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Coventry and Warwickshire Health 
Inequalities Strategic Plan 2022-27 

 

Introduction 
Health inequalities are unfair and avoidable differences in health across the population, and 
between different groups within society. This 5-year Health Inequalities Strategic Plan sets 
out how we are going to reduce health inequalities in Coventry and Warwickshire, taking 
account of the delivery of key elements of the NHS Long Term Plan and the NHS five priority 
actions for reducing health inequalities as set out in the March 2021 guidance.1 Given the 
size and complexity of the system, this strategic plan by necessity only takes a snapshot of 
current progress in a very dynamic system, which is strengthening its inequalities focus day-
by-day.  

The overarching aim of this strategic plan is to set out how the health and care sector – 
spearheaded by the ICS structure but comprising the full range of organisations and 
partnership boards – will directly influence and deliver improvements in health outcomes, 
and reduce health inequalities experienced by the population of Coventry and Warwickshire. 
We will do this by: 

• Embedding action to tackle inequalities at both strategic and operational levels as 
part of our core ICS work 

• Recognising that health inequalities can only be reduced by a system-wide approach 
to population health – and using our influence to achieve positive alignment with 
strategies and activities linked to the wider determinants of health 

• Identifying specifically how the NHS can contribute, in terms of health service 
delivery and working in partnership with the wider system. 

The specifics included in this strategic plan are an indication of work underway rather than 
the entirety of it: the work underway is far broader than can easily be captured here. 

 

Our system 
The Coventry and Warwickshire System has a number of layers of strategic and operational 
footprints, including 6 local authorities (1 unitary authority; 1 two-tier authority with 5 district 
and borough councils); 2 care collaboratives; 4 Places, and 21 Primary Care Networks. 

Each Place has a ‘Place Partnership’ of partners representing the relevant system layers, 
which comes together to act in concert to consider resources and data & intelligence, and 
shape systemic progress, including on inequalities. This Place model seeks to ensure that 
we reap the benefits of operating at the highest system level, whilst taking account of the 

 
1 Hyperlink - (Report template - NHSI website (england.nhs.uk) 

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-implementation-guidance-21-22-priorities-and-operational-planning-guidance.pdf
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variations in population health need. Our 4 Places are: Coventry; Warwickshire North; 
Rugby; and South Warwickshire. 

With a history of combining effort across Health and Wellbeing Boards and the recent 
merger of the three Clinical Commissioning Groups into one, our system already 
understands the opportunities to better direct our resources to maximise benefit. The 
relationships already in established mean that dialogue on systemwide challenges is our 
norm. We intend to use the focus given by the formation of the ICS as an accelerant to 
progress. 

 

A brief picture of health inequalities in Coventry 
and Warwickshire  

In Coventry, residents whose health outcomes suggest the greatest degree of inequality 
tend to live in the central north-east and north-east of the city - in areas such as Hillf ields, 
Wood End and Foleshill. In Warwickshire, residents with lower health outcomes tend to live 
in the north of the county - in Nuneaton and Bedworth, and North Warwickshire. In both 
cases, there are notable pockets of health inequality outside these areas. 

Coventry is an urban local authority area, while Warwickshire is largely rural, with a series of 
urban centres across the five districts and boroughs. Inequality and deprivation look and feel 
slightly different across our 4 Places, but there are strong similarities of characteristic 
between those people most likely to experience health inequalities. 

Health inequalities can be caused by many factors including household income, quality of 
housing, protected characteristics, geographical influences and specific vulnerabilities such 
as homelessness.  Detailed information on health inequalities can be found in the Coventry2 
and Warwickshire3 Joint Strategic Needs Assessments, and the Coventry4 and 
Warwickshire5 Director of Public Health annual reports.  

Inset 1 contains a brief overview of inequality in life expectancy in Coventry and 
Warwickshire. 

 

  

 
2 https://www.coventry.gov.uk/facts-coventry/joint-strategic-needs-assessment-jsna 
 
3 https://www.warwickshire.gov.uk/joint-strategic-needs-assessments-1 
 
4 https://www.coventry.gov.uk/downloads/download/2984/director_of_public_healths_annual_reports 
 
5 https://www.warwickshire.gov.uk/publichealthannualreport 
 

https://www.coventry.gov.uk/facts-coventry/joint-strategic-needs-assessment-jsna
https://www.warwickshire.gov.uk/joint-strategic-needs-assessments-1
https://www.coventry.gov.uk/downloads/download/2984/director_of_public_healths_annual_reports
https://www.warwickshire.gov.uk/publichealthannualreport
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Our Strategic Principles 
Coventry and Warwickshire ICS agreed the following eight principles at the January 2022 
meeting of the shadow Integrated Care Board (ICB). 

Principle 1: Addressing inequalities is core to and not peripheral to the work of 
Coventry and Warwickshire ICS 
The Coventry and Warwickshire Integrated Care System (C&W ICS) has four core aims: 

• Improve outcomes in population health and healthcare 
• Tackle inequalities in outcomes, experience and access 
• Ensure productivity and value for money 
• Help the NHS support broader social and economic developments 

Reducing inequalities is both a stated and a cross-cutting aim, recognising that we can only 
improve population health, ensure value for money, and contribute to local social and 
economic development by tackling health inequalities in the broadest sense. 

We have undertaken a large programme of Board- and partnership-level engagement on 
health inequalities (Appendix 5) to secure and stabilise alignment of priorities, and place this 
agenda at the heart of local planning. Our upper-tier local authority partners in Coventry and 
Warwickshire have already recognised health inequalities within the core priority themes of 
their new strategic plans. 

Principle 2: Based on the King’s Fund model of population health 
The King’s Fund model of population health is used as the basis of both the Coventry and 
Warwickshire Health and Wellbeing Strategies and associated workstreams. 

Application of the King’s Fund model to our health inequalities strategic plan underlines our 
recognition that health inequalities can only be reduced by taking a holistic approach to what 
we do, and how we use the significant influence of system partners as levers for progress. 

This health inequalities strategic plan sits predominantly in the ‘Integrated Health and Care 
System’ quadrant, to maximise benefit to NHS partners in progressing this agenda, but still 
links into the working of the wider system to ensure we capitalise on overlaps. 

 
Figure 1: King’s Fund model of Population Health, and the Coventry and Warwickshire 
approach 
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Principle 3: Built around the Core 20 Plus 5 framework 
 

 
Figure 2: NHS Core 20 Plus 5 model of healthcare inequalities in England 

The NHS ‘Core 20 Plus 5’ model sets out who in our national population are most at risk of 
experiencing health inequalities, and the clinical areas in which the NHS will focus efforts to 
reduce inequalities.  

For Coventry and Warwickshire, plans are being developed at the various system levels to 
set out the local approaches that will be taken to improve outcomes for people of all ages, 
within the operating models in each context or setting, and collectively. Work is underway to 
confirm the Coventry and Warwickshire ‘plus’ groups6, along with the translation of the wider 
Core20Plus5 model to health inequality work across the system. 

Principle 4: Evidence-based approach 
Interventions to address inequalities must be evidence-based with meaningful prospects for 
measurable success; this approach will be consistently applied across all workstreams. Our 
evidence-based approach applies to both the identification of needs in our local population, 
and our plans to tackle them. We will also take account of wider system learning, drivers, 
and influencers to shape the evidence base. 

Central to this approach will be the ongoing evolution of our collection and analysis of data 
and intelligence, and the way we use digital technology. We intend to bring together data 
from the wider determinants of health datasets with the more traditional health and care 
data, to dig deeper into the root causes of ill-health. Director of Public Health annual reports 
and Joint Strategic Needs Assessments (JSNA) are a key vehicle for this, and we have a 
well-established approach to the production and dissemination of both.  

 
6 See Appendix 1 
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We also take account of the wider national policy agenda as it relates to the population of 
Coventry and Warwickshire.  

The Marmot Review – Fair Society, Healthy Lives.7  Coventry has a long history of 
collaborative work on inequalities and has had Marmot City status for 10 years. The learning 
from Marmot and ways of working are embedded locally. This strategy builds on that way of 
working.    

More recently, the government’s Levelling Up White Paper8 adds thematic depth to our 
evidence base, and potentially offers opportunities to work more holistically with wider 
partners on connected agendas, with implicit and explicit gains for population health and 
wellbeing. 

We will use the Population Health Management approach to action our evidence base, by 
connecting evidence into those programmes of work that design and deliver care at all levels 
in the health system.  

We have established close alignment with data and digital colleagues to capitalise on 
opportunities to strengthen the evidence base. 

Principle 5: Encourage innovation 
We will encourage and support innovation across the system to reduce health inequalities. 
This will be accompanied by robust evaluation and rapid dissemination of successful 
approaches.  

Innovation opportunities exist within commissioning, pathway design, organisational 
processes, service delivery and many other areas. We are already trialling approaches in a 
range of settings to gather information on scale-up potential to deliver wide system benefit. 
Two examples of our approach to innovation across the system are set out in Appendix 3: 
‘Waiting list recovery and health inequality prioritisation tool’, and ‘Poverty proofing’. 

Principle 6: Community co-production 
Co-production with our communities will be accelerated within our work to reduce 
inequalities, creating honest and realistic conversations that result in positive relationships. 
We have already achieved a shared commitment from system partners to inform our People 
and Communities Strategy, currently in draft. The Coventry and Warwickshire ICS has 
convened a system communications and community engagement lead officer group to work 
together to produce the strategy document. The clear commitment is to putting local voices 
and experiences at the heart of our processes and decisions. We are anchoring our co-
production work in the ‘Integrated health and care system’ quadrant of the King’s Fund 
model (Figure 1), but noting the overlaps into other quadrants. 

We recognise the opportunities and challenges associated with moving towards more 
flexible and responsive ways of adapting to the needs of our people, but know that this 
approach is central to the building of sustained trust and engagement with messages and 
services. Creating the opportunity for people and communities to lead their own approaches 

 
7 https://www.local.gov.uk/marmot-review-report-fair-society-healthy-lives 
8 
https://levellingup.campaign.gov.uk/?utm_source=Google&utm_medium=Search&utm_campaign=Lev
elling+Up 

https://www.local.gov.uk/marmot-review-report-fair-society-healthy-lives
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to addressing inequalities is a key ambition, recognising that this is how we will meaningfully 
localise our offers. See Appendix 4 for Community Powered Covid Response case study. 

Principle 7: Embed inequalities across all ICS work 
We will strengthen the “golden thread” of inequalities throughout all our work. To achieve 
this, we will continue to drive our established approach: 

• We have linked with major NHS transformation programmes with the potential to 
have a significant impact on health inequalities, and have begun to develop health 
inequalities objectives and measurable deliverables (see table 4 on page 18) 

• Action plans are being produced for the “5” clinical areas and the Plus groups, with 
developing measures for health inequalities (see table 5 on page 23) 

• We have begun the roll-out of the Health Equity Assessment Tool (HEAT) throughout 
the system’s commissioning activity, to embed the reduction of health inequalities as 
a key element of all service reviews and redesigns. 

The Coventry and Warwickshire ICB/S has created officer capacity for Population Health 
Management, to accelerate the pace at which system-wide and prevention approaches are 
understood and integrated into strategy and operations. Population Health Management 
(PHM) is a way of working preventatively to help frontline teams understand current health 
and care needs and predict what local people will need in the future. Population Health 
Management particularly focuses on wider determinants that influence health and wellbeing 
outcomes, including housing, employment and education, and reflects all quadrants of the 
King’s Fund population health model.  

Principle 8: Reducing inequalities is key to decisions on the prioritisation and 
allocation of resources 
A key developing area for the Coventry and Warwickshire ICS is securing a system-wide, 
service-relevant understanding of how to identify and ‘design out’ health inequalities. We are 
exploring the best ways of acting on the information we gather from people and 
communities. We particularly want to learn how people can most easily get access to our 
services, and what we need to do to offer culturally sensitive and appropriate services. We 
also want to expand awareness of the cumulative benefits of prioritising and targeting 
resources to reduce future demand, not just on individual services but on the wider health 
system. 

In continuing to work towards this ambition, we have set out a series of actions that will take 
us forward: 

• Include information on the impact of health inequalities in decision-making processes 
- particularly relating to resource allocation – to support f inancial and operational 
prioritisation 

• Provide advice and guidance to support increased understanding across our services 
and staff teams 

• Make the inclusion of health inequalities information the norm in key decision 
documents 

• Develop and implement a strategic prioritisation framework based on the work of the 
STAR group (link) 
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• Shift resources to target population groups demonstrating the greatest need to 
achieve equity in outcomes, taking a gradient approach known as proportionate 
universalism.   
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The Coventry and Warwickshire approach to 
Core20Plus5 

‘Core 20’ refers to the people living in the 20% most 
deprived areas in England. The total population of 
Coventry and Warwickshire is 949,000 people. 14% 
(135,000) of our residents live in the green areas 
identif ied as within the top 20% areas of deprivation 
in England. This proportion varies by place, with the 
highest - 26% of the Coventry Place population - 
coming within the defined cohort, and the lowest - 
0.5% of the South Warwickshire Place - population, 
within it. 

The orange colour denotes those areas that fall into 
the 20% most deprived areas of the Coventry and 
Warwickshire footprint. These areas are part of our 
local focus on addressing health inequalities across 
our system footprint. 

Figure 3: Map showing the areas in Coventry and Warwickshire featuring in the most 
deprived 20% nationally, and locally. 

‘Plus’ refers to additional groups of people chosen by the Coventry and Warwickshire ICS 
for targeted intervention, because our data on service access and outcomes tells us either 
that access and outcomes are below other population groups, or because our data on them 
is very limited, and we need to increase our understanding of their health outcomes. To 
identify these groups, we have used local and national evidence on risk factors, uptake of 
routine and preventative health services, and a range of health outcomes such as life 
expectancy. We have also accounted for themes emerging from place-based JSNAs 
completed in 2018-19, and intelligence on local COVID impacts (identif ied in COVID health 
impact assessments and local surveys in 2020 and 20219).  

Our draft ‘Plus’ Groups 
We are currently undertaking work to identify Plus groups that are not covered off by any of 
the other main themes of the programme model. Our early thinking is as follows: 

Coventry and Warwickshire-wide ICS ‘Plus’ groups 

• Transient communities (people experiencing homelessness, gypsies, travellers and 
boaters, newly arrived communities including refugees and asylum seekers, and 
guests from Ukraine) 

Coventry Place ‘Plus’ group 

• People on long term sickness benefit 

DRAFT Warwickshire Place ‘Plus’ groups for years 1-3 

• Disabled people, particularly with a sensory and/or developmental disability  

 
9 Need hyperlinks 
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• People with physical and mental health needs and conditions with poor transport 
access to local services 

• People in minority ethnic heritage groups experiencing comparatively poor health 

 

A summary of the rationale for choosing each of these groups is included in Appendix 1. 
‘Plus’ priority groups will be kept under review annually for the life of the strategic plan. 

‘5’ refers to the 5 clinical areas identif ied by NHS England as their target services in which to 
reduce health inequalities (shown in Figure 2). Our preliminary data to benchmark Coventry 
and Warwickshire performance for our ‘Core 20 Plus’ groups are shown in Appendix 2. 

 

NHS Operating Plan Priority Actions on Health 
Inequalities   

Figure 4 – Coventry and Warwickshire’s delivery ‘plan on a page’  
 

There are five priority areas in the NHS Operating Plan that we have mapped against our 
activity and ambitions for reducing health inequalities. These are summarised in headline 
form in Table 1, with some additional information featuring in later parts of this strategic plan. 
Many other aligned activities are underway.  
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Priority Action Our evolving local approach 

1. Restore NHS 
services 
inclusively  

  

• Produce and deliver Elective Recovery Plans (see delivery 
plan 1)  

• Widescale implementation of the waiting list prioritisation tool  
• Use of Population Health Management ‘HealtheIntent’ 

platform and techniques  

2. Mitigate against 
‘digital 
exclusion’  

  

• Deliver the Digital Transformation Strategy (see delivery plan 
4)  

• Analyse uptake of face to face and digital services by 
protected characteristics and IMD, and link learning to service 
and process planning 

• Strengthen links with other local work on digital inclusion in 
communities  

3. Ensure 
datasets are 
complete and 
timely  

  

• Complete research project to understand barriers to capturing 
accurate ethnicity data  

• Improve data quality and create ‘single version of the truth’ 
through implementation of HealtheIntent digital PHM platform 

• Embed regular reporting of inequalities data to Boards within 
ICS governance arrangements 

4. Accelerate 
preventative 
programmes  

  

• Implement our NHS Long Term Plan prevention 
programmes   

• Continue our long-term conditions work programme   
• Continue to extend the Wellbeing for Life programme  
• Embed and sustain the Thrive at Work workplace wellbeing 

programme in the business sector 

5. Strengthen 
leadership and 
accountability  

  

• Create ‘Inequalities Senior Responsible Owner’ roles in each 
core system organisation   

• Maintain regular meetings of Board Leads for health 
inequalities   

• Maintain System-wide Health inequalities Task Group 

Table 1: NHS operating plan priority actions and our local Health Inequalities Strategic Plan 
approach 
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Enabling workstreams  

The type of system working required to deliver progress on health inequalities means that 
we are mindful of other channels of activity with overlapping interests. We are already 
working through the best ways to secure and embed proactive work arrangements with the 
following ‘enablers’ – and in many cases are already substantially aligned. Again, many 
other aligned activities are underway but not referenced. 

 

 

Enabling workstream Noted synergies with Health Inequalities Strategic Plan 

Digital transformation strategy  • Opportunity to bring together information on the wider 
determinants of health with a person’s clinical data  

• Potential to predict populations at risk, and implement 
proactive management approaches to prevent disease / 
progression  

• Opportunity to mitigate against health inequalities by 
offering support in different ways, such as remote 
consultations and monitoring   

• Collaboration opportunity for the system to increase 
digital literacy and access in the population  

Personalisation  • Align the ‘choice and control’ aspects of care planning 
and delivery with health inequalities approaches 

• Align with ‘strengths-based’ thinking and approaches, 
and greater influence of individuals over the type and 
format of services and support they value the most 

• Opportunity to reflect personalised care approaches 
aligned to the ‘health inequalities’ narrative in Elective 
Recovery Plans 

Population health 
management  

• Cross-reference the learning from insight and 
intelligence on health inequalities through a virtual 
‘Decision Support Unit’ 

• Opportunity to improve data quality on factors which 
result in health inequalities (such as ethnicity, sexual 
orientation, and disabilities)  

• Understand the gaps and ways to fill these 
• Consider “impactability” in terms of reducing health 

inequalities  
• Procurement of the HealtheIntent digital platform 
• Accelerating PHM in action at PCN and Place level 

through the national PHM development programme, 
and the Place Population Health Development 
Programme.  

• Developing a PHM Roadmap (by mid-June) which will 
set out plans for how to scale and sustain PHM.  
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People and Communities  • Opportunity to overlap the engagement strategy and 
co-production approaches with the health inequalities 
agenda  

• Strengthens and builds the community and voluntary 
sector  

• Enable an asset-based approach to thinking and doing 
activity 

Estates Strategy  To follow 

Health in All Policies  • Produce a collaborative, evidence-based approach to 
improving health by incorporating health considerations 
into decision-making across sectors and policy areas   

• Stabilise connections between service areas and cross-
cutting issues such as health  

People strategy  To follow 

Table 2: Enabling workstreams and their synergy with the Health Inequalities Strategic Plan 

We have also recognised the importance of system and partnership Boards, and the 
opportunity to influence the conversations and decisions made at them which can advance 
the health inequalities agenda. In particular the Coventry Health and Wellbeing Board and 
Strategy 10 , the Warwickshire Health and Wellbeing Board and Strategy11, and the Joint 
Place Forum12 provide very visible platforms on which to shape and strengthen our work, 
securing highly influential buy-in. 

Digital transformation strategy and health 
inequalities 
Concurrent with work on this Health Inequalities strategic plan, Coventry & Warwickshire is 
shaping a digital transformation strategy, and an open dialogue has been established to 
capitalise on alignment opportunities. We believe that the digital transformation strategy is a 
key mechanism for delivering against digital exclusion, and to that end we have taken an 
active role in strengthening the linkages to tackling health inequalities. 
 
Our specific observations to the digital transformation strategy group on alignment with 
health inequalities are summarised here: 
 

• Digital and Data Enablers – we support the inclusion of digital skills and the 
resourcing of an ICS digital inclusion programme as a key enabler in the strategy. 
We have suggested that this could be strengthened by also leveraging additional 
innovation and resources to maximise digital inclusion, access and aspiration. We 
have alerted colleagues to the existing work of Coventry City Council and 
Warwickshire County Council on this agenda, and have recommended collaboration, 
and links into technology, broadband (ref. https://www.cswbroadband.org.uk/) and 

 
10 https://www.coventry.gov.uk/health-wellbeing/coventry-health-wellbeing-strategy 
 
11 https://www.warwickshire.gov.uk/healthandwellbeingstrategy 
12 
https://www.coventry.gov.uk/downloads/download/5184/coventry_and_warwickshire_health_and_well
being_concordat_2018 

https://protect-eu.mimecast.com/s/4aHWCKOPYS9zO6gsMAjpI?domain=cswbroadband.org.uk
https://www.coventry.gov.uk/health-wellbeing/coventry-health-wellbeing-strategy
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digital skills development initiatives. We have further recommended a multi-agency, 
cross-sector digital inclusion programme in the short-term priorities. 

 
• Population Health Management and data. We have endorsed the digital 

transformation strategy commitment to enhance and embed PHM capabilities in 
order to achieve reduced inequalities in outcomes and experiences, as well as the 
ambition to create a single source of truth for ICS data. This aligns with this strategic 
plan’s core principle, to take an evidence-based approach. We aspire to meaningfully 
bring together data from the wider determinants of health datasets with the more 
traditional health and care data, to dig deeper into the root causes of ill-health. The 
implementation of the Digital Transformation Strategy is a key opportunity to 
strengthen the evidence base about the needs of our population, and especially 
those who experience inequalities. This includes opportunities to improve the quality 
of recorded data about those with protected characteristics, and those in our 
‘Core20Plus’ groups. We have asked for a a commitment to recording and analysing 
uptake of face to face and digital services by protected characteristics and 
deprivation, and link learning to service and process planning. 
 

• Virtual health and care. We have welcomed the commitment to a virtual health and 
care platform, and the priority to enhance and scale our capabilities to monitor and 
interact with more citizens and patients virtually, offering remote monitoring support 
to everyone living in Coventry and Warwickshire with a chronic long-term condition or 
in a high-risk group (developed to support the PCN Investment and Impact Fund 
schemes for patients living in their own home with a long-term condition). We see this 
as a real opportunity to reduce health inequalities if implemented with appropriate 
mitigation to ensure inclusion.  
 

• Outcomes delivered for our citizens. We are aware of funding that has been 
secured to engage with communities on the draft Digital Transformation Strategy and 
test whether it is aspirational enough for those experiencing digital poverty. We have 
specifically asked that careful consideration is given to how the digital transformation 
strategy group obtains the views of those experiencing digital poverty, to ensure that 
a genuine community co-production approach is taken and there are honest and 
realistic conversations with those experiencing inequalities. 
 

