in the Standard have been employed. These are as follows:

= As per paragraph 121 of the Standard, the ICB will nol disclase information regarding the performanca obligations part of a
conlract thal has an original expecled duration of cne year or less,

= The ICB ks o similarly not disclose information where revenue i recognised in line with the practical expedient offered in
paragraph B16 of the Standard whera the righl 1o consideration corresponds direclly with value of the performance completed to

+ The FReM has mandated the exercise of the practical expedient offered in C7(a) of the Standard that reguires the ICB lo reflect the
aggragate eflect of all contracts modified belore the date of initlal application.

The main source of funding for the ICBs is from NHS England. This is drawn down and cradited o the General Fund. Funding is
recognised in the period in which it i received.

Rewvenue in respect of services provided is recognised when {or as) performance obligations are salisfied by transferring promised
services to the cuslomer, and is measured at the amount of the transaction price allocated to that performance abligation.

‘Where incaome |s received for a specific perfarmance obligation that is 1o be satisfied in the following year, that income s deferred.

Payment terms are standard reflecling cross government principles.
The value of the banafil received when the ICB accesses funds from the Government's apprenticeship service are recognised as
income in accordance with 1AS 20, Accounting for Government Grants. Where these funds are paid directly 1o an accredited training
provider, non-cash income and a corresponding non-cash training expense are recagnised, both equal 1o the cost of the training
funded.
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1.8

1.9

1.12

1.13

Employes Benafits

Short-term Employee Benefits

Salaries, wages and employment-related payments, including payments arising from the apprenticeship levy, are recognised in the
period in which the service is received from employees, including bonuses earned but not yet taken.

The cost of leave earned but not taken by employeas at the and of the pericd is recognised in the financial statemenis to the extant
that employees are parmitted to carry forward leave into the following period.

Retirement Benefit Costs

Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the benefits payable and
rules of the Schemes can ba found on the NHS Pensions website at www_nhsbsa.nhs ukfpensions. Both are unfunded defined
benefit schemes that cover NHS emplayers, GP practices and other badies, allowed under the direction of the Secretary of State for
Health and Social Care in England and Wales. They are not designed to be run in a way that would enable NHS bodies to identify
their share of the underying scheme assets and liabilities. Therefore, each scheme is accounted for as if it were a defined
confribution scheme: the cost to the NHS body of participating in each scheme is taken as equal to the contributions payable to that
scheme for the accounting period.

For early retirements other than those due to il health the additional pension labilities are not funded by the scheme. The full amount
of the lability for the additional costs is charged fo expenditure at the time the ICB commits itself to the retirement, regardless of the
method of payment.

The schemes are subject to a full actuarial valuation every four years and an accounting valuation every year.

Other Expensas

Expenditure on goods and services is recognized whan, and to the extent that they have been received, and is measurad at the fair
value of those goods and services. Expenditure is recognised in operating expenses except where it results in the creation of a non-
current asset such as property, plant and equipment.

Cash & Cash Equivalents

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24 hours. Cash
aquivalents are investments that mature in 3 months or less from the date of acquisition and that are readily convertible to known
amaounts of cash with insignificant risk of change in value.

In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that are repayable on demand and that
form an integral part of the ICB's cash management.

Clinical Negligence Costs

NHS Resolution operates a risk pooling scheme under which the ICE pays an annual contribution to NHS Resolution, which in return
zettles all clinical negligence claims. The contribution is charged to expenditure. Although NHS Resoclution is administratively
responsible for all clinical negligence cases, the legal liability remains with ICB.

Non-clinical Risk Poaling

The ICB participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk pooling schemes
under which the ICB pays an annual confribution to the NHS Resolution and, in return, receives assistance with the costs of claims
arising. The annual membership contributions, and any excesses payable in respect of particular claims are charged to cperating
axpenses as and whan they become due.

Contingent liabilities and contingent assets

A contingent liability is a possible obligation that arises from past events and whose existence will be confirmed only by the
occumence or non-occurrence of one or more uncertain future events not whelly within the control of the ICB, or a present cbligation
that is not recognised because it is not probable that a payment will be required to settle the cbligation or the amount of the obligation
cannot be measured sufficiently reliably. A contingent liability is disclosed unless the possibility of a payment is remote.

A contingent asset is a possible asset that arizes from past events and whose existence will be confirmed by the occurrence or non-
occumence of one or more uncertain future events not whally within the control of the ICB. A contingent asset is disclosed where an
inflow of economic benefits is probable.