• Personalised care. We have noted an opportunity to expand the thinking on 
personalised care and the way the digital transformation strategy can help achieve 
this (including approaches such as shared decision making, supported self-
management, personalised care and support plans, social prescribing and 
community support, enabling choice and personal health budgets). This will improve 
informed choice-making on health and wellbeing. We have noted the opportunity to 
improve health care experience and outcomes, reduce pressure on the system and 
provide value for money.   
 

• Health and Wellbeing. We have recommended to the digital transformation strategy 
group that it could expand its ‘health and care’ narrative to ‘health and wellbeing’, to 
target wider wellbeing issues (ie. emotionally resilient, physically active, socially 
connected, economically active), and use the King’s Fund model for population 
health (including wider determinants, the place and community we live in, and health 
behaviours) as the framework. 
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• System and Place. We have suggested there is a need to strengthen the connection 
with the emerging Care Collaboratives and to ensure that the Digital Transformation 
Strategy works both at a system and place level.  
 

• Terminology. We have recommended alignment with language used in other plans, 
specific to the way ethnic minority groups are referred to, and personalised care is 
described. 
 

• HEAT Tool. We have recommended the digital transformation strategy group 
undertakes a full assessment of the health equality impacts of the Strategy using the 
Health Equity Assessment Tool (HEAT) throughout the system’s commissioning 
activity, to embed the reduction of health inequalities as a key element of all service 
reviews and redesigns. 

 

Governance  
We have thought carefully about governance, given the critical importance of progressing 
work to reduce health inequalities. The Coventry and Warwickshire governance approach is 
described in Figure 5.  

 

Figure 5: The Coventry and Warwickshire ICS governance model for the Health Inequalities 
Strategic Plan 

Assurance Framework 
The strategic plan and its supporting programmes will be monitored and measured by the 
ICS through a range of appropriate metrics; including where possible, qualitative information. 

Across the system there are already a number of performance, monitoring and assurance 
dashboards and measures including the national requirements through the NHS 
Constitution, System Oversight Framework and the long term plan as well as all the local 
priorities.  As the ICS develops there is a need to ensure alignment and consistency across 
the system. The delivery plans within the strategy provide a number of proposed and 
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illustrative measurements, some of which are already routinely monitored and others not yet 
established.  The assurance framework will evolve through a phased approach and will 
encompass both delivery and developmental metrics. The focus will be on both current and 
historical performance (where available) and will aim to identify patterns and changes 
including evidence of improvement in reducing variation and inequalities.  Its aim will also be 
to develop early warning metrics to identify deterioration or programmes of work that may 
need revisiting or tailoring to the population’s needs to enable transformation. 

The monitoring framework for the strategic plan will be developed to align with, and 
complement, existing frameworks and metrics within the system. Key to this is ensuring that 
we have a single version of the truth and clarity on definitions, data-sources. As a principle, 
we will avoid duplication of effort and ensure that any locally developed measures are clearly 
defined to ensure the reporting of a ‘single version of the truth’. For example the measures 
relating to uptake rates or access to services for Long Terms Conditions or elective recovery 
will be carefully designed with the leads for those areas to ensure that the parameters are 
appropriate and clearly documented such as agreeing the data sources, parameters such as 
diagnosis and procedure codes that are relevant for condition sensitive measures and 
identifying the appropriate population figures for the calculation of activity rates.    

The Business Intelligence and Performance and Assurance teams will be working together 
collaboratively in developing and co-designing this framework along with support and input 
from colleagues and partners across Coventry and Warwickshire. 
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Linking Health Inequalities and Coventry and Warwickshire ICS delivery plans 
 

Major 
inequalities 
work 
Programmes   

Health inequalities   
strategic plan priorities   

Links to Core20Plus5 
groups   

Key deliverables in Year 1   Measurement   

Long term 
conditions and 
prevention   

Ensure equitable access, experience 
and outcomes for Core20+5 groups 
and ethnic minorities  

Core20  

(5) Hypertension case 
finding  

Implement LTP smoking 
programme  

Provision of Spirometry across 
system 

 Restoration to 2019 
achievement of diabetes 
annual review and 3 treatment 
targets 

  

Uptake and success rates by IMD 
and ethnicity  

Increase prevalence and 
reduction in waiting lists 

Number and % of people 
achieving all 8 care processes, 
the number and % of people 
achieving all 3 treatment targets 
from primary care data sets 

Elective care 
restoration   

   

Restore elective care services more 
quickly for Core20 (as per C&W 
Elective Care Recovery Plan) 

Core20   IMD PTL to be implemented 
and monitored weekly to 
ensure effective elective care 
delivery aligned to Core20. 

Implementation of the elective 
care prioritisation tool via 
identif ication of above at 
specialty level. 

Develop pro-active case 
finding along whole patient 
pathways through collaborative 
Place based reviews and 

Access, experience and 
outcomes for Core20 and ethnic 
minority groups   

 

Review of average waiting times 
by speciality and IMD. 

 

OP metrics to be reviewed by IMD 
to determine any opportunities for 
our population including: 

- DNA rates 
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whole system engagement 
including local authority. 

Equality and health inequalities 
impact assessment to be 
completed. 

Exploration of elective 
pathways aligned to our ICS 5 
strategic objectives including, 
COPD and Diabetes. Further 
review of access by IMD on 
specific pathways such as 
Urology and ENT due to 
identif ication of variation on 
access times within these 
specialties. 

Use of transformational 
opportunities to target Core20 
and priority groups specifically 
OP transformation and use of 
A&G, PIFU and Virtual 
appointments. 

Ensure effective use of current 
capacity through engagement 
with patient populations linked 
to IMD. 

Ensuring effective 
communication and transport 
links alongside use of ‘digital 

- PIFU uptake in set areas 
- Use of virtual   
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f irst’ approach can be achieved 
across whole ICS aligned to HI 
analysis. 

Exploration of pre-habilitation 
on elective pathways. 

Collaborative working with 
public health to identify areas 
of opportunity for prevention 
across our ICS linked to 
inequalities. 

Primary care 
development 

   

Priorities as set out in the Primary 
Care Delivery Plan (see appendix 6)  

We will monitor progress in terms of 
inequalities across our PCNs. If we 
need to prioritise resources for 
support then these will be given to 
areas covering the CORE20 first. 
 

All (as set out in Primary 
Care Delivery Plan in 
appendix 6)  

As set out in Primary Care 
Delivery Plan in appendix 6 
 

As set out in Primary Care 
Delivery Plan in appendix 6 

 

 

 

 

 
 

Mental health 
transformation 
(Adults and 
Childrens) 

 

 
 

Embed action on health inequalities 
into the transformation, including 
greater co-production with those with 
lower rates of access or poorer 
outcomes in response to the C&W 
MH JSNA (2021)   

 
 

(5) SMI – physical health   

(Plus) Support for 
transient communities inc. 
homelessness and newly 
arrived communities   

Core 20   
 

Increase co-production with 
people with lived experience   

Improve engagement with 
Core20+ groups.  Increase roll-
out of Annual Physical Health 
Checks for people with SMI   
 

Recruited people with lived 
experience of MH challenges from 
priority population groups   

% coverage of annual health 
checks with SMI   
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Community 
diagnostics 
transformation   

   

Increase access for Core 20 & priority 
population groups   

Working with the Cancer Alliances, 
delivery of the LTP ambitions for 
cancer diagnosis   

(5) Cancer early 
diagnosis   

Core 20   

Development and mobilisation 
of our CDC across our ICS to 
ensure increased access for 
Core20+ groups. 

Use of transformational 
opportunities to target Core20 
and priority groups. 

Ensure effective use of current 
capacity through engagement 
with patient populations linked 
to IMD. 

Ensuring effective 
communication for all patients 
specifically Transient and 
newly arrived communities. 

Ensure effective transport links 
via collaboration with LA and 
aligned to mutual aid 
opportunities. 

Use of ‘digital f irst’ approach 
can be achieved across whole 
ICS aligned to HI analysis and 
potential groups a 

Ensure Cancer staging data is 
complete and determine 
Core20 opportunities and 
position. 
 

Review access by IMD for 
patients on diagnostic pathways. 

 

Measure delivery of CDC 
increase in capacity against IMD. 

 

Staging data completion 

 

Delivery of 28 day faster 
diagnosis standard 
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Urgent care 
development   

   

Increase access to alternatives to ED. 
Improve discharge processes 
associated with deconditioning.  

Reduce admission and attendances 
for high intensity users linked to Core 
20 +5 

Core 20+5 supporting 
access closer to home and 
alternatives especially 
linked to long term 
conditions, transient newly 
arrived populations 

Increase alternative to ED 
closer to home 

Offer targeted support to high 
intensity users and transient 
and newly arrived populations 

Strengthen links to access to 
elective care and high users of 
UEC services with reference to 
vulnerable groups e.g. those at 
risk of suicide 

Suite of alternates to ED in place 

Reduction in high intensity users 

Targeted offer for transient and 
newly arrived populations 

Children and 
Young people 
transformation 
– physical 
health   

Ensure equitable access, experience 
and outcomes for Core20+5 groups 
and ethnic minorities   

Core 20  

Black and Minority Ethnic 
Groups 

Increase engagement & co-
production with CYP with long-
term conditions; hear views 
first-hand about access, 
experience and outcomes  

Commission 3rd sector to 
undertake co-production / 
engagement with CYP; increase 
voice of the child and inform 
mapping and benchmarking work 

Maternity  The Equity and equality Guidance for 
local maternity systems, Sept 21, set 
out the key aims and requirements of 
LMNS’s to reduce health inequalities  

There are two aims relating to equity 
and equality for maternity and 
neonatal care are to improve:  

• equity for mothers and babies 
from Black, Asian and Mixed 
ethnic groups and those living 
in the most deprived areas  

• race equality for staff  

(5) prioritisation of the 
implementation of MCoC 
with the most deprived 
neighbourhoods and those 
with  higher numbers of 
Black, Asian and mixed 
ethnicity women 

(Core &Plus) improve equity 
and equality in maternity 
and neonatal care, aligned 
to the five priorities set out 
with the Equity and 

Re-submit their Equality and 
Equality analyses by 31 May 
2022. 

Submission of Equity and 
Equality action plans (Phase 2) 
to Regional teams by 30 Sept 
2022 

After which, key milestones 
and measurements to be 
added inc. management of 
change process with staff, 
mapping how areas will be 
divided into team, how many 

% of births to mothers from ethnic 
minority groups   

% of mothers receiving continuity 
of carer   

% of low birth weight by ethnicity 
and deprivation 

% of Smoking at time of delivery 
by deprivation and ethnicity 

% of stillbirths to mother from 
ethnic minorities 
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Equality guidance for 
LMNS’s 

staff needed to support. 
Consideration for all by 
deprivation, BAME, 
vulnerability  

% of stillbirths to mother by 
deprivation 

% of neonatal deaths from ethnic 
minorities 

% of neonatal deaths by 
deprivation 

Table 4 – Major NHS transformation programmes, and our health inequalities measures 

This table provides an overview of activity underway. We note that there is much more not included. 

 

Five clinical areas   Health 
inequalities strategic plan 
priorities   

Explicit reference to 
Core20+ groups   

Key deliverables in yr 1   Measurement  (by 
deprivation and ethnicity 
where possible) 

Maternity - ensuring 
continuity of care 
(MCoC) for 75% of 
women from BAME 
communities and most 
deprived groups 

Development and 
implementation of Midwifery 
continuity of carer as the 
default model of care by 
March 2024 prioritising those 
most likely to experience 
poor outcomes 

Ensure that this model 
delivers improved outcomes 
for women, and babies   

Include Core20 group   

Specific consideration of 
transient and newly arrived 
communities   

Prioritise the rollout of MCoC 
teams to the most deprived 
neighbourhoods and those 
with higher numbers of 
Black, Asian and mixed 
ethnicity women 

Each provider to submit a plan 
for the rollout of MCoC 
including quarterly trajectories 
by June 2022 

% of births to mothers from 
ethnic minority groups   

% of mothers receiving 
continuity of carer   

% of low birth weight by 
ethnicity and deprivation 

% of Smoking at time of 
delivery by deprivation and 
ethnicity 

% of stillbirths to mother 
from ethnic minorities 
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Early Cancer 
Diagnosis – 75% of 
cases diagnosed at 
stage 1 or 2 by 2028   

Working with cancer 
alliances, delivery of LTP 
ambitions for cancer through 
delivering actions to tackle 
inequalities for specific 
patient groups   

75% target to be achieved 
for Core20 group and ethnic 
minority groups   

   

Health equity audit of current 
late cancer diagnoses 

Overall % of cancers 
diagnoses at stage 1 & 2    

% of people invited for & 
attending cancer screening 
programmes   

Severe Mental Illness 
– ensuring annual 
health checks for 60% 
of those living with 
SMI   

 Ensure CORE20+5 groups 
are included within annual 
health checks programme 

Target to be achieved for 
Core20 group and ethnic 
minority groups   

Specific consideration of 
transient and newly arrived 
communities   

 Aligned with wider plans for 
increasing health checks 

% of practices/PCNs 
implementing HCA model for 
SMI Health Checks   

% of people with SMI offered 
a health check & % 
attending   

Chronic Respiratory 
Disease – a clear 
focus on COPD, 
driving uptake of 
vaccines to reduce 
exacerbations and 
emergency hospital 
admissions 

Priorities as set out in the 
Primary Care Delivery Plan 
(see appendix 6)  

 

 
 

 Core20 

4) Chronic Respiratory 
Disease 
 

As set out in the Primary Care 
Delivery Plan (see appendix 6)  
 

As set out in the Primary 
Care Delivery Plan (see 
appendix 6)  
 

Hypertension Case 
Finding – to allow for 
interventions to 
optimise BP and 
minimise myocardial 
infarction and stroke 

Priorities as set out in the 
Primary Care Delivery Plan 
(see appendix 6)  
 

CORE 20  

(5) Hypertension Case 
Finding 
 

As set out in the Primary Care 
Delivery Plan (see appendix 6)  
 

As set out in the Primary 
Care Delivery Plan (see 
appendix 6)  
 

Table 5 - ‘5’ clinical areas, and our health inequalities measures 
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Whilst all work programmes will need to demonstrate key deliverables related to the Core20, focus on Plus may only be applicable to a few. 
Recognising that our Plus groups are inclusion health populations and some may be from marginalised communities, we are also looking at 
specific deliverables around these groups. More detailed rationales can be found in Appendix 1. 

 

Plus Groups  Health inequalities strategic plan 
priorities  

Key deliverables in Yr 1  Measurement  

Transient and 
newly arrived 
communities 
(C&W)  

People who are 
homeless  

• Access to health services  
• Secondary care pathways  

• Implement the findings of 
the Pathway reviews in the 
Provider Trusts  

• Reduced A&E 
attendance  

• Reduced emergency 
admissions  

• Reduced re-
admissions  

Gypsies, travellers 
and boaters  

• Access to health promoting and 
screening services  

    

Refugees, asylum 
seekers and 
guests from 
Ukraine 

• Access to good information 
regarding entitlements to health 
service provision   

• Access to appropriate 
specialist mental health and 
therapeutic services  

• Sustainable primary care 
support  

• Ensure appropriate cultural 
competency among health 
services   

• Develop NHS-led 
governance arrangements 
for considering the needs of 
these groups  

• Review of translation 
services  

• Review of access to 
specialist mental health 
services  

• Review primary care access 
and support  

Access, experience and 
outcomes for physical and 
mental health services  
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People on long term sickness 
benefit (Coventry)  

• Increased opportunities for 
employment, training and 
volunteering  

• Pathways to wider support 
services  

• Develop links between 
primary care and the Job 
Shop  

• Develop a Return to Work 
employment offer through 
our Anchor Institutions  

• referrals to job shop   
• number of 

recruitments of 
individuals with > 6 
months on sickness 
benefit  

DRAFT -Disabled people, 
particularly with a sensory 
and/or developmental disability 
(Warwickshire)  

• Access to health services 
• Access to good information 

regarding entitlements to health 
service provision   

• Pathways to wider support 
services  

• Not year 1 - Complete 
review into discrete cohorts 
with a view to planning 
action for future years 

 

Not year 1 - Access, 
experience and outcomes for 
physical and mental health 
services  
 

DRAFT - People with physical 
and mental health needs 
and conditions with poor 
transport access to 
local services (Warwickshire)  

• Access to health services 
• Access to good information 

regarding entitlements to health 
service provision   

• Pathways to wider support 
services  

 

• Develop clear definition of 
this cohort using blended 
data and analytics 
incorporating new Census 
data 

• Understand transport issues 
and options to improve 
service access 

• Population group 
identif ied and 
segmented 

• Recommendations 
produced on service 
access opportunities -  

DRAFT - People in minority 
ethnic heritage groups 
experiencing comparatively poor 
health (Warwickshire) 
 

• Access to health services 
• Access to good information 

regarding entitlements to health 
service provision   

• Pathways to wider support 
services  

• Ensure appropriate cultural 
competency among health 
services  

• Not year 1 - Complete 
review into discrete cohorts 
with a view to planning 
action for future years 

 Not year 1 - Access, 
experience and outcomes for 
physical and mental health 
services  
 

Table 6 - Coventry and Warwickshire “Plus” groups, and our health inequalities measures 
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Monitoring the strategic plan 
Implementation of the strategic plan will be monitored through each of the programmes 
detailed in the delivery plans (Tables 4 and 5). In addition, we will develop an inequalities 
dashboard, based on the national dashboard (current indicators shown in italics) with 
additional measures to look at the short- and longer-term impact of the strategy on health 
inequalities. Table 7 offers some examples of ways in which we might seek to shape the 
measurement of aspects of the wider system work. This is a developing area of work, and 
we have begun the process to develop an aligned monitoring and assurance plan to fit within 
the system programme framework. 

  Examples of possible measures within ICS inequality – 
deprivation, ethnic group, plus groups (where possible)  

Risk factors  Obesity prevalence adults  

Excess weight –children  

Breastfeeding prevalence  

Smoking rates and quit rates  

Access to and use of 
services  

Rate of avoidable hospital admissions all ages  

Rate of emergency admissions all ages  

Rates of ED attendances and emergency admissions 0-4y  

GP experience and GP booking ratings  

Secondary care DNA rates  

Digital exclusion- Outpatient attendances occurring virtually   

Patients Waiting Over 18 or Over 52 Weeks  

Size and Shape of Waiting List by Weeks Waiting  

COVID-19 Vaccine Uptake  

Diagnostics  Rate of angiography hospital admissions  

Uptake of screening programmes  

Treatment  % type 2 diabetes who meet all 3 NDA treatment targets  

% hypertension with bp 150/90  

Proportion of patients with a serious mental illness (SMI) who 
received a complete physical health check  

Percentage of registered learning disabilities patients who received 
an annual health check.  

Outcomes  Life expectancy male/female  

Rate of preventable mortality  

Rate of mortality amenable to healthcare  
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<75 mortality: CVD, cancer, respiratory  

Table 7 – Example potential measures for monitoring progress on health inequalities 
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Appendices 
Appendix 1: Detail on “Plus” groups  
Coventry and Warwickshire ICS is working to identif ied Plus groups at the System and Place 
levels. The information in this appendix explains our evolving thinking in greater detail. 

 Coventry and Warwickshire-wide ICS ‘Plus’ group 

• Transient communities (people experiencing homelessness, gypsies, travellers and 
boaters, newly arrived communities including refugees, asylum seekers and guests 
from Ukraine) 

Coventry Place ‘Plus’ group 

• People on long term sickness benefit 

Warwickshire Place DRAFT ‘Plus’ groups 

• Disabled people, particularly with a sensory and/or developmental disability  
• People with physical and mental health needs and conditions with poor transport 

access to local services 
• People in minority ethnic heritage groups experiencing comparatively poor health 

The Warwickshire Plus groups are currently in draft form, with work being done across the 
Places to more fully explore the data, intelligence, and the way the wider system can 
respond. The intention is to select one Warwickshire Plus group per year on which to focus 
resource and activity, with the other Plus groups being picked up in future years. A review of 
Plus groups will take place annually to check continued prioritisation in the context of 
updated and improved data quality. 

 
Coventry and Warwickshire-wide Plus group 
‘Transient communities’ covers a number of population groups and communities of 
interest.  

There has been an unprecedented rise in numbers, pre- and in-pandemic, and Coventry 
hosts numbers well in excess of other regional authorities. In 2018 a comprehensive needs 
assessment13 was undertaken for our refugee and asylum seeker/migrant communities and 
their needs in Coventry. Whilst a similar needs assessment has not as yet been conducted 
for the population group in Warwickshire, there is a recognition of some significant overlap in 
terms of needs identified. 

With a significant increase in population size there are huge opportunities to influence the 
health of these communities directly through healthcare, and indirectly through wider 
determinants such as housing, education and employment. We have many gaps in our 
services: mental health service provision; access to appropriately resourced primary care 
(including access to mainstream primary care when refugees need to be moved from 
specialist practice provision (Coventry)); and wider access issues related to poor translation 
services across the patch. The Meridien Centre (specialist primary care) is currently 

 
13 https://www.coventry.gov.uk/downloads/download/5281/migrant_needs_assessment    

 

https://www.coventry.gov.uk/downloads/download/5281/migrant_needs_assessment
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managing its largest ever list with additional space being provided temporarily, but this 
impact is spreading into other primary care setting also. There is a huge amount of 
opportunity for change and for levelling up in terms of what we could and should provide for 
these communities. Action to support these communities will support newly arrived 
communities and migrant communities more broadly also, with ethnic inequality being critical 
to consider, in terms of the interplay with socio-economic deprivation.  

Transient communities – Gypsies and Travellers  
Gypsies and Travellers have the poorest self-reported health outcomes of all ethnic groups. 
National research suggests life expectancy is reduced by 10-12 years compared to the 
settled community and remain one of the most socially excluded groups within the UK. 
Higher infant mortality rates contribute to this gap in life expectancy and cause significant 
distress to individuals, families and communities. Such inequalities arise due to a range of 
factors including discrimination, poor accommodation, poor health literacy, a lack of trust in 
health providers and barriers in accessing health services. In the 2011 Census, 58,000 
people identif ied themselves as Gypsy or Irish Travellers across England and Wales with 
494 in Warwickshire (0.1% of the resident population). It is believed the number is a lot 
higher (3,500-4,200) as a large proportion of this group may not have participated in the 
Census.   

 Based on findings from a [local health needs survey 
https://api.warwickshire.gov.uk/documents/WCCC-630-1310] (40 G&Ts in 2015), priorities are around:   

• Access to material related to health, in particular around healthy lifestyles and 
behaviours due to high rates of smoking (62% said they do not read anything related to 
health because they cannot read)  

• Access to appropriate mental health services (67% of interviewees said that either 
themselves of someone in the family has experienced a mental health problem)  

Transient Communities - Boaters  

Warwickshire has an extensive network of waterways, with 19 rivers crossing the County 
and 4 canals in the ‘Warwickshire Ring’4. Whilst these waterways are popular tourist 
attractions it must be remembered that they also provide a home to a number of Liveaboard 
Boaters.   A 2019 survey highlighted health inequalities experienced by Liveaboard Boaters. 
The study based on responses from 356 Boaters found 88% were registered with a GP and 
52% with a dentist, whilst 37% had experienced being wrongly refused registration at GP 
surgeries and dentists. Access to routine appointments is poorer for Boaters than the 
general population, with 50% of Boaters rating their experience of getting an appointment as 
“Fairly” or “Very Good” compared to the general population. Screening uptake appointments 
is also poorer, with only 64% of Boaters having received an invitation letter for Cervical or 
Breast Screening when they should have and only 53% had received an invitation for Bowel 
Cancer when they should have.1  

Local data on access and uptake of health services, and subsequent outcomes for this 
population is not currently available due to gaps in data recording and reporting systems.  

  

https://api.warwickshire.gov.uk/documents/WCCC-630-1310
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Transient communities – people who are experiencing homelessness  

In 2020/21, 9 in every 1,000 households (2,257 in total) were owed a duty under the 
Homelessness Reduction Act in Warwickshire. In Coventry, this figure was 16.6 per 1,000 
households (2,503 in total).i It is recognised that homeless populations have significantly 
worse physical and emotional health outcomes compared to the general population. The 
following factors should be considered:  

• Reduced life expectancy  
• Physical health and accelerated ageing  
• Mental health and alcohol & drug use  
• Autism and learning disability  

People experiencing homelessness may have additional challenges in their experience and 
outcomes. 

  

Coventry Plus group 
People on long-term sickness benefit  
The 2010 Marmot Review concluded that being in good employment is usually protective of 
health while unemployment, particularly long-term unemployment, contributes significantly to 
poor health. However, being in work is not an automatic step towards good health and 
wellbeing; employment can also be detrimental to health and wellbeing and a poor quality or 
stressful job can be more detrimental to health than being unemployed. Unemployment and 
poor quality work are major drivers of inequalities in physical and mental health.   

The period covered by employment usually encompasses the longest segment of people’s 
lives: approximately 40 to 50 years. It also often covers the years when people are raising 
families, and as such is a particularly important period for the transmission of inequities to 
the next generation.  

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on   

People who are long-term unemployed have a lower life expectancy and experience worse 
health than those in work. Employment is one of the most important determinants of physical 
and mental health.  

https://www.coventry.gov.uk/downloads/file/31254/director_of_public_health_report_2019_-
_bridging_the_gap   

There are approximately 14,600 people in Coventry who are on long term sickness benefit.  

Warwickshire Plus Group(s) 

Warwickshire intends to progress work against 3 identif ied Plus groups in consecutive years, 
subject to an annual review based on improved data quality. 

 

  

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://www.coventry.gov.uk/downloads/file/31254/director_of_public_health_report_2019_-_bridging_the_gap
https://www.coventry.gov.uk/downloads/file/31254/director_of_public_health_report_2019_-_bridging_the_gap
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People with physical and mental health needs and conditions with poor transport 
access to local services 

Rural isolation is a significant area of concern for Warwickshire given our geography, and 
the proportion of older people experiencing it (although this is not solely an older people’s 
issue). Around 99,000 people in Warwickshire live in the most deprived fifth of the population 
when using the “Barriers to Housing and Services” domain (IMD2019), compared to around 
38,000 in the most deprived fifth when using the combined IMD Score. Many people living in 
a rural areas live in strong communities with good support mechanisms, but for those who 
don’t the combination of social and rural isolation can have a significant impact on health 
and wellbeing14.    

Marginalised groups15 and older people16 in rural areas are at higher risk of social exclusion 
and isolation17. Infrastructure challenges, including transport and broadband, can present 
barriers to accessing services either in person or remotely. 

Age UK highlight 5 key areas for action when addressing inequalities experienced by older 
people in rural communities, although they have common features for people of all ages:  

• Loneliness and social isolation  
• The digital divide  
• Lack of support networks among people who move to rural communities  
• Gaps in public transport provision  
• Gaps in support for carers and people living with dementia  

 

Not year 1 - People in minority ethnic heritage groups experiencing comparatively poor 
health 

Not year 1 - Disabled people, particularly with a sensory and/or developmental disability  

  

  

 
14 https://journals.sagepub.com/doi/10.1177/1745691614568352   
15 https://www.gov.uk/government/publications/health-inequalities-in-ageing-in-rural-and-coastal-areas 
16 https://www.ageuk.org.uk/our-impact/policy-research/ageing-in-coastal-and-rural-
communities/   

 
17 https://www.campaigntoendloneliness.org/threat-to-health/  

https://journals.sagepub.com/doi/10.1177/1745691614568352
https://www.gov.uk/government/publications/health-inequalities-in-ageing-in-rural-and-coastal-areas
https://www.ageuk.org.uk/our-impact/policy-research/ageing-in-coastal-and-rural-communities/
https://www.ageuk.org.uk/our-impact/policy-research/ageing-in-coastal-and-rural-communities/
https://www.campaigntoendloneliness.org/threat-to-health/
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Appendix 2: Local intelligence on the “5” clinical areas 
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Appendix 3 
Examples of innovation in the Coventry and Warwickshire integrated care system 

Clinical prioritisation health equity tool 
University Hospitals Coventry & Warwickshire NHS Trust (UHCW) have developed a clinical 
prioritisation health equity tool to prioritise waiting lists based on wider clinical and social 
needs. The tool is designed to be used across whole waiting lists to reduce health inequality 
developing or widening because of conventional waiting list management, so has an impact 
at a population level. Factors which contribute to health inequalities are built into the tool as 
part of the prioritisation algorithm. The target population can be defined locally by any 
inequalities variable that is included in patient management systems e.g. IMD score, 
ethnicity, protected characteristics, geography etc. This can be customised by clinical 
specialty to reflect the needs of their specific population group. The tool can be used to add 
weightings to anyone within the Core20PLUS5 group, as well as broader measures of health 
inequalities. Conventional use of waiting list management by time of wait alone risks 
increasing inequality and this tool enables all patients to benefit from NHS constitutional 
standards, yet within that, aims to reduce health inequality by clinically prioritising care 
based upon objective, evidence-based drivers of clinical outcome. Furthermore, it can 
impact the drivers of health inequality by enabling the social determinants of health to be 
factored into scheduling care for patients. A key strength of the tool is its f lexibility - it can be 
used more broadly across the system for any priority clinical condition or population group 
who experience health inequalities by including the relevant measures. All clinical areas can 
be accommodated, and the tool enables population health management via impact at 
individual level. 

 

 

 

 

 

 

 

 

 

 

 

  

Poverty Proofing  

Warwickshire County Council is working with ‘Children North East’, the originators of the 
Poverty Proofing programme approach, as part of its wider strategy on tackling social 
inequalities. The programme was first run in schools in the North East, with the aim to 
reduce stigma and remove barriers to learning, and to assist schools in exploring the 
most effective way to spend pupil premium allocation.  

The Poverty Proofing approach is holistic, encompassing: 

• A review of local policies, practices, systems and structures through the lens of 
poverty 

• A clear and individualised understanding of the local context and community 
• Keeping the voice of those with lived experience of poverty at the heart of all 

interventions 

We are taking the Poverty Proofing approach and transplanting it into four pilot sites in 
hospital trusts, and the local authority. The pilot encompasses training for professionals, 
gathering an understanding of the organisational and local context, consulting and 
listening to individuals who access or don’t access the services provided, and using the 
evidence gathered to inform decision making. A further review of subsequent practice 
changes will take place a year later. 
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Appendix 4 – Community engagement and co-production case study 
 

  
Community Powered Covid Response 
In response to the restrictions of the first lockdown in March 2020, and the resulting 
urgent need to support vulnerable and isolated people, many communities formed local 
support groups, providing food and essential household items, transport, prescription 
deliveries, and mental health support including befriending services.  The resulting 
informal network of some 300 groups across Warwickshire provided a lifeline to many 
people, but also a means of community engagement for the ICS.  This widespread 
mobilisation is a lesson to public agencies in the ability of communities to recognise their 
own priorities and challenges, to act with pace in designing services, and to deliver 
services with high levels of efficiency.  Outside of the pressure of a pandemic, this 
reinforces the value of coproducing services to ensure focus on the correct priorities, 
good design and efficient delivery.  
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Appendix 5 – Health Inequalities Strategic Plan engagement activity 
We continue to work to an engagement programme, not only to influence the shape of the 
Health Inequalities strategic Plan, but also to help us shape other system strategies being 
developed in this timeframe. See Table 3, below. 

Engagement activity 
Nov-
21 

Dec-
21 

Jan-
22 

Feb-
22 

Mar-
22 

Apr-
22 

Key Boards 

Warwickshire Health and Wellbeing 
Board       

Coventry Health and Wellbeing Board       

Warwickshire Place Partnership - North       

Warwickshire Place Partnership - Rugby       

Warwickshire Place Partnership - South       

Coventry Overview and Scrutiny 
Committee       

Warwickshire Adult's and Communities 
Overview and Scrutiny Committee       

Coventry Marmot Group       

Shadow Integrated Care Board        

Digital Transformation Board        

Board Leads for Inequalities       

Population Health and Prevention       

Place (?) Executive Group (PEG)       

Cancer Board       

Coventry and Warwickshire Clinical 
Forum       

Anchor Development Group       

Coventry and Warwickshire Place Forum        

Coventry SCRUCO       

One Coventry Partnership       

George Eliot Hospital Trust Development 
Board       

University Hospital Coventry and 
Warwickshire Board       

South Warwickshire Foundation Trust 
Board       
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Coventry and Warwickshire Partnership 
Trust Board       

Integrated Care Partnership Development 
Session       

Coventry Primary Care Development 
Group        

Warwickshire North Members 
Engagement (Primary Care)       

Rugby Members Engagement (Primary 
Care)       

Warwickshire Care Collaborative 
Development Board       

South Warwickshire Members 
Engagement (Primary Care)        

Warwickshire Corporate Board       

Other engagement discussions 

Personalisation       

Elective delivery leads       

Primary care delivery group       

Mental health transformation leads       

Children and young people physical and 
mental health leads       

NHS England/Improvement       

Inequalities Task Group       

CORE20+5 NHS Programme Leads       

 

Key 

 System engagement 

 Coventry engagement 

 
Warwickshire 
engagement 

 
NHS Provider 
Engagement 
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Appendix 6 – Primary Care Delivery Plan  
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Enc I      Cancer Deep Dive Performance Report Appendices 
 
Appendix 1: Breakdown of 62-day breach reason by tumour site for February 2022 (System level) 

Row Labels Administrative 
delay Capacity Diagnostic Medical Other reason 

(not listed) Patient Choice 

Breast 1 1 4   1 2 

Gynaecological   3 4   4   

Haematological (Excluding Acute 
Leukaemia) 

    6   1   

Head and Neck   3 4   3   

Lower Gastrointestinal     6   3 1 

Lung     1   5 3 

Other         1   

Sarcoma 1   2   1   

Skin   2     1   

Upper Gastrointestinal     2       

Urological (Excluding Testicular)   5 14 5 1 1 

Grand Total 2 14 43 5 21 7 

% of total  2.2% 15.2% 46.7% 5.4% 22.8% 7.6% 
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Appendix 2: Sickness absence rates 2021/22 and Covid Impact  
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Appendix 3: 28 Day Faster Diagnosis Performance (February) 

 

 

 

 

 

Patients

Breaches

%
 w

ithin 28 days

Breast symptomatic 238 11 95.4%
Suspected acute leukaemia 0 0 -
Suspected brain/central nervous system tumours 5 0 100.0%
Suspected breast cancer 691 57 91.8%
Suspected children's cancer 15 0 100.0%
Suspected gynaecological cancer 380 147 61.3%
Suspected haematological malignancies (excluding acute leukaemia) 19 5 73.7%
Suspected head & neck cancer 376 98 73.9%
Suspected lower gastrointestinal cancer 509 177 65.2%
Suspected lung cancer 78 40 48.7%
Suspected other cancer 7 0 100.0%
Suspected sarcoma 14 4 71.4%
Suspected skin cancer 828 162 80.4%
Suspected testicular cancer 13 3 76.9%
Suspected upper gastrointestinal cancer 330 38 88.5%
Suspected urological malignancies (excluding testicular) 342 184 46.2%
Total 4,092 1,052 74.2%

2w
w

 pathw
ays
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Appendix 4: Overview of short-term actions by tumour site  
Site Action Timescale/Update  Impact 
General Implementation of  28-day SOP to support 

new staf f 
Implemented • Increased staff awareness/data 

completeness 
 

Ongoing scrutiny of  the 62-day Cancer 
Patient Targeted List (PTL) and the 28-day 
FDS. 

Ongoing:  
PTL; ongoing at Trust/System level.  
28D FDS; provider level and monthly via ICS Board 
From April 22: Weekly Provider reviews of >104 
PTL 

• Improved tracking of individual patients 
• Improved position against the national 

cancer waiting time targets 

Ongoing communication plan to 
understand and support improved patient 
compliance  

Develop action plan in line with the actions 
described in Section 6.4 

• Reduction in the number of DNAs 
• Reduction in the number of patients on 

>62/104 day waiting list 
Dialogue with primary care leads Ongoing 

Monthly via Cancer Newsletter 
Quarterly meetings with PCN Clinical Cancer Leads 
Targeted training session (PCN and GP practice 
level) in line with requests 

• Improved quality of referrals 

Consultant buddy system to ensure 
administrative duties covered during period 
of  staff absence 

Pilot at SWFT commenced March 22 
GEH/UHCW reviewing trial pathways  

• Improved position against the national 
cancer waiting time targets 

Identify and build key stakeholder 
relationships; Speciality Service Manager, 
Lead Consultant and Nurse for each 
Pathway  

Complete  • Support the mobilisation of national best 
practice pathways 

Urology  
(Prostate 
Timed 
pathway) 
 
 
 

Review of  total waiting list (all 
subspecialties) to determine breakdown of 
patient waiting list by treatment/diagnostic 
type or owing to patient choice 
 
 

Data presented through PTL discussions.  
Immediate actions agreed: 
 - Use of  IS (refer to action below) 
 - Develop WMCA bid for additional clinical and non-
clinical cover across all Trusts (submission due 
27/4/22) 
 - Review of  tertiary referral process to minimise the 
number of duplicate OP attendances 
 - Teams to consider Straight to Test opportunities  
  

• Explore alternatives through IS or Mutual aid 
opportunities  

• Utilise care navigators to encourage patients 
to attend (where patient choice is contributing 
to a wait > 62 days) 

To consider use of  Independent Sector 
(Cystoscopies and LATP) for providers 

UHCW routine cystoscopies activity transferred 
throughout March/April 2022 (backlog of 300 
cleared) 

• Improved Turnaround Time  
• Improved position against the national cancer 

waiting time targets 
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during March/April and for the early part of 
2022/23 

Continue arrangement until the end of May for both 
cystoscopy and LATP; awaiting feedback from IS 
providers 
 

 

Transfer of  GEH Histopathology cases to 
SWFT laboratory 
 
 

Agreement in place; transfer commenced end of 
2021. Formal data reporting to understand impact to 
be shared on agreement with the Pathology 
Network.  

• Improved Turnaround Time  
 

Use of  non-recurrent cancer transformation 
funding to clear Histology backlog reporting 
 
 

45 Urology (and other tumour sites) cases reported 
since January 2022 

• Improved Turnaround Time  
 

Completion of deep dive review of Prostate 
pathway (all providers) 

GEH – Completed Summer 2021 & February 2022 
 
GEH: Haematuria pathway mapped in March and 
April to support implementation of Care Navigator.  
 
SWFT – Prostate Pathway mapped and presented, 
follow up meeting to determine next steps  
 
SWFT: Actions developed from Mapping:  
• Visit Wye Valley who are achieving 28 days 
• Reduction of waiting time for biopsy actions 

include additional lists being added, permanent 
timetabling of additional lists Registrar, 
Consultants and CNS’s, support UHCW as 
regional training centre for LATP 

• Redevelopment and implementation of newest 
TWW form 

• All Radiology to be requested electronically for 
speed  

• MDT processes to be improved, including 
Referral criteria, reporting for radiology to be 
standardised, benign patient pathway – Long 
term  

 

• Incremental changes to pathway based on 
Trust and system level action plan 
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UHCW – started 22/04/22 with plans to complete by  
06/05/22. Offer made to UHCW for ICS Urology 
transformation support 2 days per week  
 
 

Stepped approach to one stop model of  
care: UHCW focusing on direct access to 
MRI 
 
 

Develop and share protocol by the end of May 2022 
 
 

• Improved position against the national cancer 
waiting time targets 

 

Simple changes to pathway; focusing on 
sustainable quick wins e.g. identifying best 
use of  Care Navigator role and discussions 
for reducing patient thinking time once 
treatment necessary, and improve 
communication between Trusts  

Develop plan by end of May 2022 
 
 
The mapping being undertaken in April and May 22 
should inform current position and required next 
steps to support FDS.  

• Improved position against the national cancer 
waiting time targets 

• Reduction in the number of DNAs 
• Reduction in the number of patients on >62/104 

day waiting list 
 
 

Engage with Trusts to explore opportunities 
for system working  

Attend AGM on 04.05.22 to present work on Urology 
pathway so far  
 
Develop half day workshop across the system and a 
joint action plan to support pathway changes that 
support improved position against CWT targets. 
Booked June 17th AM 

• Joined up approach and opportunity to develop 
and provide more equitable service across the 
system 

UHCW: LATP training offer Establish UHCW as regional training option for 
nurses undertaking LATP in the West Midlands  

• Increases provision and capacity for LATP’s for 
patients referred on the Prostate cancer 
pathway  

Skin Waiting list initiative clinics  Recovery Funding utilised at UHCW during Quarter 
4 – backlog reduced during this period from 68 
cases early January to 9 cases as at 17/4/22 

• Reduction in the number of patients on >62 day 
waiting list 

Exploring straight to test opportunities 
(SWFT) 

On hold: Given the recent changes to clinic 
conf iguration and waiting list initiatives, this need will 
be reviewed in 3 months to assess potential 

• Improved position against the national cancer 
waiting time targets 
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Clinic reconf iguration to streamline 2ww 
cases 

Commenced; dedicated 2ww nurse led minor ops 
clinics in place from March 2022  

• Protected capacity for 2ww referrals 
• Improved position against the national cancer 

waiting time targets 
Head and 
Neck 

Launch of  system wide 2ww referral form 
 

SWFT/UHCW clinicians agreed content 30/3/22; 
awaiting feedback from LMC ahead of launch  

• Adherence to EAG recommendations 
• Improved quality of referral  

Waiting list initiative clinics (UHCW) 
scheduled for Q4 

Ongoing throughout Quarter 4. > 62 day backlog 
reduced slightly during this period from 41 cases 
early January to 21 cases as at end of March 

• Reduction in the number of patients on 2ww/ 
>62 day waiting list 

Audit to assess quality of  referrals and 
impact of  non-patient face to face 
examinations in primary care 
 

Meeting scheduled with UHCW/SWFT 21/3/22; 
UHCW provided feedback excluding information on 
examinations.  
SWFT; delay completing owing to holiday period. 
Due w/c 25/4/22 
Inclusion in June Primary Care Cancer Newsletter  

• Informing cancer pathway transformation e.g. 
straight to test  

Initial assessment of  national timed 
pathway  
 

Meeting with UHCW/SWFT 21/3/22; outline plan 
developed. 
ICS Team establishing Steering Group with Trust 
leads by the end of April 2022  

 

Lower GI Straight to test (UHCW) and audit outcome UHCW piloted and reported to ICS cancer Board.  
ICS Team shared protocol with GEH and SWFT; 
awaiting Trust feedback. Due end of April 2022 

• Improved position against the national cancer 
waiting time targets 

• Timely access to diagnostics 
• Improved patient compliance and experience 

(Supported by care navigator) 
Care Navigator roles to support 
FDS/improved patient compliance  

UHCW; in post December  
SWFT x 2 posts (in post March/April). 
GEH; in post 
 

• Improved patient compliance and experience  
• Increased number of patients straight to test 
• Improved position against the national cancer 

waiting time targets 
 

Care Navigator role (in post at UHCW) 
since December; case study overview 

Presented at ICS Cancer Board 26/2/22 
Circulated to SWFT/GEH 

• Support system wide roll out of care navigator 
roles  

• Develop network of care navigators to share 
learning and benefits to cancer pathway  

Gynaecology Understand GIRFT recommendations and 
potential to work across the speciality to 
improve cancer/routine pathways; meet 
with Elective Care System Lead 

End of April 2022. Ensure system wide plans 
aligned across: 
General Surgery (Breast and Urology) 
Gynaecology 

• Consider wider pathway transformation and 
opportunities and develop system wide plan to 
improve performance against national cancer 
waiting time targets 

Additional theatre capacity (UHCW) to 
support improved position  

February/March 2022  
 

• Reduction in the number of patients on >62 
day waiting list 
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UHCW Mutual aid request to SWFT and 
GEH to cover workforce sickness absence  

January 2022; owing to pressures across all Trusts 
this was not forthcoming 
Review 2ww referrals; ICS supporting audit by end 
of  May 2022 

• Minimise risk of worsening position of patients 
on 2ww/>62 day waiting list 

Arrange Training and Education session for 
Primary Care HCPS with focus on 
PMB/Endometrial Cancer 

PLT sessions arranged in April/May 2022 • Management of patients in primary care 
• Improved knowledge to improve quality and 

appropriateness of 2ww referral 
Deep dive review of Gynae Pathway and 
review against GIRFT recommendations  

SWFT – Q4 2021/2022 and Q1 2022/2023 
GEH – Team approached and ICS support offered  
UHCW – Ongoing support and strong relationships 
established following implementation of central MDT 

• Improved position against the national cancer 
waiting time targets 

 

Lung (Timed 
Pathway) 

Additional theatre capacity  February and March 2022 • Reduction in the number of patients on >62 
day waiting list 

Arrange deep dive into pathways; each 
Trust and report f indings and 
recommendations at system wide 
workshop  

UHCW – completed Winter 2021 
SWFT – booked April / May 2022 
GEH – approached Lung service manager to offer 
ICS support. Awaiting response; due end of April 22 
 
 
 
 
 
 
 

• Improved position against the national cancer 
waiting time targets 
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 Implementation of system wide 2ww Lung 
referral form an undertake GP education  

• Implemented in April 2022 
• Monitor usage via Trust Booking Teams and 

target GP practices where appropriate  

• Improved quality of cancer referrals  
 

Deep Dive Review by Trust:  
 

SWFT:   
• Reinstate Lung Straight to CT pathway  
• Increase triage capacity, use recovery 

funding to backfill CNS 
• Bring EBUS. ALK1 and ROS1 back locally 

and make enquiries re delays to Pathology 
at Worcester for EBUS  

GEH: Trust Transformation Team to provide 
feedback by mid-May 
UHCW: ICS to meet Lung Team and review 
mapping to determine actions required to support 
FDS – May 2022  

• All actions to support services move towards 
National Timed Pathway recommendations  

Breast Supporting waiting list initiative clinics 
through the use of Cancer Recovery funds 
(UHCW) 

2ww Breast symptomatic performance increased 
f rom 61.7% December 2021 to 92.8% in February 
2022 
 

• Maintain performance in line with national 
waiting time targets (2ww) 

Transfer of  GEH Histopathology cases to 
SWFT lab 

Agreement in place; transfer commenced end of 
2021. Formal data reporting to understand impact to 
be shared on agreement with the Pathology 
Network. 