Where the time value of money is material, contingant liabilities and contingent assets are disclosed at their present value.

Financial Assets
Financial assets are recognised when the ICB becomes party to the financial instrument contract or, in the case of rade receivables,
when the goods or services have been delivered. Financial assets are derecognised when the contractual rights have expired or the
asset has been transferred.
Financial assets are classified into the following categories:

Financial assets at amortised cost;

Financial assets at fair value through other comprehensive income and |

Financial assets at fair value through profit and loss.
The classificaticn is determined by the cash flow and business model characteristics of the financial assets, as set outin IFRS 9, and
is determined at the time of initial recognition.

Financial Liabilities

Financial liabilities are recognised on the statement of financial position when the ICB becomes party to the contractual provisions of
the financial instrument or, in the case of trade payables, when the goods or services have been received. Financial liabilities are de-
recognised when the liability has been discharged, that is, the liability has been paid or has expired.
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Value Added Tax

Maost of the activities of tha ICBE are outside the scopa of VAT and, in general, output tax does not apply and input tax on purchases is
not recoverable. Irrecoverable VAT is charged to the relevant expenditure category or included in the capitalised purchase cost of
fixed assets. Where output tax is charged or input VAT is recoverable, the amounts are stated net of VAT.

Third Party Assets
Assets belonging to third parties (such as money held on behalf of patients) are not recognised in the accounts gince the ICB has no
beneficial interest in them.

Critical accounting judgements and key sources of estimation uncertainty
In the application of the ICB's accounting policies, management is required to make various judgements, estimates and assumptions.
These are regularly reviewed and in 2025/26 there is no estimation uncertainty considered likely to result in material misstatemenis.

1.17.1 Critical accounting judgements in applying accounting policies

1.19

The following are the judgements, apart from those involving estimations, that management has made in the process of applying the
ICB's accounting policies and that have the most significant effect on the amounts recognised in the financial statements.

As disclosed in note 17, the |CB is party to a Saction 75 agreement in relation to the Better Care Fund (BCF) in Herefordshire and in
Waorcestershire.

The substance of each programme that forms part of the BCF Pooled Budget has been assessed under IFRS 11: "Joint
Arrangements’.

As detailed in note 17, individual BCF programmes have been assessed as aither:

-Joint Commissioning arrangements under which each Poocl Partner is deemed to have joint contrel and in accordance with IFRS 11,
accounts for their share of expenditure and balances with the end provider. For these arrangements, the parties are judged by
managemant to meet the criteria for joint control. A joint cperation is in place and the parties have the power, exposure, and rights to
varlable retums from their involvement and the ability to use their powers to affect the returns. The ICB amount for 2025/26 is
£16.966m (2024/25 iz £15.662m).

-Lead commissioning arrangements under which the lead commissicner accounts for expenditure with the end provider and other
partners report transactions and balances with the lead commissioner. For these arrangements, the judgement of management is that
a joint arrangement does not exist, and the lead commissioner is judged to be acting as a ‘principal’ with control over specified goods
and services being commissioned. The ICB amount for 2025/26 is £35.561m (2024/25 is £34.199m).

-Sole control arrangements under which the provisions of IFRS 11 do net apply. For these arrangements, the judgement of
management is that there is no collective control and that no other are parties involved in the commissioning of services. The ICB
amount for 2025/26 is £45.536m (2024/25 is £45.845m).

As disclosed in note 17, the |CB is also party to a Section 75 agreement for the commissioning of mental health and leaming disability
services. Management has determined that the substance of this agreement is that it is an aligned commissioning arrangement rather
than a pooled budget arrangement. Under IFRS 15, the ICB has determined that it has control of the commissioning of these
services.

New and revised IFRS Standards in issue but not yet effective

« |[FRS 18 Prasentation and Disclosura in Financial Statemants - The Standard is effective

for accounting pericds beginning on or after 1 January 2027, The Standard is not yet UK endorsed and not yet adopted by the FRelM.
Early adoption is not permitted

* IFRS 19 Subsidiaries without Public Accountability: Disclosures - The Standard is effective

for accounting perieds beginning an or after 1 January 2027, The Standard is not yet UK endorsed and not yet adopted by the FReb.
Early adoption is not permitted.

Losses & Special Payments

Losses and special payments are items that Pardiament would not have contemplated when it agreed funds for the health service or
passzed legislation. By their nature they are items that ideally should not arise. They are therefore subject to special control
procedures compared with the generality of payments. They are divided into different categories, which govern the way that individual
cases are handled.