• Maintain performance in line with national 
waiting time targets  
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Appendix 5: Long Term actions by tumour site 

Site Action Timescale Impact 
General Review of  A&G offer across primary care, 

enhancing where there are known gaps 
• Summary provided by each Trust for 

inclusion in May Primary Care Cancer 
Newsletter and publishing on GP 
Gateway/equivalent 

• Scoping meeting with Consultant 
Connect/GEH Breast Team;  
• Phase 1 refocus offer to GPs for inclusion 

in May newsletter.  
• Phase 2 refocus offer when new 

consultants in post (date to be confirmed by 
GEH) 

• Improve quality of referrals 
• Likelihood to reduce number of 2ww referrals   

Recruitment to TEE post and build and 
expand Training and Education plan 

New Starter mid May 2022 
Training baseline undertaken Feb 2022 
Collaborate with key stakeholders early Quarter 2 
Development T&E plan by end of Quarter 2 
 
 

• Various – content is focussed where 
improvement is required  

Targeted work with PCNs and GP practices 
to ensure correct use of 2ww referral forms 

Forms part of ICS Cancer Team BAU 
Monthly communication bulletin issued to Primary 
Care  

• Improve quality of referrals 

Development and mobilisation of business 
cases to pump prime pathway 
transformation  

Submission 27/4/22 focusing on: 
• Urology/Lower GI Cancer Recovery 
• Histopathology  

• Improved position against the national cancer 
waiting time targets 

• Improved patient experience  
 

Focus on national timed pathways with 
dedicated PM support  

ICS PM leads assigned to individual tumour sites 
and will take forward plans as described 
ICS PM to work directly with teams subject to 
approval 

• Improved position against the national cancer 
waiting time targets 

 

Develop plan to ensure Care Navigator 
roles in place across Trusts   
Establish system wide Care Navigator 
network  

Providers submitted position statement by tumour 
site mid-March (including start dates) 
System wide Network due to be established during 
Quarter 1 22/23; providing support and sharing 
good practice 
 

• Improved patient experience and compliance  
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Investment to support Histopathology 
services  

In line with recruitment plan (by end of June 2022) 
agreed with Pathology Network 
Baseline assessment of current TAT to monitor and 
report in year improvements 

• Improved Turnaround Times  

Urology  
(Timed 
pathway) 

Implementation of the best practice timed 
pathway for prostate; facilitating deep dive 
and stablish system wide steering group  
early Q1 2022/23 

Q1 2022/23 
Booked for June 17th AM  
 

• Identify pathway transformation opportunities 
at both provider and system level  

• Improved position against the national cancer 
waiting time targets 

 
Development of  Training and Education 
plan to increase number of  nurse led 
LATPs (WMCA led) undertaken  

Plan in place by mid-April 22 / May 2022 • Upskilling and increasing LATP capacity; 
reduce pressure on consultants 

 
Identify clinical leads to support 
development of primary care guidelines to 
support improved referrals (quality and 
case-mix in line with NICE) 

Q1/Q2 2022/23 
May/June 2022 

• Improved quality of referral  
• Improved knowledge across primary care 

Review and implementation of  MDT 
guidance by protocol/standards of care  

Q1 2022/23 
For discussion at Systemwide workshop June 2022 

• Appropriate patients discussed at MDT; 
reducing pressure as potential to limit the 
number of patients discussed 

• Patients outside of protocol managed  
• Improved 62/104 day waiting list position  

Move towards one stop model of care 
 

Date to be confirmed by Trust leads (wider demand 
and capacity exercise regarding diagnostic 
requirements to be undertaken) 

• Improved patient satisfaction/compliance  
• Improved position against the national cancer 

waiting time targets 
Recruitment, development, and 
implementation of Care Navigator role  

All Trusts  • Improved patient experience and compliance 
at f ront end of pathway  

• Support to teams  
Explore opportunities towards a more 
integrated system/network for Urology in 
C&W  

Explore through Steering Group; identify wider 
opportunities  

• Improved position against the national cancer 
waiting time targets 

Explore opportunities for an ‘investigations 
unit’ – stand alone or within CDH plans  

Engage with stakeholders on feasibility  • Improved performance, patient experience 
and centralising all diagnostics and 
treatments  

Skin Early system wide discussion with Elective 
Care lead; alignment of plans 

End of April 2022 
 

• Consider wider pathway transformation and 
opportunities and develop system wide plan 
to improve performance against national 
cancer waiting time targets 
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Exploring use of AI in primary care; 
determine procurement/contractual 
implications  

Initial meetings held in March/April 2022 
Awaiting outcome of formal paper 
Agreement of next steps to be confirmed by the end 
of  May 2022 

• Improve quality of referral 
• Streamline referrals into most appropriate 

service/pathway  

Head and 
Neck 

System wide workshop planned to focus 
on:  

• Development of Globus pathway 
way  
 

• Funding to support Thyroid CNS 
post (UHCW) 

Initial meeting held in April 2022. Agreement to 
establish regular system wide group. 
ICS team established regular Steering Group to 
take forward pathway transformation, including links 
to CDC 
Recruitment process undertaken. Trust to submit 
proposed outcome measures to ICS Team by 
9/5/22 

• Development of actions plans to include 
timelines to support pathway transformation 

• Improve quality of referrals  
• Ensure appropriate referrals to 2ww 
• Support delivery of improved 28/62-day 

position  

Management of  Fine Needle Aspiration 
clinics (staf f currently in training) to 
minimise the number of  inadequate 
samples 

Timescale to be confirmed with Trust and 
Histopathology leads by 9/5/22  

• Ensuring suitable samples are taken in clinic 
will reduced the need for follow up FNA and 
reduced the overall time to outcome.  

Lower GI Change to the current FIT pathway (paper 
circulated to key stakeholders w/c 14/2/22); 
aiming to pilot and mobilise preferred 
option early 2022/23 

Establish PCN pilot(s) sites 
Evaluation of pilot 
Full Rollout expected from Sept 2022 

• Referrals supported with a FIT result can be 
more ef fectively triaged by secondary care, 
ensuring more appropriate diagnostics for 
patients and reduced burden on endoscopy 
services.  

• Higher risk patients identified based on FIT 
results; timely access to endoscopy 

Gynaecology Move towards one stop hysteroscopy 
clinics (UHCW secured funding) 

By end of June 2022 • Reduced visits for patients’ timely access to 
results 

• Improved patient satisfaction & compliance  
• Support delivery of improved 28/62-day 

position 
Lung (Timed 
Pathway) 

Additional CNS post at UHCW to support 
increased 2ww referrals as result of  
Targeted Lung Health Check demand 

Staf f member in post April 2022; quarterly update 
due early July 22 

• Providing additional 2ww capacity to review 
patients    

• Additional senior CNS time to support wider 
cancer pathway transformation  

Bring back send away testing 
(Histopathology) 

For discussion with Pathology Network via Clinical 
Diagnostics governance structure ; end of May 2022  

• Reduced TAT for tests pertinent to the lung 
pathway  

Straight to CT  • GEH developed CXR to CT pathway end of 
January 2022 

• UHCW in place  

• Timely access to diagnostics  
• Improved position against the national cancer 

waiting time targets 
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SWFT to raise internally and establish position by 
end of  April 2022 

Upgrading CNS role to support Triage 
backfill  

Upgrading CNS roles from B6 to B7 backfill Lead 
CNS to undertake triage for 2WW referrals  

• Will increase capacity to support increase 
referrals  

Breast Established a system wide breast group 
focusing on key priorities: 

• Advice and Guidance  
• Role of  care navigators to support 

f ront end of the pathway  

Monthly meetings established 
 
Refresh Consultant Connect at GEH; end of April 
2022 
Review SWFT A&G offer (awaiting recruitment) 
UHCW to provide outline intentions by mid- May 
2022 
Trusts to submit plans by mid May 2022 

• Reduced anxiety for low-risk patients 
• Potential reduction in the number of overall 

referrals  
• Improved patient compliance 

Move towards Under 38/Breast pain only 
clinics 

In place at GEH 
SWFT due to start (recruitment delays) May 22  

• Streamline referrals to 2ww/Low risk clinics  
• Reduction in the number of diagnostic tests 

performed for patients meeting criteria  
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5.0 Performance 
 
5.1 The report details February 2021 performance for the NHS Constitution Rights & Pledges and 

priority indicators for both the CCG and its main providers of services. Actions being taken to 
address any areas of non-achievement are detailed in the exception reports.  The Regional 
Average has been provided, where this is available, for the NHS Constitutional targets. 

 

 
 

 
 

  

Good Progress Basis Target Feb-22 Trend Regional 
Average

Cancer - 2 week wait Breast CCG 93% 93.3% 43.4%

Cancer 31 day - anti drug regimen CCG 98% 99.2% 98.5%

Areas of Concern Basis Target Feb-22 Trend Regional 
Average

GEH 77.1%
SWFT 68.4%
UHCW 70.0%

A&E - 12 Hour Trolley Waits Provider 0 5

Ambulance Handovers over 15 minutes Provider 0 5,237

RTT - Incomplete Pathway CCG 92% 62.4% 58.5%

RTT - 52 week breach CCG 0 4,677

RTT - 104 week wait CCG 0 158

Diagnostic Tests - Patients shouldn’t wait more than 6 wks CCG 99% 93.9% 69.5%

Cancer - 2 week wait GP Referrals CCG 93% 83.3% 74.4%

Cancer - 31 day standard CCG 96% 94.6% 90.9%

Cancer - 31 day surgery CCG 94% 93.9% 74.7%

Cancer - 31 day radiotherapy CCG 94% 89.8% 93.9%

Cancer - 62 day standard CCG 85% 55.3% 52.9%

Cancer - 62 day screening CCG 90% 60.4% 58.9%

Cancer - 62 day upgrade CCG 85% 77.1% 71.4%

Cancer - 104 Day breaches (patients) CCG 0 38

NHS 111: % calls answered in 60 seconds WMAS 95% 47.9% 52.7%

A&E - Patients should be admitted, transferred or discharged within 4 
hours (March 22) 95% 71.5%
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Mental Health Performance  
 
 

 
 
 

 
   
 
While Mental Health reporting is still suspended in the main, CWPT has allowed the use of the CAMHS data. However, 
during the COVID pandemic period this data has not undergone the usual rigorous validation processes or sign off by 
operational teams. 

  

Good Progress Basis Target Feb-22 Trend

Improving Access to Psychological Therapies (IAPT): Recovery 
Rate (Dec 2021) CCG 50% 50.0%

IAPT 6 weeks - Finished Treatment (Dec 21) CCG 75% 96.2%

IAPT 18 weeks - Finished Treatment (Dec 21) CCG 95% 100.0%

CAMHS - Referral to Treatment (Routine - 18 weeks) CWPT 95% 95.1%

Annual Health Checks - Learning Disability (Q3) CCG 775 825

Areas of Concern Basis Target Feb-22 Trend Regional 
Average

Improving Access to Psychological Therapies (IAPT): Access Rate 
(annualised) (Dec 21)) CCG 22% 17.7%

Service users experiencing a first episode of psychosis or ARMS 
who waits less than two weeks to start a NICE recommended 
package of care

CCG 60% 58.3%

Dementia diagnosis percentage (65 + years) CCG 66.7% 55.8% 60.8%

Annual Health Checks for patients with Severe Mental Illness (Q3) CCG 50% 25.5% 33.3%

CAMHS - Referral to Treatment (Emergency - 48 hrs) CWPT 100% 80.9%

CAMHS - Referral to Treatment (Urgent - 5 days) CWPT 100% 50.0%

CAMHS - patients will have an assessment within 48 hours of 
referrals to ALT where medically fit CWPT 100% 80.9%

CAMHS - Waiting time from initial appointment to f/up (12 weeks) CWPT 95% 44.6%

CAMHS - referrals for an assessment or treatment of any eating 
disorder will access NICE concordant treatment within 1 week for 
urgent cases (Quarter 3) (Dec)

CCG 90% 33.3%

CAMHS - referrals for an assessment or treatment of any eating 
disorder will access NICE concordant treatment within 4 weeks for 
routine cases (Quarter 3) (Dec)

CCG 90% 19.6%

Children and Young People’s Emotional Well-Being and Mental 
Health Follow-ups (over 12 weeks ) CCG 12 weeks 220

Children and Young People’s Autism Spectrum Disorder Assessment 
Waits (CYP ASD) (over 12 weeks - proxy ) CCG 12 weeks 4300
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NHS Constitution Rights and Pledges 
 

5.2 February 2022 performance for Coventry and Warwickshire CCG and its main providers is shown below: 
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NHS Local Mental Health Priorities 

5.3 February performance for Coventry and Warwickshire CCG at CWPT is shown below. Exception reports for non-compliant standards are detailed 
further on in the report.  

 

Indicator Target Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22

60% 75.0% 42.9% 60.0% 84.6% 83.3% 70.0% 94.7% 83.3% 71.4% 88.9% 100.0% 58.3%

67% 54.7% 55.1% 55.3% 56.2% 55.9% 56.0% 56.0% 55.7% 56.1% 55.7% 55.5% 55.5%

75% 95.7% 95.8% 98.1% 98.6% 97.0% 98.4% 97.8% 97.6% 95.8% 96.2%

95% 97.4% 98.3% 99.1% 99.3% 99.2% 100.0% 99.3% 100.0% 100.0% 100.0%

22% 19.7% 21.3% 20.4% 24.5% 22.8% 22.5% 21.6% 20.5% 22.2% 17.7%

50% 53.9% 51.7% 53.0% 51.0% 54.0% 54.0% 53.0% 47.0% 50.0% 50.0%

100% 100.0% 95.8% 90.5% 97.8% 98.5% 97.5% 100.0% 100.0% 93.0% 95.7% 91.2% 80.9%

100% 100.0% 83.3% 100.0% 100.0% 100.0% 77.8% 90.9% 100.0% 78.6% 87.5% 87.5% 50.0%

95% 100.0% 73.9% 96.1% 100.0% 95.1% 97.7% 87.3% 82.7% 73.0% 83.9% 94.8% 95.1%

593 837 1019 944 943 567 729 926 985 744 343 366

CAMHS - Waiting time from initial appointment to follow up appointment (12 weeks) 95% 57.0% 60.1% 63.0% 50.7% 48.7% 39.5% 37.1% 40.6% 44.2% 47.7% 42.1% 44.6%

School Age N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 166 158

Cov Pre-School N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 127 147

Warks Pre-School N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 8 8

Total 66 77 66 77 77 56 83 91 72 82 N/A N/A

26 36 35 39 41 25 22 40 62 64 108 81

90% for 18/19

90% for 18/19

100% 100.0% 95.8% 90.5% 97.8% 98.5% 97.5% 100.0% 100.0% 93.0% 95.7% 91.2% 80.9%CAMHS - patients will have an assessment within 48 hours of referral to ALT where medically fit

CAMHS - Looked After Children referred within 9 weeks - number of referrals

TBC

Adult - % of service users experiencing a first episode of psychosis or ARMS (at risk mental state) who waits less than two weeks to start 
a NICE recommended package of care - Completed Pathways

CAMHS - Number of ASD assessments undertaken each month

CAMHS - referrals for an assessment or treatment of any eating disorder will access NICE concordant treatment within 1 week for urgent 
cases
CAMHS - referrals for an assessment or treatment of any eating disorder will access NICE concordant treatment within 4 weeks for routine 
cases 

CAMHS - Referral to Treatment (Emergency - 48 hours)

CAMHS - Referral to Treatment (Urgent - 5 working days)

CAMHS - Referral to Treatment (Routine - 18 weeks)

CAMHS - Referrals Received by Navigation Hub (All CAMHS)

CAMHS - ASD Waiting time from referral to assessment (Average wait)

Dementia Diagnosis over 65 years

IAPT 6 weeks - Finished Treatment

IAPT 18 weeks - Finished Treatment

IAPT Access Rate (annualised)

IAPT Recovery Rate

Mental Health Dashboard

106

50.0%

41.2%

11.1%

24.5%

66

33.3%

25.0%

Not 
available

53

33.3%

95.7%

50

Quarterly

Quarterly

Quarterly

Not 
available
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Benchmarking Data 
 

5.4 Benchmarking of Coventry and Warwickshire CCG March performance against both the Midlands and the NHS England position is shown below. The 
CCG is performing better than England and the Midlands against the Diagnostic standard and the 2 week wait and 31 Day Cancer standards. Concern 
remains for A&E 4 hour standard, 18 Weeks RTT, 62 Day Cancer standards, Dementia Diagnostic rates and Physical Health Checks for people with 
SMI.  

 

 
 

 

Description Target Month Data
Risk  - 

Benchmarked 
against England

Compared with Midlands and 
England Trend

Patients on incomplete non-emergency pathways waiting no more 
than 18 weeks from referral 92% Feb-22 62.4% 

Patients waiting less than 6 weeks from referral for a diagnostic test 99% Feb-22 93.9% 

Patients should be admitted, transferred or discharged within 4 hours 
of their arrival at an A&E department 95% Mar-22 71.3% 

Cancer two week wait for first outpatient appointment for patients 
referred urgently with suspected cancer by a GP 93% Mar-22 83.3% 

Cancer two-week wait for first outpatient appointment for patients 
referred urgently with breast symptoms 93% Mar-22 93.3% 

Cancer one month (31-DAY) wait from diagnosis to first definitive 
treatment for all cancers 96% Mar-22 94.6% 

50%

70%

90%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

70%

90%

England Midlands CWCCG

50%
70%
90%

England Midlands CWCCG

30%
50%
70%
90%

England Midlands CWCCG

50%
70%
90%

England Midlands CWCCG
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Description Target Month Data
Risk  - 

Benchmarked 
against England

Compared with Midlands and 
England Trend

Cancer 31-day wait for subsequent treatment where that treatment is 
an anti-cancer drug regimen 98% Mar-22 99.2% 

Cancer 31-day wait for subsequent treatment where the treatment is a 
course of radiotherapy 94% Mar-22 89.8% 

Cancer 31-day wait for subsequent treatment where that treatment is 
surgery 94% Mar-22 93.9% 

Cancer two month (62-day) wait from urgent GP referral to first 
definitive treatment for cancer 85% Mar-22 55.3% 

Cancer 62-day wait from referral from an NHS screening service to 
first definitive treatment for all cancers 90% Mar-22 60.4% 

Cancer 62-day wait for first definitive treatment following a 
consultant's decision to upgrade the priority of the patient 85% Mar-22 77.1% 

Dementia Diagnosis Rate 82% Mar-22 55.8% 

Physical health checks for people with severe mental illness (SMI) 60% Q3 
21/22 25.5% 

60%

80%

100%

England Midlands CWCCG

60%

80%

100%

England Midlands CWCCG

0%

50%

100%

England Midlands CWCCG

40%
50%
60%
70%

England Midlands CWCCG

40%

60%

80%

England Midlands CWCCG

50%
70%
90%

England Midlands CWCCG

50%

60%

70%

England Midlands CWCCG

0%

20%

40%

England Midlands CWCCG
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6.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

Benchmarking 
              
 
 

 
 
     CWCCG      MIDLANDS      ENGLAND 
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6.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

A&E Performance 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

*Data Source NHS Insights on a provider basis 
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6.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

 
 

 
 
 
Daily Sitreps as at 06/04/2022 (Unvalidated Data) 

 

 

 Current Position 
Bed Occupancy  
(Incl Esc beds) 

Trust Core Escalation Total 
Beds 

occupied 
Latest 
week 

Last 6 
weeks 

GEH 299 0 299 299 100.0% 98.9% 
SWFT 373 57 430 413 80.9% 80.7% 
UHCW 999 33 1,032 1,009 93.5% 94.0% 
Total 299 0 299 299 100.0% 98.9% 

 

 
Update:  
• Month 12 A&E published report is now available and shows a decrease 

in performance in Coventry and Warwickshire achievement to 71.3%. 
The System is now performing broadly in line with the Midlands (71.5%) 
and England (71.6%). Achievement against the 4-hour standard 
continues be challenged nationally. 

• Attendances in February have decreased, at a provider level, to 30,906, 
from 31,647 in January. 

• A&E attendances on a CCG basis are 14% below the activity levels as 
at the same month in 2020, and now 8% under year to date, due to 
significantly lower attendances through the Winter period in 
comparison to 2020/21. Emergency admissions remain well below 
2020 levels. 

• Occupancy varied across the system during the last six weeks with an 
average of 98.9% seen across the System.  

• The target for reduction of the number of patients with no right to reside 
has been rebased, as it was not met at the end of March as set by NHS 
England. The figure of 190 (40% reduction of the 317 patient baseline 
set 13 December 2021) remains, with a plan to achieve by 30 June 
2022. Actions to support discharge delays are aimed to support the 
movement of these patients to more appropriate care settings. 

• The number of patients who do not meet the criteria to reside met target 
during March, however, there was an increase during the first week of 
April. 

• Numbers of long stay patients (those admitted for 7, 14 and 21 days) 
are broadly in line with pre-Covid figures. During 2021/22, there has 
been a sustained increase in long-stay patients which has driven this 
change.  
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6.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

Recovery Actions: 
 
System Oversight and Support:  
 
1. Monthly Urgent and Emergency Care Board in place including all partners 

across the system to support urgent care delivery. 
2. System Urgent Care Transformation Board, supported by Place Based 

local A&E Delivery Board for oversight and support of transformation and 
delivery plans. 

3. Daily review of Medically Fit for Discharge and actions to discharge. 
4. Discharge monies coordinated across the System. 
5. Discharge task and finish group established, to focus on improving flow. 
6. System wide Multi-Agency Discharge Events being held, including 

community hospitals and Mental Health to fully understand system issues 
and partner solutions. 

7. Discussion relating to establishment of co located UTCs across all sites in 
progress, to provide alternative options for patients with lower acuity. 

8. Funding identified to implement Single Point of Access for hospices proof 
of concept, which will support patient f low. 

9. System escalation and resilience review, reported through the Coventry 
and Warwickshire A&E Delivery Board. 

10. Workstreams in place to review alternatives to ED on a System basis, to 
include; 
o Pre-Hospital pathways 
o Urgency Community Response 
o Urgent Treatment Centres development 
o Missed opportunities audit 
o Mutual aid 

 
 

Actions to date:  
 
1. A number of actions are in place to support discharges, and therefore 

flow, through the System; 
o Deep dive into all local authority discharge delays 
o Review by therapy teams of all care/discharge needs  
o Emergency Care Improvement Support Team visit to support 

Medically Fit for Discharge reduction 
o Domiciliary care resilience workstreams in place 
o Review of CHC delays and fast track provision. 
o Additional care home capacity commissioned 
o Virtual ward; System meeting set up and expansion of capacity 
o Hospice collaboration and expansion discussion 
o Additional blue bed capacity commissioned 

2. Daily call with WMAS for escalations in place. 
3. Pilot for WMAS clinical navigators to commence in South 
4. Increased mutual aid and support across the system. 
5. SDEC expansion across all providers to ensure a minimum 12 hours 

per day 7 days per week  
6. Direct access to SDEC for WMAS/EMAS. 
7. Increase in ward rounds at weekends to maximise discharges and 

improve patient f low. 
8. Review of complex Long Length of Stay patients to establish learning. 
9. Review of all delayed Mental Health patients to establish reasons and 

trends for blockers. 
10. Implementation of Respiratory Support Unit (RSU) at GEH in progress. 
11. Outpatient parenteral antimicrobial therapy (OPAT) virtual ward at 

GEH commenced, which will allow patients to be discharged earlier or 
avoid an admission for those patients who require intravenous 
antimicrobial therapy to manage infection. 
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6.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 
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6.2 EMERGENCY CARE TARGETS: 111 (95%) and Ambulance Handovers 

Benchmarking – 111 – % of calls answered within 60 seconds 

              
         WMAS         MIDLANDS        ENGLAND 
111 Outcomes Performance   

 
 

Ambulance Handovers 
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6.2 EMERGENCY CARE TARGETS: 111 (95%) and Ambulance Handovers 

111 Service Improvement Actions:  
• Pre-Hospital Pathway Forum sessions underway on a monthly basis 

with, positive discussions in each place looking at options and 
opportunities. Each session will focus on areas of transformation. 

• Review of 111/999 DoS profiles continues for all alternative pathways to 
ED, and further scoping opportunities for increased access in to other 
pathways from 111/999 are being worked on. 

• WMAS Pathway and DoS Leads working closely with Provider leads to 
ensure referral links are clear for referrers. 

• Work to review SDEC access to include discussions around a single 
point of access and the options for this in C&W, and exploring the WMAS 
CAD (computer assisted dispatch) portal access for UCR cases. 

 
 
February 2022 – Ambulance Handover Times 
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7.0 REFERRAL TO TREATMENT (92% Incompletes, 0 52 Week Waits): Overview 

Benchmarking 

             
        CWCCG        MIDLANDS       ENGLAND 

 
 
 
 
 
 
 
 
 

 
 

 
 

Recovery Actions:  
1. Monthly System Elective Care Board (ECB) continues to meet monthly, 

and is now also aligning with digital and health inequalities agenda. 
2. The target of zero 104 week waits was achieved by 31 March 2022, and 

the System was the only one in the West Midlands to achieve this. As 
anticipated through modelling of the waiting list, there will be some 
patients tipping over into 104 weeks during Q1 but there is a plan to 
prevent this during Qs 2-4. Focus is now on reducing to 78 weeks, in 
line with national plans. 

3. A system Access Group has been convened, this is still evolving but 
part of the remit of this group will be to monitor the waiting list, which 
should mitigate the risk of 104 week waits during Q3 highlighted by 
waiting list modelling.  The group will also support work to achieve zero 
78+ week patients by end of 22/23.  

4. Weekly COO escalation meetings with overall System review of waiting 
lists and mutual aid / transfer of priority patients as needed to support 
equitable delivery of priority patients and reduction of 104 weeks waits 
across the System will continue into 2022/23.  
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7.0 REFERRAL TO TREATMENT (92% Incompletes, 0 52 Week Waits): Overview 

Issues: 
• Following the suspension of routine elective procedures in March 2020, 

an increase in waiting times has been seen across the System during 
this period. The breakdown of long waiters by specialty shows that there 
are challenges within General Surgery, Orthopaedics, Urology, 
Ophthalmology and ENT.  General Surgery capacity at UHCW for 
Bariatrics and Hernia procedures is a particular area of risk. 

5. A recovery plan has been submitted to NHS England, detailing how the 
System plans to delivery trajectories, ambitions stated within the 
Operating Plan and priorities in relation to productivity. Refreshed plan 
is expected to go to NHSE on 28th April. 

6. A report is pending, which will triangulate the Day Surgery Unit review, 
Getting it Right First Time (GIRFT) opportunities and results of the 
perfect week held in February.  
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7.0 DIAGNOSTICS (99%): Overview 

Benchmarking 

              
      CWCCG       MIDLANDS      ENGLAND 
 

 
 

Issues: 
• In line with National guidance, cancellation of electives also impacted 

on diagnostics, due to suspension of services. 
• As specialties begin to work through backlog of outpatients, bottlenecks 

are being created in some specialties compounding the issue. 
• Capacity issues within Trusts have largely been resolved, and most 

specialties are operating at pre-Covid levels, but backlogs still need to 
be worked through. 

• Coventry and Warwickshire providers continue to face extremely 
challenging conditions, however, the System continues to outperform 
other systems in the Midlands with very strong performance especially 
in imaging.   

• Coventry and Warwickshire providers continue to face challenging 
conditions, however, our 6 week wait performance is currently 95.6% 
(patients receiving a test within 6 weeks), compared to the Midlands 
average of 63.1% and the National average of 69.1%. 

• During the peak of Covid our 6WWs peaked at 5,499 waits and this is 
now just over 1,000 – showing a steady reduction over past 12 months. 

 
Update 
• The Community Diagnostic Centre (CDC) programme continues to 

perform delivering an additional 1,000 tests per week. 
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7.0 DIAGNOSTICS (99%): Overview 

 
 

• Diagnostic activity levels are generally stable across the system and the 
Elective Recovery Programme is seeking to increase activity over the 
coming months to support our overall recovery position. 
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8.1 CANCER: Two Week Wait (93%) 

Benchmarking 

             
         CWCCG           MIDLANDS         ENGLAND 
 
 
 
 
 
 
 
 
 

 
 
 

Organisation % 
CWCCG 83.3% 
SWFT 92.5% 
GEH 91.8% 
UHCW 75.5% 

• There has been an improvement for Head and Neck patients at UHCW 
of whom 49.8% (213 out of 428) were seen in 2 weeks.  

• There were 204 suspected breast cancer patients out of 661 across the 
CCG who waited more than 2 weeks, with performance at 69.1%. 

 
Recovery Actions: 
1. The ICS System 28 Day Faster Diagnosis Delivery Group provides 

leadership and oversight of the delivery of changes to support the 
successful move towards the 28-day standard.  The programme will 
bring together several existing groups to work collaboratively to move 
towards the goal of 28-day diagnosis. 

2. Best practice pathways have been published for colorectal, lung, 
prostate, oesophageal and Head and Neck cancers. The best practice 
pathway for skin cancer is currently in draft for review.   

3. System-level action plans are in place for all pathways to work towards 
delivering the target on a sustainable basis, and continued 
improvement.  
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8.1 CANCER: Two Week Wait (93%) 

Issues: 
• 660 CWCCG patients were seen after 2 weeks, out of 3,948.  There has 

been an overall trend of increase in referrals since April 2020, as 
services restore to pre-pandemic levels, and changes to NICE guidance 
comes into effect. 

• Of the 660 breached patients, longest waiting time was a patient who 
waited 52 days at SWFT. The delay has been attributed to patient 
choice. 

• Direct to test capacity is impacting on waiting times. 
 

4. GEH and UHCW are working together on joint pathways, to ensure an 
efficient handover of care responsibility and increased communication 
to prevent bottlenecks of referrals. 
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8.2 CANCER: Two Week Wait (93%) – Breast Symptomatic 

Benchmarking 

              
      CWCCG      MIDLANDS      ENGLAND 
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8.2 CANCER: Two Week Wait (93%) – Breast Symptomatic 

 
 
 
 
 
 
 
 
 

 
 
 

Organisation % 
CWCCG 93.3% 
SWFT 96.0% 
GEH 95.0% 
UHCW 92.8% 

Issues: 
• GEH and SWFT achieved the 93% cancer 2 week wait symptomatic 

target in February. There were 15 breaches out of 225 patients seen.   
• The longest wait by a patient was 27 days. This was attributed to patient 

choice.  
• Ability at SWFT to recommence one-stop clinics delayed due to 

movement of clinics from Warwick to Stratford. Review once clinics 
recommence at Warwick. 

• There has been increased pressure on screening assessments, but 
services have robust plans in place to clear the screening backlog. This 
may impact on 62 day as patients work their way through the pathway 
if identif ied via routine screening. 

• Issues managing capacity and demand are impacting both nationally 
and regionally. 

 
Recovery Actions:  
1. System working continues to build on actions to improve overall system 

performance and implement effective system protocols to ensure 
sustainable recovery. 

2. A System-wide Breast Group has been established, focusing on key 
priorities: 
o Advice and Guidance  
o Role of care navigators to support front end of the pathway  
o Move towards Under 38/Breast pain only clinics. 
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8.3.1 CANCER: 62 Day Standard Performance (85% 62 Day Standard, 90% 62 Day Screening) 

Benchmarking 

              
       CWCCG      MIDLANDS         ENGLAND 
62 Day Cancer – Screening Performance: 
 
• In February there were 21 breaches out of 53 patients treated. The 

longest period a patient waited was 131 days at SWFT, the reason for 
the delay is that the patient did not attend the diagnostic test. 

 

 
 

62 day Wait from GP referral – Breaches 
 

• In February there were 92 breaches out of 223 patients treated. 
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8.3.1 CANCER: 62 Day Standard Performance (85% 62 Day Standard, 90% 62 Day Screening) 

62 day Wait from GP Referral – Performance 
 
 

Organisation % 
CWCCG 55.3% 
SWFT 47.3% 
GEH 75.9% 
UHCW 54.9% 
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8.3.2 CANCER: 62 Day Backlog 
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• The cancer backlog is being monitored at a System level, across all 

providers and by tumour type.  Unvalidated data submitted by providers 
shows that the backlog has decreased by 30% between Jan and March. 

• Waiting list initiatives are being undertaken to increase capacity, 
together with theatre initiatives to improve productivity. 

• There is a plan to implement Care Navigators across all 
pathways/specialties to support patients and provide greater focus on 
individual patient pathways. 

• Specialty specific actions are in post to reduce the risk of backlogs 
building, such as; 
o FIT proposal to support Lowe GI Straight to Test 
o Use of Independent Sector capacity to reduce backlog of 

cystoscopies to support Urology 
o Use of recovery funding to support Breast and Skin 
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8.3.2 CANCER: 62 Day Issues and Recovery Actions 
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Issues: 
• All three Acute trusts failed to achieve the 62 day standard, as patients 

with delays at the start of their pathway are working through the system.  
UHCW has seen a particular decline, but System level Performance is 
at the lowest level and significantly below the national average. 

• In February there were 92 breaches out of 223 patients treated.  Of 
these patients, 38 waited more than 104 days. The longest period a 
patient had waited was 223 days for treatment at UHCW. This was for 
a Haematological patient and was due to a diagnostic delay. 

 

Total 

Total 
treated 
within 

62 days 

Days 63 
To 76 

Days 77 
To 90 

Days 91 
To 104 

More 
Than 
104 

days 

206 114 21 17 16 38 

% 55.3% 10.2% 8.3% 7.8% 18.4% 

 
• Where there have been significant issues with 2ww capacity causing 

delays at the beginning of the patient pathway, there has been a 
resultant impact on 62 Days. 

• Impact of annual leave, staff isolation and diff iculty recruiting to 
vacant/new posts continues to delay treatment. 

• Trusts have raised patient choice/compliance as a further issue 
impacting on performance; data analysis requested to determine next 
steps. 

• Due to the pandemic, patients are starting to present later, and therefore 
have a higher level of complexity. 

 

Recovery Actions: 
1. The ICS Cancer team continue to develop action plans and link with 

programmes of work where there are interdependencies, for example 
Clinical Diagnostic Board. 

2. Several system wide initiatives are in place/in development with a focus 
on: 
o Primary Care Engagement: 

• Development and launch of system wide 2ww referral forms 
• PCN level audits undertaken to inform a) pathway 

transformation b) quality of referrals 
• Training and Education including cancer focused Protected 

Learning Time events and targeted support to PCNs.  
• Regular communication and engagement with primary care. 

o Secondary Care Engagement:  
• 2ww referral audits undertaken, for example Head and Neck 

at UHCW 
• Deep dive pathway mapping undertaken across national best 

practice timed pathways: Urology/Lung 
• Deep dive pathway mapping commenced early 2022: 

Gynaecology and Skin 
• Ensuring cancer transformation aligns with GIRFT 

recommendations e.g. Lung 
• System wide workshops for 2022; Urology scheduled for April 

2022 
• Internal discussion/huddles with pressured tumour sites and 

recovery plans in place to support improved position 
o Building broader understanding of Diagnostics:  

• Collaborative working/improved dialogue with Pathology 
colleagues 

• Histopathology Review; additional BI support to understand 
pathway delays/impact on patient waiting times 
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• Development of proposal to change how GPs request FIT to 
support Lower GI pathway 
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9.1 MENTAL HEALTH: Adults 

Benchmarking Indicator Issue Recovery Actions 
No 
Benchmarking 
Data Available 

Improving Access to Psychological 
Therapies (22%) 
 

 
 
 
 

• CWPT are commissioned to meet a 22% 
access rate for patients entering treatment 
for anxiety and depression.  

• NHSE has applied new prevalence rates 
(which was 84,094 and has now 
increased to 123,621). Contracting CWPT 
are working to the old prevalence rates 

• If strategies to increase patient footfall are 
unsuccessful, risk of not meeting Access 
rate as expected in the recovery trajectory  

• Growing GP concerns on waits from 1st to 
2nd treatment times (national expectation 
is no more than 10% patients should be 
waiting 90 days or more). 

• Interdependency between balancing 
access rate, waiting times and recovery 
rate standards. 

• Recovery Plan implementation 
continues.  

• Work is being progressed to re-
establish clear pathways in respect 
of LTCs via the Out of Hospital work, 
including support for frontline staff 
and blue light services. 

• Online self-referral is now 
implemented and work with Comms 
is underway to raise its profile. 

• The new Healthy Minds website 
provided jointly by CWPT and Mind 
has been launched.  

• CWPT are investigating options to 
obtain more recent outcome data. 

• Paper for additional capacity to meet 
2023/24 targets is going through 
decision making processes. 
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9.1 MENTAL HEALTH: Adults 

 
CWCCG 

 
MIDLANDS 

 
ENGLAND 

Dementia Diagnosis (66.7%) 
 

 
 

• DDR has been significantly impacted by 
Covid due to a disproportionate number of 
deaths with Covid in the population that 
has dementia, and older people shielding 
or choosing to avoid non-urgent medical 
assessment due to vulnerability to Covid.  

• Many recovery actions rely on primary 
care, who have not been able to support 
at the anticipated level due to Covid. 

• Arden Memory Service have been able to 
see a reduced number of patient due to 
infection-control measures. 

• Ongoing capacity issues in MAS 
and look at ways of supporting the 
service to increase diagnosis rates.  

• Commissioners and CWPT are 
continuing to meet fortnightly to 
progress actions and awaiting data 
on impact of Covid and capacity 
measures. 
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9.2 MENTAL HEALTH: Out of Area Placements (0 by March 2022) 

 

      
 

Issues: 
 

• CWPT have agreed with NHSE/I to aim for zero “inappropriate” Acute Out of Area placements by March 2022. NHSE/I have also now agreed that 
Mill Lodge beds are no longer to be classed as "inappropriate" out of area due to the arrangements in place for in-reach to beds. 

• Numbers are rising again, driven primarily by increased numbers of wards impacted by Covid outbreaks and closed or restricted for new admissions 
and a specific need for female PICU beds. 
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9.2 MENTAL HEALTH: Out of Area Placements (0 by March 2022) 

Actions: 
 

• An Executive Director-led Patient Flow through Acute Programme has identif ied a number of specific work programmes/projects which are intended 
to improve patient f low through our system, reduce waiting lists and times at the "front end", facilitate throughput within inpatient services, reduce out 
of area placements to zero and better join up Inpatient and Community services.  

• Admission avoidance and strengthening admission gatekeeping arrangements for admissions to beds. 
• Improving patient f low in CWPT beds including through implementation of Red 2 Green and refocusing the work of the Patient Flow team. 
• Discharge to Assess project looking at inpatients with complex housing needs and/or LD and/or ASD. 
• Pathway development work to better meet the needs of high intensity users, including those with emotionally unstable personality disorders. 
• Strengthened arrangements to review OoAPs (including daily multi-agency review meetings at 'bronze' and weekly meetings at 'silver'). 
• Strengthened daily multi-agency focus on addressing delayed discharges from inpatient wards helping free up local bed capacity. 
• The MH Inpatient MDT with the Patient Flow Team will identify female and male patients who can be referred to the new Carebright step down units. 

Referrals to Carebright will be supported by the Clinical Review Team. 
• Weekend in-reach will also be provided by the Patient Flow Team, where required, to support and monitor progress of patients discharged to Carebright 

and to liaise with the Carebright staff.   
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9.3 MENTAL HEALTH: Children – 12 Week Follow Ups 
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Issues: 
• There is significant, ongoing pressure on clinical capacity, which is being outstripped by 

demand. 
• Increased utilisation of the navigation hub impacting on workforce and triage timeframes. 
• Video appointments are not appropriate for all interventions, as unable to read body language 

and non-verbal cues.  
• Capacity of the Crisis Services to respond to demand was outstripped in May 2021, additional 

capacity was taken from core services which is at the determent of core service outcomes. 
Children in Crisis remains a pressured service and therefore is still drawing on core CAMHS 
workforce as and when required. 

• Workforce issues persist, due to need to support patients on urgent pathways in both Crisis 
and Eating Disorders. 

• The average wait by Place as of November 2021 are: 
 

Locality Average Wait 
Coventry and Rugby 9 weeks 
Warwickshire North 13 weeks 
South Warwickshire 13 weeks 

 
Recovery Actions: 
• The Attend Anywhere platform is still being used to undertake specialist assessments and 

dedicated interventions. CAMHS is the highest user in the Trust of digital contacts via Attend 
Anywhere, and one of the highest users in the country of the platform. 

• An assessment is going to be undertaken of the Trust’s digital offer, and what the blended 
model of virtual and face to face appointments will be going forward. Review will need to include 
impact on patient outcomes, patient experience and the treatment pathway. 

• Focus on engagement and undertaking assessment work which aims to provide dedicated 
access to support the recovery plans. 

• Evaluation work is being undertaken to continue to strengthen the approach to effectively 
support CYP who present in Acute Hospitals. 
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9.4.1 MENTAL HEALTH: Children – Autism Assessments Performance 
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Waits by Place for February 2022, by week, are as follows; 
 
Place Average Wait 
Coventry and Warwickshire – School Age 158.65 weeks 
Warwickshire – Pre-School Age 8.19 weeks 
Coventry – Pre-School Age 128.63 weeks 
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9.4.2 MENTAL HEALTH: Children – Autism Assessments Issues and Recovery Actions 

Issues: 
• Due to the multi-professional and multi-agency nature of assessments, 

developing remedial plans is complex.  
• The assessment team includes; 

o Children’s Neurodevelopmental Team (CWPT) 
o Paediatrician (SWFT) 
o SaLT (0-11, SWFT) 
o Educational Psychologist (11+,WCC) 

• Additional capacity introduced to the diagnostic pathway to reduce the 
waiting list must therefore be considered in the context of the broader 
support and care needs of people with autism. People and families have 
highlighted gaps in specialist support and in the capability of 
mainstream services to appropriately support people with autism, 
particularly within education and mental health services. 

• The Trust has indicated that the capacity to undertake assessments 
within the service is impacted by the complexity of assessment for 
young people in priority criteria (now over 70% of activity), telephone 
clinics, triaging referrals, staff vacancies Including maternity leave and 
providing cover within the Crisis Team.  

• The focus of redesign is on building capability and capacity across wider 
health, care and education services locally to diagnose and support 
people with autism. Aligned to the local and national Autism Strategies, 
a system wide neurodevelopmental diagnostic transformation 
programme has been established with representations from the partner 
organisations to address the following key areas:  
o Timely diagnostic assessment 
o Reducing the current backlog 
o Improve the self-help information offer and pre assessment and 

post diagnostic support 
o Coproduction with Experts by Experience  

Recovery Actions: 
• Additional funding of £1M (CWCCG) and £500K (CWPT) has been 

committed to provide additional non recurrent capacity to reduce the 
backlog for assessments. 

• Additional staff have been recruited to review and cleanse the waiting 
list.  It is expected that this will reduce the number of people on the 
waiting list by 10% based on experience in other areas of the country. 

• Additional diagnostic capacity is being sourced through a combination 
of additional clinical staff in CWPT and outsourcing to external 
providers. 

• The recurrent transformation plan includes the following projects. 
o Increase capacity for diagnostic assessment and post diagnostic 

support in the neurodevelopmental service to meet demand. 
o Pilot a differentiated model of assessment to enable ‘straightforward’ 

presentations to be diagnosed within other services, eg CAMHS 
o Improve the self-help offer through improving awareness of local 

services and support via an online portal for information and advice, 
a promotional campaign and engagement events. 

o Recommission the all age community support service for 
neurodiverse people to: 
- introduce a single front door for referrals for neurodiversity 

support and diagnosis to provide enhanced triage and ensure 
people are supported while awaiting a diagnostic assessment 

- provide an advice and navigation function for people seeking an 
assessment, those diagnosed with autism and their families 

- provide low and medium level support pre and post diagnosis 
for young people and families 

o Develop an education led stepped approach to access multi-agency 
support for neurodiverse CYP to enable access to adjustments and 
support in education pre assessment and post diagnosis 
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9.4.2 MENTAL HEALTH: Children – Autism Assessments Issues and Recovery Actions 

o Workforce Development 
 

o Map demand and capacity of SaLT and OT Services to address any 
gaps in support in the neurodevelopmental pathway 

o Ensure there is an appropriate and accessible offer within CAMHS 
and Mental Health services for autistic young people with anxiety, 
depression, and emotional dysregulation   
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9.5 MENTAL HEALTH: AMHAT and Crisis 

Indicator Issue Recovery Actions 
AMHAT – 60 Minutes 
 

 
 

• Challenges in meeting the new response 
times remain due to vacancies, lack of 
office space in UHCW, etc. 

• AMHAT is continually having recruitment 
drives but there is a national recruitment 
issue in MH.  

• New AMHAT response times of 60 mins, 
12 hrs and 24 hrs respectively technically 
commenced from 1 April 2021 in UHCW 
and SWFT (Core 24). 

 

• Work is ongoing to manage staffing levels to 
maintain positive response levels. 

• Review and improve data recording to ensure 
that performance is accurately represented. 

• Ongoing implementation of the service 
evaluation recommendations, with AMHAT 
staff returning to the local general hospital 
sites and the development of enhanced 
arrangements for those with primarily social 
care needs. 

• Operational Managers have raised and 
discussed with Execs in the EPG meeting 
that AMHAT will have diff iculty meeting the 
new response times due to vacancies, lack of 
office space in UHCW, etc. 

• CWPT working to report the new targets. 
Crisis (95%) 
 

• Staffing challenges due to the 
requirement to shield. 

• Low uptake of digital alternatives due to 
patient need and access. 

• Services have seen a change in the 
needs of our population with acutely 
unwell people presenting with complex 
social circumstances/needs. 

• CWPT Crisis Teams are currently 
supporting twice as many people in the 
community compared to their capacity 
caseload 

• Service expansion and transformation 
continues to be progressed. 

• In line with the Executive Director led Patient 
Flow through Acute programme, CWPT are 
working to strengthen gatekeeping to 
admission, strengthening genuine 
alternatives to admission and including 
increasing the number of crisis beds available. 

• CWPT continue to implement crisis 
alternatives including crisis plus model, social 
interventions and strengthening crisis 
café/community drop in provision. 
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9.5 MENTAL HEALTH: AMHAT and Crisis 
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9.6.1 MENTAL HEALTH: Eating Disorders Performance 

Urgent – % seen within 1 week 
 

 

Urgent – Number of Weeks Waited in Last 4 Quarters Combined 
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9.6.1 MENTAL HEALTH: Eating Disorders Performance 

Routine – % seen within 4 weeks 
 

 

Routine – Number of Weeks Waited in Last 4 Quarters Combined 
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9.6.2 MENTAL HEALTH: Eating Disorders Issues and Actions 

Issues 
• Referrals to the CWPT Eating Disorder service increased by 

18% in 2020/21 compared to 2019/20. 
• Between Apr 20-Apr 21 there has been an increased number 

of CYP with Eating Disorders supported by the Crisis Team, 
often with additional diagnoses or complexity. Currently there 
is no scope to provide intensive community treatment, step 
down to those with severe ED due to lack of capacity within 
the CYP ED team.   