Losses and special payments are charged to the relevant functional headings in expenditure on an accruals basis, including losses
which would have been made good through insurance cover had the ICB not been bearing its own risks (with insurance premiums
then being included as normal revenue expenditure).
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2 Other Operating Revenue

2025-26 2024-25

Tatal Total

£'000 E£'000
Income from sale of goods and services (contracts)
Education, tralning and research 28 26
Man-patient care services to other badies 3,607 3,450
Prascription fees and charges 81456 8128
Dantal feas and charges 12,702 11,139
Other contract income 3,160 3084
Racoveries in respect of employea benafils 44 228
Total income from sale of goods and services 27,686 26,055
Other operating income
Other non contract revenue 4,127 2344
Total other operating income 4127 2.344
Total operating incomae 31.813 28389

Ravenue in this note does not include cash recelved from NHS England, which ks drawn directly in to the

bank account of the ICB and credited to the general fund.
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3 Disaggregation of Income - Income from sale of good and services (contracts)

Hon-patient Recoveries in
Education, care services Froscription Dantal fees Other Contract respact of
training and fees and
research to other charges and charges incoma employes
bodies benefits
2025-26 £'000 £'000 £'000 £'000 £'000 £'000
Source of Revenue
NHS 19 812 - - 185 44
Mon NHS 9 2,795 8,145 12,702 3,005 -
Total 28 3,607 8,145 12,702 3,160 44
Nen-patient Recoveries in
Education, care services Frascription Dental fees Other Contract respect of
training and fees and
research to other charges and charges incoma employes
bodies benefits
2025-26 £'000 £'000 £'000 £'000 £'000 £'000
Timing of Revenue
Paint In time 28 3,807 8,145 12,702 3,180 44
Crver time - - - - - -
Total 28 3,607 8,145 12,702 3,160 44
Education, Mon-patient Prascription b Tl
training and care senvices to feas and DQ“;:';?Q?:M Omfnrci:::md :aenim
research other bodies chargas benafits
2024-25 £'000 £'000 £'000 £000 £'000 £'000
Source of Revenua
NHS 19 1,254 - - 325 228
MNon NHS 7 2,196 8,128 11,139 2,759 -
Total 26 3,450 8,128 11,139 3,084 228
Education, Mon-patient Prascription b Tl
training and care senvices o feas and DQ“;:';?Q?:M Omfnrci:::md :aenim
resaarch other bodles charges benafits
2024-25 £'000 £'000 £'000 £000 £'000 £'000
Timing of Revenuea
Paint In time 26 3,450 8,128 11,139 3,084 228
Crver time - - - - - -
Total 26 3,450 8,128 11,139 3,084 228
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4. Employee benefits and staff numbers

4.1.1 Employee benefits

Employes Banefits

Salaries and wages

Social security costs

Employer contributions to NHS pension scheme
Other pension costs

Apprenticeship lewy

Termination banafits

Gross employee benefits expenditure

Lass recoveries in respect of employee benefits (note 4.1.2)

Met amployee banefits

Employea Benefits

Salaries and wages

Social security costs

Employer contributions to NHS pension scheme
Apprenticeship lewy

Termination benefits

Gross employee benefits expenditure

Lass recoveries in respect of employee benefits (note 4.1.2)

Met amployee banefits

In 2024-25 the ICB has agreed 2 ll-health retirements and the resulting £124k costs are met by the NHS

Penslon Scheme and are not included in these tables.

4.1.2 Recoveries in respect of employee benefits

Employee Benefits - Revenue

Salaries and wages

Social security costs

Employer contributions to the NHS Pension Scheme
Total recoveries in respect of employee benefits

2025-26
Parmaneant
Employeas Other Total
£'000 £'000 £°000
17,268 450 17,758
2725 7 2,732
3,767 6 3,773
1 1
68 68
4,975 - 4,975
28,804 503 29,307
28,804 503 29,307
2024-25
Permanent
Employees Other Total
£'000 £'000 £°000
16,968 643 17,611
1,828 20 1,848
3,584 22 3,606
70 70
86 - 86
22,536 GES 23221
(226) (2) (228)
22,310 683 22,993
2025-26 2024-25
Parmaneant
Employees Other Total Total
£'000 £'000 £°000 £'000
g - (184)
. C 122)
E E 122)
. - - (228)
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4.2 Average number of people employed