• There have been capacity issues due to long-term sickness 
within the workforce. 

• Increased investment has been received into the service for 
recruitment, however recruitment challenges remain, due to 
the specialist nature of the service. 

• The local service provided by CWPT currently supports CYP 
up to 18, whereas 18 -19 are supported within the Adult ED 
service. This is not aligned to the way NHS England calculate 
the waits, where patients up to the age of 19 are included 
within the numbers. This has caused a discrepancy due to the 
differences in waiting time requirements within the services.  

• Operational planning guidance for 2022/23 has been 
published, and within it NHS England have set out their 
intention that; 
o Access and Waiting Time Standard for Children and 

Young People with an Eating Disorder to be a national 
standard   

o 95% for children and young people in need to begin 
treatment within 1 week for urgent cases and 4 weeks for 
non-urgent cases 

 

Recovery Actions: 
1. Expansion of the CYP Eating Disorder service; 

o Recruitment is underway to support the expansion of staffing within the 
eating disorder team, this will support achieving the constitutional target. 

o Children and families feedback questionnaire has been developed, 
including a QR code which is now live and has been shared with families.  

o The team are currently exploring whether any young people and/or their 
families who have previously used the service would be interested in 
supporting co-production of the development of the additional ED services, 
there has been some interest expressed for this. 

2. Development of Eating Disorder 18 to 19 Pathway; 
o Recruitment underway to support the development of the 18-19 pathway, 

including medical staff to support physical health and medical management.  
o Clinical entry development needs to be developed in conjunction with adult 

ED services as the two entry pathways are different. 
o Pathway/treatment pathway is currently being explored to determine what 

is the clinically appropriate, whether this be led by children’s treatments or 
adults treatments – to be completed by end of March 2022. 

3. Development of intensive home support service for CYP ED disorders; 
o Operating and clinical intervention model is currently being developed - 

scoping of other clinical models around the country has been started, this 
needs to include objectives of the service which are yet to be determined. 

o Medical capacity within the team is to be agreed, however recruitment is 
underway to ensure the target completion date of March 2022 is met. 

4. Development of ARFID Pathway 
o Recruitment is underway to support the development of the pathway, due 

to lack of capacity within the existing team.  
o There are no NICE guidelines to support the intervention/treatment pathway 

therefore they need to be developed.  
o All current staff have attended the specialist Maudsley training.  
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9.6.2 MENTAL HEALTH: Eating Disorders Issues and Actions 

 
 
 
 

o Currently awaiting the outcome of the national pilot and survey with the 
outcome of the pilot to support the development of the pathway.  

o Support is being offered by SWFT to develop the physical health aspect of 
the pathway and intervention model. The Model will be developed once by 
August 2022, once all anticipated staff are in place. 
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9.7 MENTAL HEALTH: SEVERE MENTAL ILLESS (SMI) and; 10.1 LEARNING DISABILITIES: Annual Health Checks 

Benchmarking Indicator Recovery Actions 

 
CWCCG 

 
MIDLANDS 

 
ENGLAND 

SMI Physical Health Checks (60%) 
 

 
 
 

• Co-produced (by National Rethink) patient information leaflets 
and patient passports will be implemented in April, following 
delays due to recruitment and the phone line set up. 

• A video is being created to highlight health checks to service 
users  

• The CCG has put forwards the below commitments to secure 
continuation of SMI outreach funding in 2022/23;  
o Implementing Peer Support Workers to enable service 

users to be supported to access vaccinations and physical 
health checks, as well as wider lifestyles interventions 

o Training for General Practice staff around how to engage 
with the SMI patient cohort  

o Work to build pharmacies into the local pathway 
o Undertake further coproduction regarding terminology 

utilised when a patient is diagnosed with a condition during 
their health check, and making sure that information is 
presented in a format that works for the patient  
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9.7 MENTAL HEALTH: SEVERE MENTAL ILLESS (SMI) and; 10.1 LEARNING DISABILITIES: Annual Health Checks 

 
No 
Benchmarking 
Data Available 

Annual Health Checks (70%) 
 

CCG 

Number of Annual Health 
Checks 21/22 

Q1 Q2 Q3 Q4 21/22 
TOTAL 

Total 
Coventry/Warwickshire: 
Target 

151 472 775* 1164* 3027 

Total 
Coventry/Warwickshire: 
Actual 

280 808 825 

535  
(Jan & 
Feb 
only) 

2448 
(excl. 

March) 
 

• Data published by NHSI shows that delivery of LD AHCs is 
below target by February 2022 point (as per table to the left). 
Data for March will be published by NHSI at the end of April. 

• NHSE have noted the impact of the Omicron COVID-19 variant 
and vaccination mandate during Q4. It is recognised that 
system performance has been affected by this and that both 
nationally and locally LD AHC targets may not be met for 
2021/22 as a result, however, early delivery of LD AHCs during 
Q1 and 2 of 2021/22 has strengthened local performance. 

• Insight LD nurses have been supporting some practices with 
AHC delivery in March where capacity was a barrier – this is 
outside of the CCG contract and an arrangement specifically 
between Insight and the individual practices.  

• We have commissioned the delivery of primary care liaison 
resource for a further six months from 1st April, to continue to 
support practices to establish a sustainable approach. 
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10.2 LEARNING DISABILITIES: Mortality Reviews 
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LeDeR Activity 21/22 Number 
LeDeR Notif ications (Total YTD) 81 
LeDeR Adult Notif ications Open 28 
LeDeR Initial Reviews Completed (not progressing to focussed) 41 
LeDeR Initial Reviews Completed and progressed to Focussed Review 10 
LeDeR Focussed Reviewed Completed with Learning Actioned 7 
LeDeR Notif ications (Out of Scope) <5 
LeDeR Child Death Notif ications Open <5 
LeDeR Child Death Notif ications Completed <5 

 
As at 31st March 2022 
LeDeR Activity 21/22  Number 
LeDeR Adult Notif ications Open (within timescale) 22 
LeDeR Adult Notif ications On Hold (Police, Safeguarding, Coroner 
Investigations Awaited) 7 
LeDeR Adult Notif ications Exceeding 6 month timeframe (Platform 
Transfer Delays) 5 

 
*Note – two reviews allocated to our area after the 6 month deadline expired due to 
NHSE system error. 
 
 

• As of 31st March 2022, 28 of the 28 open LeDeR reviews are 
allocated to a reviewer. Reviews are allocated chronologically. 
Fewer than 5 reviews are CDOP which will go to the Child 
Death Overview Panel. 

• The national expectation is that LeDeR reviews should be 
completed within 6 months of notif ication. The recent delays 
and technical issues associated with the transfer to the new 
national platform still continue to impact on all reviews. We 
also have delays with coroner’s reports. 

• Delays awaiting coroner reports continues to have an impact 
on the progress of fewer than 5 reviews currently. 

• Fewer than 5 reviews are awaiting safeguarding investigation. 
• Autism reviews have commenced in February within the 

LeDeR Programme. We have received fewer than 5 Autism 
notif ications since February, although they are CDOP reviews 
and will go through the CDOP panel. 
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11.0 TRANSFORMING CARE: Overview 

Inpatient Figures – By Local Authority – Updated 12/04/2022 
 

  
Coventry Warwickshire Overall NHSE Trajectory Difference 

CCG 8 13 21 16 +5 
NHSE Adult 13 8 22 14 +8 
Adult Total 21 21 43 30 +13 
NHSE CAMHS <5 <5 5 6 -1 

 

End of March 2022 Inpatient Position 
• Coventry and Warwickshire ended the year with 44 adult LDA inpatients against a target of 30 
• 22 adults were in CCG funded beds against a target of 16, and 22 were in adult Secure beds against a target of 14  
• There were 6 CYP inpatients against a target of 6, although 2 of these 6 were on Section 17 leave in the community at the time.  
 
Operational Planning 2022 – 2023 
• Draft operational activity for 2022 – 2023 targets were submitted in March, with the final submission due at the end of April.  
• Targets for adult inpatients are for the overall number of adults to reduce from 44 to 34, comprised of 17 in each of the CCG and Secure Adult cohorts.  
• CYP target will reduce from 6 to 4 by the end of March.  
• Feedback from NHSE on these draft targets was that they were stretching and achievable. There is no intention to change these for the final 

submission. 
• Across 2021 – 2022 there were a total of 39 discharges from inpatient services, evidence of the volume of work supported by the CCG’s clinical 

commissioning team, and system colleagues to discharge people from hospital.  
• Our Operational Plan shows the need for the system to shift from a high number of discharges to reducing the number of admissions. There is 

increased confidence in the system due to the initial impact that relatively new admission avoidance services and processes have had. 
• Admission avoidance pilot services that commenced in 2021/22 are under review, and these services will be embedded in the system through 2022/23. 

This will have a positive impact on the number of admissions as they mature. 
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12.0 COVID VACCINATION: Overview   
Overall System Uptake by Cohort  

 
Uptake by PCN geography 
 

 
  
Current Performance: 
• As of 20th April 2022, 2,088,960 Covid vaccinations have been administered in Coventry and Warwickshire of which 757,070 are first dose vaccinations 

and 93.3% of those vaccinated have received a second dose. 
• During December, the booster programme was accelerated significantly following a surge in Omicron cases with all adults being offered a booster 

within 3 months of their primary vaccination course. This has resulted in 81.3% of the eligible population now having received a booster dose which is 
slightly above the national average. 

• Uptake rates remain predominantly strong across Coventry and Warwickshire, although slow down as the younger cohorts have been invited and 
there are areas of low uptake. The current uptake rate across JCVI cohorts 1-12 (over 18s) is 82.9%. 
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12.0 COVID VACCINATION: Overview   

• Variation across the system, is a key area of focus and every effort is being made across the system to narrow the gap between sites and our 
populations.  Navigation, Skyward, Central and GP connect PCNs consistently sit in the lower range across all cohorts and subsequently a key focus 
of the inequalities group and programme. These PCNs are all based within central Coventry and predominately based in a highly deprived, multi-
cultural population where engagement with health care is notoriously problematic. While many interventions have been implemented throughout the 
programme, the population remain hesitant. 

Ongoing Actions 
• There are two inequalities groups in place, led by the Public Health Leads for Warwickshire and Coventry. These groups report into the Covid Vaccine 

Steering group and are responsible for the development of the inequalities strategy and working with CWPT as the lead provider to implement 
interventions to target lower uptake communities and areas. A wide variety of targeted inventions have been implemented including pop-up clinics at 
places of worship and through large employers in the workplace setting. 

• The inequalities groups also work directly with the Local Vaccination Sites (LVS) providers in Primary Care and Community Pharmacies, to 
continuously review delivery models and communication approaches to encourage improved vaccine uptake. As the programme has progressed and 
the younger population has been invited for vaccination, clinic models have been adapted to take into account working hours and a more flexible offer 
is available.  

• The inequalities groups have also worked extensively with the Homeless populations, to provide a holistic offer including food and toiletries to increase 
uptake. This work is continuing to engage with this hard to reach cohort, however data quality remains an issue due to the transient nature of this 
group. 

• Care home residents and staff as well as health care workers remain a priority for the System as they are within cohort 1 & 2.  The System is working 
closely with Local Authority, Acute Trust and Primary Care colleagues to maximise this offer and monitor current uptake rates and any areas of 
concern. 

 
Areas of Focus  
• The Spring Booster Campaign commenced on 21st March for over 75s, residents in older adult care homes, and patients who are immunosuppressed. 

Vaccine supply into the System continues to be closely monitored to ensure reduced wastage, however it is anticipated that supplies will increase in 
line with the new cohort during April. As of 20th April 2022, 34,112 Spring Boosters have been administered in Coventry and Warwickshire, which is 
35.7% of the eligible population.  

• Healthy 5-11 year olds have been able to receive their vaccine from 4th April, which is expected to increase the number of 5-11 year olds at risk taking 
up the vaccine. CWPT are looking at options for family clinics, to support all eligible people within a family to receive their vaccine at the same time, 
which will run through half term. As of 20th April 2022, 2,264 vaccinations have been administered to this cohort.  
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12.0 COVID VACCINATION: Overview   

• The 12-17 year olds have been invited through a combination of Local Vaccination sites accessible through both the local and national booking 
systems and also through a 100% offer from the school immunisation service in the school setting.  Second doses for these cohorts are now underway 
for the 12-15s and boosters for the 16-17 year olds.  CWPT completed their school visiting offer in March. 

• Continued focus on the ‘ever-green’ offer and the inequalities programme of work to close the gap across all areas, communities and ethnic groups. 
• Vaccination as a condition of deployment which was due to come into effect in full for Health and Social Care Workers (HSCW) in 1st April 2022 

remains paused. 
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Executive Summary

● The system continues to build on the collaboration and transformational undertaken in response to Covid, thereby providing 
the strong foundation needed to transition from operating as an STP into a mature and thriving ICS. This includes:

○ A common vision and agreed principles regarding the way partners will work together to improve the health and 
well being of our population

○ Well established ICS leadership and evolving governance arrangements that see the establishment of our 
Integrated care Partnership (ICP) and Integrated Care Board (ICB) and supporting infrastructure

○ The establishment of 2 geographic Place Based Partnerships (Care Collaboratives), which will hold the delegated 
budget for their population and be responsible for improving outcomes, addressing the needs of their populations 
and working together to tackle inequalities and unnecessary variance

○ A drive to collectively improve patient quality and safety

○ A continued commitment to support and develop our workforce so that they can offer the best care to our patients 
and communities, including the development of a Clinical and Professional Leadership framework that nurtures and 
supports our future, system clinical leaders

○ Development of a 4-year financial recovery strategy underpinned by a robust Transformation Programme

○ Creation of a system Engagement and Involvement Strategy that highlights how we will work with our 
communities to ensure we understand and meet their needs

○ Innovative and effective enablers that support the delivery of our priorities and our Five Year Plan

○ A supporting assurance and oversight framework underpinned by mutual accountability and ensures a greater 
emphasis  on system performance and quality of care outcomes.



Our Vision and Priorities
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As a system we recognise that working together differently, in a more integrated way is the only way to manage the population pressures 
we face, address inequalities, effectively respond to the diversity of our populations and improve the health and well being of our 
communities. 

We already have experience of working like this and believe the key elements for success are:

• PHM – will enable us to design and target interventions and investment to specific population cohorts and enable us to monitor and 
understand the effectiveness of those interventions

• Different clinical leadership – leadership at all levels with a focus on prevention and self-care, addressing inequalities and clinical 
variation across the system, as much care delivered as close to the population as possible and developing our mutual aid model to 
support both internally within our system as well as other ICS systems

• Operating Model – Place becomes the vehicle for planning and delivering the majority of integrated, safe, high quality delivery and 
transformation as close to the population as possible. This covers all of the wider determinants of health, articulated through one 
Place plan developed by all partners. At system, opportunities will be taken across organisations, where working at scale adds real 
value, both for clinical and non-clinical services

• Oversight – continue to develop performance management (including quality) and assurance processes to allow the system to take 
collective responsibility for performance and outcomes

• Financial Framework – Place based allocation/budgets, underpinned by a PHM approach to drive investment decisions closest to 
the population

How as an ICS we will deliver our priorities?
Working as an ICS provides us with the right conditions to address our system 
challenges and deliver our system priorities and better outcomes 





Integrated Care Partnership
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Establishing our Integrated Care Partnership 

9

Timeline Requirements
Before 31 March Statutory partners 

- begin ICP establishment
- agree how ICP will be established
- set up secretariat and agree ICP resourcing (at least for 2022/23)
- establish and agree ICP principles and working arrangements (ahead of submission to NHSIE on 31st March)
Conduct comparative analysis of Health and Wellbeing Board strategies against ICS strategy pro forma to identify 
commonalities and gaps

April – May 2022 Appoint an ICP chair designate, taking account of national guidance on functions & ensuring there is a transparent and 
jointly supported decision-making process
Agree ICP membership
Engage with all members and wider stakeholders including Health and Wellbeing Boards and other place structures
Establish shadow ICP Committee and hold first meeting
Begin discussing and resolving key questions
Start discussing and developing ICS strategy

June 2022 Discuss and begin developing linkages with other governance structures
Develop ICS strategy further

By July 2022 Establish ICP comprising of at least: 
o a chair
o a committee of at least statutory members (the ICB and LAs)
Hold first ICP board meeting
Develop draft ICS strategy further

Post July 2022 –
By September 2022

Establish final membership of ICP (if operating under interim ICP)
Further develop, refine ICS strategy following a period of significant engagement with partners in the local area (and taking
into account existing JSNAs produced by HWBs).



ICP Proposed Membership

ICS Integrated Care Partnership
Our emerging view of the design, purpose and function of this key governance forum

• ICB Independent Chair
• ICB Chief Executive Officer
• 2 x LA elected members (Warks CC, 

Coventry CC HWBB Chairs) –
Deputy Chairs of the ICP

• 2x Local Authority CEOs / Deputies 
(Warks & Cov CCs)

• 4 x NHS Provider Chairs
• 2 x Primary Care Representatives
• 2 x Directors of Public Health
• 2 x Healthwatch
• 2 x VCSE representatives (from 

VCSE alliance)
• 2x Academic Institution 

representatives (Cov & War unis)
• 2x Care Collaborative Chairs
• 2x Faith Leaders (Cov & Warks) 

ICP Proposed Terms of Reference 

The Integrated Care Partnership will meet 
four times a year:
•(i) to agree / develop the strategy
•(ii) to review progress during the year x2
•(iii) to review progress at the end of the year 
and initiate the development of the strategy 
for the next year.

Chair and two deputies.

Will work closely with the H&WBs for 
Coventry and Warwickshire, and the C&W 
Integrated Health and Wellbeing Forum 
(consultative) that has wide representation.

All meetings will be held in public and papers 
made available online.



Current view of how the system could fit together

Integrated 
Health and 
wellbeing 
forum



Integrated Care Board
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In July 21 a set of governance principles were 
agreed. The intention behind these was to drive 
inclusivity, confirm the right membership and 
reducing duplication, with a key focus on 
ensuring the CCG wasn’t ‘reproduced’. 

The key themes were:

Developing a Coventry & Warwickshire ICB

• Strategic alignment: Delivers the anticipated change to 
legislation in both letter and spirit

• Adaptable: Immediate compliance, but adaptable to 
development as ICS, Place and Provider Collaboratives 
develop

• Inclusive: All stakeholders involved. The ICS will be more 
than the sum of its parts

• Clear and simple to understand where decisions take place 
and what distinctive contribution each group/organisation and 
individual makes 

• Distinctive groups: so no duplication of the same 
discussions

Core Membership
Independents (6)
• Chair 
• Non Executive Members x 5

Executive (4) (Appointed)
• Chief Executive 
• Chief Finance Officer 
• Chief Nursing Officer
• Chief Medical Officer

Partner Members (7) (Nomination and Selection) 
• NHS Trust x3 (C&W Partnership Trust, SWFT 

Group, UHCW)
• Upper Tier Local Authority x2 (Coventry CC, 

Warks CC)
• Primary Medical Services x 2

Participants
• Directors of the ICB
• Healthwatch representative(s)
• Directors of Public Health for C&W

Integrated Care Board
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Developing the Coventry & Warwickshire ICB
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Areas for Development



Our revised priorities as a system are to:

• Accelerate preventative programmes and activities that target those at greatest risk, e.g. pre-rehabilitation, 
mental health programmes

• Work together, as partners, at system and Place to identify and address health inequalities and variations in 
health and care provision

• Protect the most vulnerable, ensuring inclusivity runs though everything we do

• Focus our delivery on Place-based care, supported by strong, well developed PCNs

• Successfully manage urgent emergency care (UEC), particularly winter pressures (including Flu) alongside 
managing any further Covid-19 surges (including Covid-19 vaccination)

• Restore elective care to ‘better than’ pre-Covid levels, with particular focus on long waiters, cancer and 
diagnostics

• Care for and develop our workforce ensuring they continue to have the resilience and support to deliver the 
best care to our patients and communities particularly our BAME employees

• Maximise all enablers that support us deliver our Five Year Plan commitments e.g. digitally enabled care, our 
estate

• ‘Live within our means’ and become financially sustainable

Our System Development Plan priorities
We remain fully committed to delivering our Five Year Plan. However, following 
Covid-19 we have revised our agreed priorities to reflect changing circumstances



Our System Transformation Programmes

Transformational Programmes Workstream includes

Elective OP Transformation, GIRFT/theatres, AI/Informatics, Policy/SLAs, IS maximisation/opportunities

Urgent Care NHS 111, UTCs, Point Prevalence, LLoS/Discharge, Ageing Well/Frailty, Missed Opportunities 
Audit, EOL, CHC, Admission prevention with primary care, EMS escalation triggers

Cancer Early Diagnosis and Screening, system-wide MDTs, 28 days, 62 days, LW&B, one stop pathways 

Diagnostics Endoscopy, Imaging, CDHs, Pathology, Physiological Sciences, Genomics, Medical Physics

Integrated Pharmacy and Medicine 
Optimisation (IPMO)

Emergency Department – Reducing unnecessary attendance through Community Pharmacy, 
Discharge Medicines Service (DMS), Single ICS Formulary, Patient Safety

Mental Health, LD and Autism OoA repatriation, Community MH transformation, Admission avoidance, Step up/down beds, 
capacity and demand review, Reduce LoS, Transforming Care, increase intensive community 
support for LD&A, increase LD&A care packages and supported living, health checks

CYP Establishment of a system CYP Board, CAMHS transformation, Tier 4 pathway review, 72 hr 
Assessment Unit, Pears Development, 

Procurement and back office Medical devices, consumables, system-wide back office opportunities (teams, processes and IT)

Digital and AI Development of a system wide Digital and AI strategy

Estates Development of a system wide estates strategy, encompassing delivery of carter metrics and 
rationalisation of estate, system sustainability plan

Income generation Elective repatriation, efficient contracting, networking opportunities

The System Transformation Programme is a critical plank of our financial recovery strategy. As such we 
have reviewed the governance arrangements for oversight with a proposal for the programme to report 
into a Transformation Board as a subcommittee of the ICS Finance and Performance Committee.
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Development Areas
In line with our system priorities, the areas we will have a significant focus on 
during the next 12 months will be:

• Development of our Care Collaboratives
• Development of our Elective Care strategy, including further 

development of Elective Care Hub
• Delivery of our Transformation Programmes, supporting financial 

recovery



Place-Based Partnerships 
‘Care Collaboratives’
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• A system-wide Care Collaborative Development Group was established in April 2021.
• Through the Development Group and the System Strategy and Planning Group, we have built consensus on a

number key issues relating to the development of two geographic Care Collaboratives in Coventry and
Warwickshire

• Critically, we are agreed that the Care Collaboratives ‘map on to’ the definition of ‘place-based partnerships’ in the
key national guidance documents, in terms of being the entities that will be the foundation for the integration of
health and care in our system and that the statutory bodies within the ICS will be able to delegate functions and
budgets to, and hold to account for the delivery of identified metrics/outcomes associated with those
functions and budgets.

• We are agreed that other forms of collaboration will be required in our system over and above the Care
Collaboratives.

• Specifically, we are agreed that there is no change to the four Places (Coventry, Rugby, Warwickshire North and
South Warwickshire) and the Place Partnerships already established in each of these areas.

• We agree that the architecture of Care Collaboratives and Place Partnerships is unique to our system, and
consequently there is ‘working through’ for us to do both in terms of how the Care Collaboratives and the Place
Partnerships relate to each other, and how both relate to the national guidance documents. Each Care
Collaborative has established a group to progress this work.

• Our starting position in terms of understanding the role of the Care Collaboratives and their relationship to the
Place Partnerships relates to the King’s Fund population health model.

• Ultimately, we agree that both the Care Collaboratives and the Place Partnerships will have a critical role to play in
driving the delivery of the four core purposes of the ICS and the relationship between them must be mutually
enabling, with the work of each supporting and complementing the work of the other.
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• Anumber of key national guidance documents have informed and shaped the work across the system – including the
ICS Design Framework and the guidance on Provider Collaboratives.

• In September 2021 new guidance (Thriving Places) was published nationally, specifically focused on the development
of ‘place-based partnerships’.

• Noting that locally the way in which we have described the Care Collaboratives, aligns closely with the description of
‘place-based partnerships’ in the national documentation, we recognise that this new guidance has been critical in
terms of shaping how the work on Care Collaborative development has been taken forward.

• Accordingly we have completed a stocktake of our progress against Thriving Places.N
at
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Previous backgroundand context



The relationship of Care Collaboratives to Places

• The Care Collaboratives will work with our Places and Place 
Partnerships – as such, they are a Place partner.

• The Care Collaboratives will be the foundation for the 
integration of health and care in our system.  Their focus will 
be on co-ordinating the planning, delivery and monitoring of 
health, social care and public health services in a way which 
delivers seamless, joined up care for our population and 
drives the ‘triple integration’.

• The Care Collaboratives will have a key and on-going role in 
driving the transformation of health and care services, 
engaging closely with the Place Partnerships and local 
communities to shape this work so that it responds to 
population need and achieves maximum impact in terms of 
improving population health outcomes in the specific context 
of each Place.

• Where it makes sense to do so – in other words where it will 
deliver benefits for our population, for organisations or for the 
system overall – the two Care Collaboratives will work 
together within the above remit.

• The Care Collaboratives will take ownership of allocations of 
resource for their populations and determine the allocative 
strategy for that resource based on population need – this will 
involve the Care Collaboratives allocating resource on to 
others (individual providers, Lead Providers or provider 
collaboratives).

• Each Care Collaborative will have a Host Organisation – the 
role of the Host will be to enable and facilitate the Care 
Collaborative to deliver its functions.

CARE COLLABORATIVE

PLACE



Thriving Places
1.

Defining place within the health &
care system

Ask:
The NHS, local government and other
local partners should agree the
configuration, size and boundaries of the
ICS’s Places from April 2022.

2.

Defining the purpose and role of the 
place-based partnership

Ask:
The NHS, local government and other
local partners should agree the ICS
responsibilities and functions to be carried
out at Place level.

3.

Governance, decision-making and 
accountability

Ask:
The NHS, local government and other
local partners should agree the planned
governance model for Place

● Define the footprint/geography of the 
Care Collaboratives.

● In determining this, a range of relevant 
considerations are highlighted, including 
alignment to Local Authority/Health and 
Wellbeing Board footprints.

● Recognition that what works and makes 
sense will vary from ICS to ICS; the key 
thing being for whatever is agreed to be 
coherent and well understood in the 
context of the local system.

● Describe the vision, goals, objectives 
and activities of the Care 
Collaboratives.

● In the above context, the Care 
Collaboratives must agree the shared 
functions and capabilities (people, 
digital and technology functions, 
business intelligence and analytics) 
that will underpin the activities.

● A range of potential activities are 
described including prioritisation at 
Place level, service planning, service 
delivery and transformation and 
Population Health Management.

● For each Care Collaborative, define:

- membership; 

- decision-making arrangements 
(including how people and 
communities are involved);

- leadership roles;

- representation on, and reporting 
relationships with, the ICP and ICB.

● In relation to decision making at Care 
Collaborative level, 5 potential 
governance approaches are 
described, with recognition that 
arrangements will develop and evolve 

● Define accountability arrangements 
including the role that the Care 
Collaboratives and their leadership 
teams will play in relation to 

f  t



1. Defining Place within the health and care system. 

• Define the footprint/geography of the Care Collaboratives.
• In determining this, a range of relevant considerations are highlighted, including alignment to

Local Authority/Health and Wellbeing Board (HWB) footprints.
• Recognition that what works and makes sense will vary from ICS to ICS; the key thing

being for whatever is agreed to be coherent and well understood in the context of the local
system.

1. 
What is required?

• Following the publication of the White Paper in February 2021, a broad ranging
engagement process was undertaken across system partners in Coventry and
Warwickshire to review a number of assumptions that had formed part of our thinking in
relation to future system design up to that point in time.

• As part of this engagement our initial thinking on the construct and role of Care
Collaboratives (at the time labelled Integrated Care Partnerships) versus Places/Place
Partnerships began to form.

• Taking into account a range of factors, including the clear emphasis on alignment to Upper
Tier Local Authority boundaries and HWBs in the White Paper, we began to work with the
assumption that our future ICS design would include two Care Collaboratives aligned to
Upper Tier Local Authority boundaries i.e. a Coventry Care Collaborative and a
Warwickshire Care Collaborative.

• The rationale that underpins our thinking on the logic and benefits of implementing two
geographic Care Collaboratives was included in a report presented to the System Strategy
and Planning Group in May 2021

• Subsequent design work has continued to embed the assumption of two Care
Collaboratives.

• In addition, subsequent guidance published nationally continues to support this direction of
travel, with on-going emphasis on the considerations that were incorporated within the local
engagement process

2.
Local Progress to Date

• Decision that our ICS architecture will include two geographic Care Collaboratives, as
described above, to be formalised as a direction of travel via System Strategy and Planning

Group, the Partnership Executive Group and the Shadow Integrated Care Board in November
and December 2021.

3.
Next Steps



Rationale 
underpinning 

two Care 
Collaboratives

NB. The rationale was developed in 
the context that prior to the 
publication of the White Paper our 
system had been applying an 
assumption of 1 Care Collaborative 
per Place i.e. 4 Care Collaboratives 
in total. 



2. Defining the purpose and role of the Care Collaboratives. 
• Describe the vision, goals, objectives and activities of the Care Collaboratives.
• In the above context, the Care Collaboratives must agree the shared functions and

capabilities (people, digital and technology functions, business intelligence and analytics) that
will underpin the activities.

• A range of potential activities are described including prioritisation at Place level, service
planning, service delivery and transformation and Population Health Management.

1. 
What is required?

• We are agreed the Care Collaboratives will be the foundation for integration and population 
health within the Coventry and Warwickshire system, with their core purpose being to lead 
on the design and delivery of integrated health, social care and public health services 
around the needs of Place populations.

• Recognising the above, we agree that the Care Collaboratives will be the entities that the
ICB will ultimately delegate the majority of NHS resource to.

• For 2022/23 specifically, we are agreed that the scope of services for each Care
Collaborative will be a consolidation of Out of Hospital – including more Urgent and
Emergency Care (UEC) and long term conditions, primary and community mental health. It
will also include the Better Care Fund.

• For 2022/23, we are also agreed that there will not be any change to contracts or significant
change in flows of money; however, legal/contractual mechanisms and forms of
governance will need to be put in place to enable the ICB to delegate functions to the Care
Collaboratives and partners in each Care Collaborative to make decisions regarding use of
their collective resource.

• We are agreed that strong engagement between the Care Collaboratives and general
practice (GP practices and Primary Care Networks) will be critical. Specifically, in the
context of the 2022/23 scope, the interface with extended hours and extended access
services will be a key consideration.

• We are agreed that applying a principle of ‘building by doing’ is our best way forward –
working together within the agreed scope for 2022/23 will enable the partners in each Care
Collaborative to get clearer on a range of considerations highlighted in Thriving Places
(shared functions and capabilities, etc.)

2.
Local Progress to Date

• Assumptions described above (core purpose, scope and no change to contracts or financial
flows) to be formalised as a direction of travel via System Strategy and Planning Group, the

Partnership Executive Group and the Shadow Integrated Care Board.
• Each Care Collaborative to create a Development Plan in the context of the agreed 2022/23

scope and requirements of relevant national guidance documents

3.
Next Steps



Rationale for  
delegating the 

majority of NHS 
resource to the 

geographic 
Care 

Collaboratives

We agree that the two geographic Care Collaboratives will be
the entities that the ICB will ultimately delegate the majority of
NHS resource to. The rationale for this relates to:

• The core purposes of the two Care Collaboratives as set
out on Slide 17 – holding a ‘whole population budget’
will enable each Care Collaborative to make the most
impact in terms of driving the triple integration, including
the integration of physical and mental health services;

• The need for real oversight and transparency of whole
population activity and spend – this will be critical in
terms of prioritisation, health inequalities impact and
transformation and redesign activity;

• The need for increased flexibility – a whole population
budget will provide increased flexibility for each Care
Collaborative to effectively manage care for its
population across care settings, to move resource to
meet population need as required and to manage
associated risks;

• National evidence – ‘whole population budget’ being
recognised as an approach which facilitates delivery of
integrated care models and encourages the promotion of
whole population management, prevention, self-care
and a focus on outcomes rather than inputs;

• The need to promote ownership of and invest in mental
health across organisations and partners;

• The need to create clear lines of accountability;
• The need to move away from the status quo of multiple

contracts and multiple financial flows, and to reduce
complexity overall.



3. Governance, decision making and accountability. 
• For each Care Collaborative, define: membership; decision-making arrangements (including

how people and communities are involved); leadership roles; representation on, and
reporting relationships with, the ICP and ICB.

• In relation to decision making at Care Collaborative level, 5 potential governance approaches
are described, with recognition that arrangements will develop and evolve over time.

• Define accountability arrangements including the role that the Care Collaboratives and their
leadership teams will play in relation to performance management.

1. 
What is required?

• We are operating on the assumption that each Care Collaborative will have Host
Organisations - South Warwickshire NHS Foundation Trust for Warwickshire and University
Hospitals Coventry and Warwickshire for Coventry. The Host Organisation will be an equal
partner and enabler in the Care Collaborative.

• The Governance Workstream of the system-wide ICS Transition Programme is leading on
the design of the future ICS scheme of governance, with reporting established to the
Partnership Executive Board and the Shadow Integrated Care Board, and engagement
across system partners underpinning the design process.

• In support of the above, the CCG has commenced a process of engagement in relation to
future accountability arrangements. The future approach will be co-developed with the Care
Collaboratives and the Place Partnerships, based on a core principle of mutual
accountability.

• In relation to the 5 potential governance approaches, aligned with the contracting route
map incorporated in the CCG’s Statement of Intent for 2021/22 we are operating on the
assumption that the relationship between the ICB and each Care Collaborative will
ultimately anchor through a Lead Provider contract.

• We recognise that building the case for change for a radical change to contracts and
financial flows will take time – we agree that other forms of governance (committees/joint
committees/delegation to individual Executives) will provide a mechanism to tether the
relationship between the ICB and the Care Collaboratives in the interim.

2.
Local Progress to Date

• Assumptions described above (Host Organisations and direction of travel to Lead Provider
contracts) to be formalised via System Strategy and Planning Group, the Partnership
Executive Group and the Shadow Integrated Care Board.

• Care Collaboratives to define their memberships with reference to the recommendations in
Thriving Places.

• Governance arrangements for 2022/23 to be agreed.
• Future accountability arrangements to be agreed through co-design process – currently

looking at potential November workshop

3.
Next Steps



Arrangements for Place Based Partnerships
Initially, 2 geographically based Care Collaboratives are proposed, one for Coventry and one for 
Warwickshire, which will be the system’s “Place-based Partnerships”. The collaboratives will be 
the foundation for the integration of health, social care and public health services and population 
health at Place level.
• The Care Collaboratives will be the entities that the ICB will ultimately delegate the majority 

of NHS resource. Over time, consideration will also be given to the delegation of Local 
Authority (LA) budgets, but this needs to be worked through

• The ICB will hold the Care Collaboratives to account for the delivery of identified 
metrics/outcomes associated with any functions and resource delegated to them

• There is no intended changes to contracts/funding flows on 1 April 2022

In order to successfully implement the proposed arrangements, a Programme approach has been 
agreed with a Programme Board and associated workstreams. An initial four workstreams have 
been established to undertake the co-design and transition of the collaboratives. These will 
report through the ICB Executive team to the Shadow ICB until the formal ICB is established on 
1st July and through PEG to all partner organisation Boards.

The governance structure and overview of the workstreams is detailed in the following slides. 



Proposed Care Collaborative Development 
Programme Structure



Workstream 1:  Governance Approach
• Options Appraisal of Governance options - e.g. Consultative Forum, Joint Committee, 

Committee In Common, Lead Provider etc
• Indicative route map from Consultative Forum to full delegation via Lead Provider contract
• ICS to Care Collaborative Governance Relationship – including route map i.e. from 

consultative form to end state 
• Care Collaborative governance relationship with Host organisation
• Care Collaborative governance relationship with Place 
• Care Collaborative and/or Place Decision-making (including management of conflicts of 

interest)
• End point Care Collaborative Board/Committee Structures 



Workstream 2: Care Collaborative Development
• As previously described in the Functions document with White Paper implications to be 

added
• Clarification of Host Role (as facilitator of Care Collaborative) and development of 

arrangements in Coventry  and Warwickshire
• Warwickshire Care Collaborative / Coventry Care Collaborative will require further 

development in order to agree and implement their plan for delivery which will include:

 Health and Care strategy
 Service Planning and Commissioning
 Service Delivery and Transformation
 Population Health Management
 Clinical Leadership
 Community Support
 Health and Well-being

 Finance
 Quality & Safeguarding
 Performance and Improvement
 Commissioning procurement and contracting
 People and Communities
 Data sharing and digital
 Estates management and integration

• Identification of CCG resources to support development 
• Development of relationships with ‘Other’ Provider Collaboratives e.g. Mental Health 

Collaboratives, Primary Care Collaborative 
• Develop governance transition plan: Consultative Forum and beyond 
• Development of resource allocative strategy 
• Care Collaborative interface with Place (Warwickshire specific)



Workstream 3:  Transfer of Strategic Commissioner 
and Care Collaborative Model

• Scope of delegation – agreement of what is System and CC commissioning (£/Contracts)

Strategic Commissioner development actions
• Agree System level activity £/Contracts 
• Develop System level functions 
• ICS Strategy

Care Collaborative: 
• Agree Care Collaborative level activity £/Contracts
• Define process to identify Place level activity and ‘at scale’ Care Collaborative activity; 
• Contracts strategy to full delegation via Lead Provider contract
• Financial Framework from Consultative Forum to full delegation via Lead Provider contract
• Procurement and Contracting approach for end point Lead Provider model – e.g. Host 

Organisation identification, Commissioner Capability Assessment (Gateways)
• Local Readiness to Operate (ROS) – e.g. contract due diligence requirements for transfer, HR 

resources transfer etc
• Host Organisation actions: Trust Regulator requirements



Workstream 4: Assurance Approach
Care Collaborative Assurance 

• Co-design/development of Care Collaborative Gateway Assessment Process 
• Oversight of readiness throughout 2022/23 and beyond (linked to governance options)

Performance Assurance

• Development of future Assurance Process (e.g. Principles/Phases) at each stage 
• Performance and Transformation Assurance 
• Quality Surveillance 
• Financial Assurance Framework
• Assurance Framework MOU  
• Establish Care Collaborative reporting 
• Development of System outcome reporting 



2022-2023

Stage 1 - Day 1 Formation  
Development of leadership, outcomes, 

partnerships, advise/endorse commissioning 
and contracting for areas in scope 

2023-2024

Stage 2- Responsibility  
Develop ambitious plans for the scope of 

services and spend to be overseen by Place 
based arrangements for areas in scope

2024-2025 onward
Stage 3 - Accountability 

Work towards inclusion of services and 
spend by 2026 

Stage 0 – Preliminary works in advance of 1st

July Stage 1 development Pre-1st July 2022

Indicative Programme Timelines



Proposed Time Frame: July 2022 – March 2023 (indicative only – to be agreed by ICB Board once established)
2 x Care Collaborative Consultative Forums – one for Coventry and one for Warwickshire 

Role/Function: 
• Have due regard to the ICB plan for meeting the aims of the ICS and;
• Agree local vision and strategy for Care Collaborative geography (e.g. Place Partnership Plan/ 5year plan)
• Utilise and foster a culture of stakeholder engagement and involvement including VCSE partners 
• Propose, develop and prioritise transformation programmes with outcomes agreed with the ICB - balance of local and 

national deliverables
• Identify overlap and approach to working across Care Collaboratives (do it together or on their own)
• Establish arrangements for Population Health decision making and future resource allocative approach 
• Oversight of Performance Assurance (performance, quality, finance and transformation) 
• Advise/Endorse commissioning/contracting decisions for areas included ‘in scope’ e.g. UEC, CHC, Out of Hours contract  

etc.

Proposed Membership: Forum to bring together partner members as described in ‘Thriving Places’ e.g. Primary Care (PCNs 
directors or other PC leaders) the ICB, Acute, Community and Mental Health providers, Local Authorities, Third Sector, VCSE 
and community/patient voice
• Membership should be future proof for end state (full transfer to Host Provider) for seamless transfer between 

governance options

Reporting: ICS Executive Group (which reports to the Board 
of the ICB)

Decision making: Consultative Forum, shapes and makes 
recommendations via the ICB governance structure

Budget: Remains with ICB Risk: Low as decision shaping/ Medium re reputational

Resource: Matrix working approach – commitment from all partners to contribute resources. CCG hybrid approach e.g. 
transformation team support to develop proposals, BI support

Stage 1: Consultative Forum



Proposed Time Frame: April 2023 – March 2024 (indicative only – to be agreed)
2 x Care Collaborative Committee(s)  – one for Coventry and one for Warwickshire as Committees of the ICS Board

Role/Function: 
• Accountable for delivery of agreed transformation programmes and delivery of plans against vision and strategy
• Accountable for stakeholder engagement and involvement including VCSE partners 
• Accountable for resource allocative and commission strategy for delegated programmes 
• Accountable for Performance Assurance (performance, quality, finance and transformation) for delegated 

programmes

Proposed Membership: Remains the same as proposed under Consultative Forum

Reporting: Provides assurance to ICB for delegated powers Decision making: Decision making in accordance with 
delegated powers accountability to the ICB and LA 

Budget: ICB Committee - remains with ICB, Joint Committee 
– pooled with the LA Financial Risk: Remains with ICB or Shared 

Resource: Matrix working approach as per Consultative Forum. CCG resource work plans aligned to Committee decision 
making. 

Stage 2: ICB Committee/Joint Committee of ICB and LA



Proposed Time Frame: April 2024 – Beyond (indicative only – to be agreed)
2 x Care Collaborative Committee(s)  – one for Coventry and one for Warwickshire as Committees of the ICS Board

Role/Function: 
• As per Stage 2

Proposed Membership: Remains the same
Care Collaborative awards contracts to Lead Provider(s) – allocated on a pathway/programme basis

Reporting: Lead Provider accountable to Care Collaborative 
Committee via contract, Care Collaborative Committee 
provides assurance to ICB for full delegated powers

Decision making: Committee has decision making powers 
for full Care Collaborative delegated authorities; Lead 
Provider(s) decision maker within the scope of the contract

Budget: Remains with ICB / Lead Provider(s) hold pathway 
budget

Financial Risk: Remains with ICB / Lead Provider(s) risk 
against pathway budget

Resource: Matrix working approach as per Stage 2

Stage 3: Individual Host Provider (pathway approach) 
Option A



Proposed Time Frame: April 2024 – beyond (indicative only – to be agreed)
• 2 x Host Organisations – one for Coventry and one for Warwickshire  
• Host Organisation governance arrangements established
• Host Organisation Board accountable for all activity in scope/contract – own functions and governance functions for 

delivery and assurance

Role/Function: 
• Accountable for commissioning and contracting activity within scope

Proposed Membership: Host Organisation (through Lead Provider contract) provides assurance to ICB for commissioning 
function and contract delivery

Reporting: Host Organisation (through Lead Provider 
contract) provides assurance to ICB for commissioning 
function and contract delivery

Decision making: Committee of Host Organisation Board 
(own Provider governance). Provider Board accountable

Budget: Host Organisation (through Lead Provider contract)
Financial Risk: Host Organisation (through Lead Provider 
contract) would need to establish risk share agreements for 
activity in scope

Resource: Sits within Lead Providers

Stage 3: Care Collaborative Total Spend Host Provider 
Option B



Programme Planning

As previously mentioned, the Care Collaborative development is a three-year programme. A 
phased programme management approach is being utilised with assurance gateways between 
stages. 

Utilising the meticulous approach maintained throughout the ICS transition, the Programme 
Board will create its own Readiness to Operate Statement Checklist (RoS) in between each stage 
to provide assurance to the system and gain approval to proceed to the next stage. 

Each Stage is dependant upon completion of the previous Stage. For this reason, Stage 0 will be 
planned in detail to ensure that from March – June, all actions are undertaken to ensure 
readiness to commence Stage 1. 

Stages 1-3 will be planned in greater detail as the programme develops.