2025-26 2024-25
Permanently Permanently
employed Other * Total employed Other * Total
Number Mumber Number Number Number Number
|Tatal 318.61 8.42 327.03 322.42 9.17 331.59
* Other relates 1o agency staff and staff on secondment.
4.3 Exit packages agreed in the financial year
2025-26
Compulsory redundancies | Other agreed departures Total
Number £ Number £ Number £
Less than £10,000 10 48,457 1 6,649 11 55,106
£10,001 to £25 000 - - 17 285,083 17 265,083
£25,001 to £50,000 1 33,333 19 656,930 20 BHES,263
£50,001 1o £100,000 1 93,333 24 1,792,047 25 1,885,350
£100,001 1o £150,000 1 113,333 1 1,314,056 12 1,427,389
£150,001 to £200,000 - - 4 622,803 4 622,803
Total 13 288,456 TG 4,686,538 89 4,974,994
2024-25
Compulsory redundancies Other agreed departures Tatal
Mumber £ Mumber £ Mumber £
£25,001 to £50,000 - 2 86,364 2 86,364
Total - | 2 86,364 2 86,364
Analysis of Other Agreed Departures
2025-26 2024-25
Other agreed departures Other agreed deparuras
Number £ Murrber £
Voluntary redundancies a7 4 451 237 - -
Mutually agreed resignations (MARS) contractual costs ] 235,311 2 86,364
Total T6 4,686,538 2 86,364

These tables report the number and value of exit packages agreed In the financlal year. The expense associaled with these depariures may have been

recognised in part or in full in a previous period.

Exit cosls are accounted for In accordance with relevant accounting standards and at the latest in full in the year of departure.

12




MHS Herefordshire and Waorceslershire ICB - Annual Accounts 2025-26

4.4 Pension costs

Past and present employess are covered by the provisions of the NHS Pension Schemes. Detalls of the
banefits payable and rules of the schemes can be found on the NHS Pensions website at
wwaw_nhsbsa. nhs uk/pensions. Both the 1995/2008 and 2015 schemes are accounted for, and the scheme
liability valued. as a single combined scheme. Both are unfunded defined benelit schemaes that cover NHS
amplovers, GP practices and other bodies, allowed under the direction of the Sacretary of State for Health and
Sacial Care in England and Wales. They are not designed (o be run in a way that would enable NHS bodies to
identify their share of the underlying scheme assets and llabilites. Therefore, @ach scheme Is accountad for as
if It were a defined contribution scheme: the cost to the NHS body of participating in each gcheme is taken as
aqual to the contributions payable 1o that scheme for the accounting perod.

In order that the defined benefit cbligations recognised in the financlal statements do not differ materially from
those that would be determined at the reporting date by a formal actuarial valuation, the FReM requires that “the
period between formal valuations shall be four years, with approximate assessments in intervening years”.

An outling of thase follows:
4.4.1 Accounting valuation

A valuation of scheme lability is carried out annually by the scheme actuary (currantly the Government
Actuary's Depariment) as at the end of the reporting period. This ulilises an actuarial assessment for the
previous accounting peried in conjunction with updated membership and financial data for the current reporting
pariod, and i accepted as providing sultably robust figures for financial reporting purposes. The valuation of the
scheme Hability as at 31 March 2026, is based on valuation data as at 31 March 2024, updated to 31 March
2026 with summary global member and accounting data. In undertaking this actuarlal assessment, the
mathedology preseribed in LAS 19, relevant FReM interpretations, and the discount rate prescribed by HM
Treasury have also been used.

The latest assessment of the labilities of the scheme ks contained in the Statement by the Actuary, which forms
part of the annual NHS Pension Scheme Annual Report and Accounts. These accounts can be viewed on the
MHS Pensions websile and are published annually. Copiles can also be obtained from The Stationery Office.

4.4.2 Full actuarial (funding) valuation

The purpose of this valuation i2 1o assess the level of liability in respect of the benefits due under the schemes
(considering recent demographic experence), and 1o recommand the contribution rate payable by employers.

The latest actuarial valuation undertaken for the MHS Pension Schame was completed as at 31 March 2020
Thie results of this valuation sat the employer contribution rate payable from 1 April 2024 1o 23.7% of
pensionable pay. The core cost cap cost of the schame was calculated to be oulside of the 3% cost cap corridor
asg at 31 March 2020. However, when the wider economle situation was taken into account thraugh the
economlc coet cap cost of the scheme, the cost cap coridor was not similarly breached. As a result, there was
na impact on the member benafit structure or contribution rates.

The 2024 actuaral valuation s currently being prepared and will be published before new contribution rates are
implemented from April 2027,
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