Stage 0 Plan – Part 1
Task Timescales

Establish Care Collaborative Development Group Complete

Undertake geographical review of the four Places and the Place Partnerships within these areas Complete

Agree (in principle) the proposal that the system will initially have 2 geographically based Care 
Collaboratives, one for Coventry and one for Warwickshire, which will be the system’s “Place-based 
Partnerships”

Complete

Undertake in depth Care Collaborative review including functions, responsibilities, both during 
transition and post transition Complete

Undertake an options appraisal for potential future models Complete

Present proposals to the ICB Complete

Identify ‘stages’ required for a three-year approach including indicative time frames Complete

Hold Care Collaborative design and development workshop Complete

Identify potential workstreams and respective scopes Complete

Build programme structure Complete

Agree approach, workstreams, and respective leads at the Care Collaborative Development Group Complete

Establish System Wide Care Collaborative Transition Programme Board Complete

Draft System Wide Care Collaborative Transition Programme Board Terms of Reference Complete



Stage 0 Plan – Part 2
Task Timescales

Undertake workstream membership identification process March-April

Create initial programme framework March-June

Hold Governance Approach workstream scoping session March-June

Hold Care Collaborative Development Group workstream scoping session March-June

Hold Transfer to Strategic Commissioning & Care Collaborative Model workstream scoping 
session March-June

Hold Assurance Approach workstream scoping session March-June

Build programme framework based upon scoping sessions outcomes March-June

Present programme framework to the Programme Board March-June

Build Stage 0 RoS March-June

Complete and present Stage 0 RoS to the Programme Board for sign off March-June

Present complete Stage 0 RoS to relevant boards for sign off March-June

Additional details will be noted once full Stage 0 plan is built.
It is the intention to build a full (evolutionary) three-year work plan as Stage 1 commences



Inequalities Strategic Plan



Population Health Management

Identified functions at PlaceIdentified functions at System

Sub-functions at System Sub-functions at Place

Evidence-based decision 
making frameworks

Infrastructure and 
incentives overarching 

plan

Setting standards for how 
Places engage and 

collaborate to collectively 
improve performance

Collaboratively 
developing insights, 

evidence and monitoring 
and innovation

Clear line from 'wider 
good' narrative to your 

individual role

Collaborating with 
providers to develop 

prioritisation frameworks

Access and addressing 
inequality

Building relationships 
across providers and 

PCNs

Collaborating across 
Places to address wider 

issues

Collaborating to develop 
clinical strategy vision and 

outcomes-based 
approach to priorities

Collecting and analysing 
data for a total population 

perspective

Culture of continuous 
improvement mindset and 

encouraging learning

Establishing access to 
needs-based resourcing 

Clear narrative on the 
'wider good' priorities for 

the population

Decision-making

Clear delineated 
outcomes framework for 

Place delivery within 
System
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As PHM sits at every level of the system, we asked the team leads to further break 
down the function into detail to understand the distinction between system and Place

The team leads emphasised the importance of information gathering at Place, as they would be closer to the evidence and have a 
responsibility to collect it. There was also a strong feeling that for data to be useful, there was a strong need for consistency which had 
to be coordinated at a system level. Population Health Management is primarily a tool to enable decision making and experimentation 
and it was felt that this could only be a shared project at both levels



Background and Aims

National NHSE/I requirements:

1. 5yr strategic Inequalities Plan that is 
fully embedded and delivered at ICS 
level

2. Based on the NHS Long Term Plan
3. Place based and co-ordinated by DPH
4. Choice of topics are left to systems to 

agree with partners but they do need 
to: 

• Be based on a scientific 
framework/model of health 

• Have a meaningful impact on 
health of local communities 

• Be capable of being measured 

Aims: 

• To strive towards health equity for the 
population of Coventry & 
Warwickshire.

• To make reducing inequalities the 
golden thread through all of our work

• To challenge the whole system on 
how they can contribute and embed 
action



Health Inequalities

Health inequalities are unfair and avoidable
differences in health across the population, 
and between different groups within society. 

Male 
LE

Femal
e LE

Male 
gap

Femal
e gap

Coventry 78.7 82.2 10.1 7.8
N.
Warwick-
shire

79.1 82.7 4.6 5.3

Nuneaton 
& 
Bedworth

77.6 82.3 10.1 5.5

Rugby 80.5 83.5 7.2 2.6
Stratford-
upon-Avon

81.5 85.2 3.3 4.0

Warwick 81.2 84.8 8.0 6.4

Life expectancy 2017-19 (Source: PHOF)



LTP Prevention 
steering group 

(C&W)

Place 
partnerships 

(Warws)

Healthy Places 
Board (Cov)

Anchor All iance 
(C&W)

Marmot group 
(Cov)

Place 
partnerships 

(Warws)

2x Care 
Collaboratives

Provider 
collaborative

Place 
partnerships 

(Warws)

PCNs

LMNS

One Coventry 
Partnership 

Board

Place 
partnerships 

(Warws)

Voluntary 
sector all iance 

(in 
development)

Anchor All iance

Our strategy to tackle health inequalities – a 
Population Health approach  Major 

programmes
Major 

programmes

Health in All Policies 
(C&W)

Thrive programme

Anchor programmes: 
employment and 
economy (C&W£)

Mental Health 
Transformation 

Programme

Primary Care 
Development 
Programme

Place-based priorities

LD and autism 
programme

Community Powered 
Warwickshire 
Programme

Health in All Policies 
(C&W)

Anchor programme –
economy (C&W£)

LTP Prevention -
Smoking and weight 

mgt (C&W)

Wellbeing for Life
Campaign (C&W)

Health and Wellbeing Boards, Place Forum





“Core 20”



“Plus” groups
Principles:
- Based on local and national data

- Groups that risk “falling between the cracks” – most marginalised

- Need system-wide ownership (and not picked up elsewhere at system level)

- Review every 12m

- Can be local for Place

Coventry and Warwickshire:
• Transient and newly arrived populations, includes homeless, gypsies and travellers, boaters, 

refugees and asylum seekers

• Families with children at risk of poor outcomes (Supporting Families)

Warwickshire: 
• People with a disability (sensory and development)

• Rural isolation

• Ethnic minority groups



Five Key Priorities - Strategic

Restore Services 
Inclusively

Mitigate against 
digital exclusion

Ensure datasets 
are timely & 

complete

Accelerate 
Preventative 
Programmes

Leadership & 
Accountabil ity

Core20PLUS – Population 
Groups

Core20 
(most deprived 

quinti le)

PLUS
(ethnic minorities, 

etc locally 
determined using 

PHM data )

5 Clinical Focus Areas

CVD Cancer Respiratory Maternity
Mental 
Health 

(including 
CYP)

Six Local High Impact Actions on 
Inequalities



How we are going to do it? – Evidence-based approach

Levelling Up Health: A practical, evidence-based framework, December 2021

Long-term, multi-
sector, multi-

component action

Healthy-by-default 
and easy to use 

initiatives

Locally-designed 
focus

Targeting 
disadvantaged 

communities

Matching of resources 
to need

Health in All Policies (HiAP) 
HEAT tool 
Prevention in all pathways

Population health model
Inequalities across all we do 
Call to Action on inequalities

People and Communities Strategy 
Co-production

PHM
EqIA
Health Equity Audit

Inequalities included in investment and 
prioritisation decisions
Shift in financial resources 
Prioritisation of staff resources



Major inequalities work programmes
Major work programme

Core 20 LTP prevention programmes

Elective care prioritisation

Primary care development

Mental health transformation

Community diagnostics expansion

Plus Newly arrived and transient communities
Supporting Families
Place-based priorities

5 Maternity continuity of carer

Cancer early diagnosis

Severe Mental Illness – physical health

Respiratory disease - vaccinations

Hypertension - case finding

Enabling work-streams:

• Digital transformation strategy
• Personalisation
• PHM
• People and Communities



Proposed governance arrangements:

Ownership & overall responsibility for the Strategy:
Integrated Care Partnership / Integrated Care Board

Responsibility for development, implementation and monitoring 
of the Strategy:

Population Health and Prevention group 
via C&W Inequalities Task Group

Accountability for implementation:

Care 
Collaboratives

Plus
Project 

group(s)

5 Clinical 
priorities 
Relevant 
Clinical 

Programmes / 
Primary Care

Advisory and championing:
Board Leads for Inequalities

Holding to account / challenge:
Health Overview and Scrutiny, 

NHSE/I, CQC, Healthwatch

Enabling delivery:
Health and Wellbeing Boards

Warws Place Partnerships
One Coventry Partnership

Digital Transformation Board, 
People Board, Clinical Forum

Other links

PCNs 



System Engagement:

Coventry Warwickshire System
• H&WB Board
• One Coventry 

Partnership
• Coventry care 

collaborative
• Scrutiny committee
• Marmot group
• Coventry Place 

Exec group

• H&WB Board
• Place partnership 

forums x3
• Scrutiny committee
• Warwickshire Care 

Collaborative

• ICB Shadow Board
• C&W Place Forum
• Anchor 

development group
• Cancer Board
• Digital 

transformation 
board

• Primary care 
development group

• Population health 
and prevention 
group

• Board leads for 
inequalities

• PEG



How will we know we have got there? 

Inputs

•Inequalities 
strategy

•Governance 
structure

• Inequalities 
prioritisation 
framework 
for system 
decision 
making

Activitie
s

•Use of HEAT
•Use of PHM
•Community 
co-
production

•Health equity 
audit

Output
s
•Delivery of 
the “5” 
priorities

•Programme 
specific 
measures 
e.g waiting 
lists

Outcome
mes

•Health 
inequalities 
dashboard

Impact

•Reduced gap 
in healthy life 
expectancy 
across Place 
and System
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Clinical and Care 
Professional Leadership 

Arrangements



The system good progress on the full redesign of the clinical and professional leadership element within the 
system. Continued discussions are happening both internally and with external facilitation from NHS Elect.

The ICS has designed the initial structure of a Clinical Executive Group (CEG). 

• This has been worked through with the Governance workstream to establish its position within the 
wider ICS Structure.

• Reporting lines and purposes have been identified.

• Membership has been designed and will be further reviewed before implementation.

• Early purpose and expectations of the group have been designed and will be worked through with the 
wider clinical group before being finalised.

The Clinical Forum has been reviewed for purpose, membership, and position within the ICS. 

Ongoing development will finalise the full structure for both groups.

Resource plans will be created to ensure that the Clinical and Professional Leadership workstream is 
sufficiently resourced to undertake the transformation required.

Leadership, mentorship, and development is in the early stages of planning with agreement from the 
People and Organisational Development workstream to align the two workstreams.

Ongoing work with the Quality workstream to ensure synergy between the two workstreams.

Ongoing discussion with the Digital workstream around supporting the enablement of the clinical elements 
within the ICS Digital Strategy as well as future planning of digital enablers for the Clinical Engagement 
Plan.

Progress Overview



Clinical Governance within the ICS



ICS Structure:
The Clinical Executive Group feeds directly into the ICS Executive Group and from here up to the ICB where the 
CMO (chair of the CEG) is a voting board member. As well as clear lines and purpose, this ensures that the CEG 
carries the influence required to help support and guide the ICS on clinical elements.

Membership:
The CEG will be a small group of clinical professionals that represent their profession as opposed to their 
organisation or place. This helps keep thinking and decision making at a wider-ICS level. It will be chaired by the 
CMO with a deputy chair from another profession. 

• Chief Medical Officer 
• Chief Nursing Officer 
• ICS Chief Pharmacist 
• Primary Care Clinical Lead (GP, locum, pharmacist etc.) 
• ICS Chief Allied Health Professional 
• Local Authority Clinical Lead (Social Work/Clinical practitioner) representation if we are keeping it 

representing profession
• ICS Chief Health Care Scientist
• +/- Hospital Dr (CMO) if the System CMO is a GP

The link of the CNO between the CEG, System Quality Group, and Quality & Assurance Committee will strengthen 
the wider-system view on all things clinical, quality, and safety related.

Purpose:
The CEG will be an acknowledged place for people to gain advice and guidance. It will help set direction and advise 
the ICB as well as holding to account the Clinical Forum and ensuring that initiatives discussed at, and actions from, 
the Clinical Forum are undertaken in a timely manner and with sufficient resource. Following design and 
engagement sessions a Terms of Reference (ToR) is being created and once approved will be available for 
submission to NHSE/I if required. 

Clinical Executive Group



Rebrand and relaunch:

It has been agreed to rebrand and relaunch the Clinical Forum. As we transition into an ICS, it is a 
optimal time to refresh and revitalise the current Clinical Forum. To ensure effectiveness we will work 
with the Communications and Engagement team who will provide support and guidance as well as 
strengthening the comms and advertising element of the relaunch. 

ICS Structure:

The Clinical Forum is a consultative forum that has indirect lines to the System Quality Group and direct 
reporting lines into the Clinical Executive Group. 

Membership:

The Clinical Forum already has wide representation, however as part of the relaunch the membership will 
be extended further. By opening up the Clinical Forum to all a wider group of health and care 
professionals it allows system members to get exposure to ‘System Thinking’ that they may not have 
experienced. This developmental aspect will be further strengthened by allowing more junior members to 
volunteer to take part in initiatives discussed at the Clinical Forum which they can then use towards their 
qualifications and career development.

The leadership, mentorship, and development aspects will be looked at in more depth alongside the 
People and Organisational Development workstreams to build a full Clinical and Professional Leadership 
programme. Discussions were held this week with the ICS HR Director to begin joining the two 
workstreams together.

Purpose:

The Clinical Forum will remain an open consultative forum. One of the key strengths to this group is the 
wide reach across the system and ability to share learning. As part of the relaunch it will also be looked 
at as to bringing in external speakers on a more frequent basis and encouraging ICS partners to attend 
and present.

Clinical Forum



ICS people function 
arrangements
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Our people are at the center of our collective ambition for greater integration and better care across Coventry and Warwickshire. With over 
35,000 staff serving a population of  one million we strive to create the very best experience for our communities by creating great workplaces. 

Our evolving ‘One Workforce Strategy’ will be co produced with partners to ensure that we use every opportunity to attract and grow our 
workforce and ensure that we create inclusive cultures where everyone thrives. 

The levelling up agenda creates greater opportunities to attract from communities not currently working in health and social care and our people 
function will continue to focus on the anchor alliance priorities to create healthier communities through employment and training opportunities.
We are not starting from scratch; the current structure of the People Board and its subgroups are well defined and has broad representation and 
specialist expertise to deliver the key priorities. 

The People Board has six sub- groups focused on key areas of delivery: 
Workforce planning
Recruitment and attraction
Health and Wellbeing 
Education and development
Inclusion and Diversity 
Leadership and staff experience. 

The subgroups are chaired by senior HR and OD leaders with representation from all parts of the system including primary and social care. They 
report to the bi-monthly People Board on progress and associated risks to the delivery of their work program. A review of the subgroup priorities 
aligned to the ICS published guidance including the 10 expectations is currently underway and the following charts describe how this review is 
shaping up. The Primary Care Workforce Steering Group; Care Workforce Resilience Group and AHP Faculty & Council also participate in the 
People Board. This alignment with the redesign of care pathways will be critical in redesigning roles and responsibilities.

The People Board is fully committed to the delivery of the NHS People Plan and HR Directors across the system are instrumental in developing 
system wide interventions to improve our people function. HR Directors meet weekly to discuss immediate people issues effecting the system 
and monthly for a strategic review of priorities. 

The People Board have associated KPI’s for each of the programs and these will be enhanced for reporting progress against the 10
expectations. A people Risk Register is reviewed regularly and responsibility for assurance and oversight will continue with the People Board 
reporting to the ICB.  

Background and Context



Sub-
groups

Workforce 
Planning & 
redesign  

Recruitment & 
Attraction 

Education and 
Training

Leadership  & 
OD

Health & 
Wellbeing

Inclusion & 
Div ersity

Chief People 
Officers

People 
Plan 
Pillars

Cross-cutting Growing for the future

Cross-cutting

Growing for the 
future

Belonging in the 
NHS

Looking after our 
people

Belonging in the 
NHS

Cross-cutting

People 
Functions

9. Leading 
coordinated 
workf orce planning 
using analy sis and 
intelligence

5.Leading workf orce 
transf ormation and 
new way s of  working

2.Growing the workforce 
for the future and enabling 
adequate workforce supply
7. Driv ing and supporting 
broader social and 
economic development

2.Growing the workforce 
for the future and 
enabling adequate 
workforce supply
6.Educating and 
training people

4.Valuing and 
supporting 
leadership at all 
lev els, and lifelong 
learning
6. Dev eloping 
people, 
and managing talent
10. Supporting 
sy stem design and 
dev elopment

1.Supporting the health 
and wellbeing of  all 
staf f

3.Supporting 
inclusion and 
belonging f or all, 
and creating a 
great experience 
f or staff:

8.Transf orming people 
serv ices and supporting 
the people prof ession

Sub-
group 
Current 
work 
programm
e

• Compilation of BI 
to support 
workf orce 
planning and 
highlight risks  

• Support sy stem 
and place-based 
workf orce 
redesign 
projects.

• Analy se KPI to 
inf orm key 
decisions of the 
People Board.

• Design of  a C&W 
recruitment & attraction 
Strategy  

• Collaborative approach 
to entry  level posts in 
particular talent for care 
and apprenticeship 
posts

• C&W Shared 
Application Form

• Dev elopment of 
manager/Candidate
Toolkit

• C&W Shared Job 
Platf orm

• Digital Passport
• To scope and dev elop 

the inf rastructure 
required to f acilitate 
rotational posts across 
the health economy, 
where appropriate

• Rev iew recruitment 
practices to reduce bias 
and improv e diversity

• Maximise use of 
apprenticeship 
lev y to attract, 
recruit & dev elop 
workf orce

• Address nursing 
workf orce gaps 
through mixed 
mode of  nurse 
training.

• Increase 
placement 
capacity and 
expand nurse 
placements in 
primary  and social 
care

• Dev elop more 
innov ative ways of 
deliv ering 
education and 
training

• Supporting 
dev elopment of 
sy stems 
leadership skills 
and behav iours 
and open out to 
all parts of  the 
sy stem

• Dev elop a 
community of 
leaders with a 
shared platf orm 
to learn and 
grow.

• Implement 
sy stem wide 
approach to 
coaching and 
mentoring

• Implement pilot 
f or talent 
management 
conv ersations 
through scope for 
growth.

• Deliv ery of pilot 
programmes for 
Leading sy stems 
change

• Dev elop the 
leadership 
culture to support 
staf f wellbeing 
and leaders 
resilience 

• Complete a 
health needs 
assessment and 
wellbeing 
strategy   review 
the health and 
wellbeing needs 
of  health and 
care workf orce. 

• Communication 
of  the health & 
wellbeing of fer

• Sy stem-wide 
wellbeing 
campaigns. 

• Improv e access 
to psy chological 
support

• Improv e access 
to well being 
support f or 
BAME 
colleagues

• Establish an 
Activ e System 
BAME 
Network. 

• Work with 
stakeholders 
and other sub 
groups to 
increase 
representation 
of  BAME staff 
at all lev els –
As a critical 
f riend.

• Work with 
stakeholders to 
support BME 
career 
progression 
Establish 
aspirational 
goals and 
monitor 
progress in 
Race and 
disability 
equality

• Transf orming 
people serv ices 
and supporting the 
people prof ession

Alignment of The People Board Subgroup Priorities



Workf orce Operational Deliv ery  Group

People Board 

Transf ormation/Enabling 
Pathway  Workstreams

Education and 
Training

Recruitment & 
Attraction 

Workf orce 
Planning & 

redesign  
Leadership  & OD

ICB Board Regional People 
Board

Strategic Planning

Inclusion & 
Div ersityHealth & Wellbeing

9. Leading 
coordinated 
workf orce 
planning using 
analy sis and 
intelligence

5.Leading 
workf orce 
transf ormation 
and new way s of  
working

7. Driv ing and 
supporting broader 
social and economic 
dev elopment

2.Growing the 
workf orce f or the 
f uture and enabling 
adequate workf orce 
supply

6.Educating and 
training and 
dev elopment

2.Growing the 
workf orce f or the 
f uture and enabling 
adequate workf orce 
supply

4.Valuing and 
supporting 
leadership at all 
lev els. 
3. Creating inclusiv e 
cultures and great 
staf f  experience
10. Supporting 
sy stem design and 
dev elopment

1..Supporting the 
health and 
wellbeing of  all 
staf f  and deliv ery  
of  sy stem wide 
interv entions that 
keep staf f  well

3.Supporting 
inclusion and 
belonging f or all, 
and creating a 
great experience 
f or staf f

Primary  Care 
Training Hub

6.Multi-
prof essional  
primary  care 
training
9.Workf orce 
planning
5. Workf orce 
transf ormation & 
new way s of  
working

HR Directors

8.Transf orming people 
serv ices and supporting 
the people prof ession

Underpinned by shared values and behaviours aligned to effective system working and part of ongoing Organisational Development

Coventry and Warwickshire ICB People Function  



ICB Chief Executive

ICB Chief People Officer

ICB 
Head of Workforce

ICB
Leadership & OD 

Programme Manager

ICB
Wellbeing Programme 

Manager

ICB
Diversity & Inclusion 

Manager

ICB
Recruitment & 

Attraction Programme 
Manager 

ICB
Workforce Planning 

Manager
ICB HR support 
supplied by CSU  

PMO Support

CPO’s of NHS 
Trusts

ICB Draft People Function Structure



Leadership, Culture and Organisational Development 
Approach 

The NHSE/I system guidance ‘building strong integrated care systems everywhere: guidance on the ICS people function deliverables’ requires
the system to use organisational and cultural system design and development principles to support the establishment and development of the
Integrated Care Board (ICB) and Integrated Care Partnership (ICP). It suggests that the organisational development approach creates ‘a
system-wide culture that: is driven by purpose; enables people, places and thesystem to fulfil their potential; is connected to the people served
by the system and those delivering services; harnesses the best of behavioural, relational and structural approaches; and nurtures
collaboration’.

Core to the plan is the refreshed ICS Vision and the development of core values, this work will be led by the new Chair and CEO and will engage 
all partners and will be crucial in supporting the development of the behaviours needed for us to move from competition to collaboration. We are 
yet to agree the process for commissioning support in this area as we await decisions about key leadership positions, this is scheduled to be 
finalised in quarter four.

That said we have already begun building programs of support for leaders across the Coventry and Warwickshire system. Some examples of 
these activities include:

• Partnering with Deloittes consultancy to deliver executive leaders intervention and specific sub group work
• Bespoke development for partner provider organisations
• Developed a leadership community and delivered a number of specific learning events to facilitate networking and sharing of best practice
• Shared opportunities to develop leadership capability via the leadership sub group
• We are part of the national pilot for leading systems change where two clinical programmes are receiving direct leadership support, these are 

Diagnostic and Ageing well.
• We are participating in the regional clinical leadership programme to build the ICS clinical strategy and ways of working via NHS Elect
• We are part of the pilot to develop talent conversations within areas where the leadership pipeline is less populated.
• Place based leadership interventions 

Milestone Owner Quarter 3 (21/22) Quarter  1 (22/23) Quarter 2 (22/23)
Agree Methodology 
and phasing, 
short/medium/long term

CPO and CEO

Diagnostic and 
development 
framework 

Leadership sub 
group Chair

Delivery and Evaluation 
(this will be ongoing)

People Board



OD Strategy Development
The ability to build an OD strategy that is fit for purpose requires a detailed analysis of the prevailing 
leadership cultures and ways of working against the scale of our ambitions as an ICS. We have 
developed an approach which considers the immediate requirements and how we use system wide 
engagement to refine the medium to longer term OD and People requirements.

In addition, we must consider the ambitions in each of our ICS strategies and plans, and how our 
people are impacted, for example:

• Clinical strategy including the clinical and professional leadership development
• Digital strategy and impact on new role and skills development in addition to cultural acceptance
• Communications and Engagement plans both internally and externally with our communities
• Estates strategy which impact ways of working, capitalising on a hybrid approach
• Finance strategy to ensure our pay bill remains within the financial envelope.

We have commissioned a partner organisation to conduct a system wide review of current and future 
People and OD priorities. This will shape the way we design the work programme of the People Board 
and the people function of the ICB. This work has commenced with an expectation that it will report 
out in July 22. 

There are key OD activities that we need to progress between now and July. These actions are 
detailed on the next slide.



April – July OD Priorities  
1. Development of the ICS Board and Executive team
• Board development sessions planned 
• Offer for the Exec team development to be commissioned
• Partner Members induction 

2. Working with our system partners
Building on the Deloitte development and the Clinical and Professional leadership (CPL) work 
we will:
• Create set of values and behaviours for system working
• Develop the Leadership development programme of work, via the executive team, CPL and 

the leadership sub group
• Create the culture for care collaboratives to thrive – identify key priorities

3. Bringing together CCG and HCP staff
• Leadership and engagement sessions, understanding functional changes and impact on 

people
• Support managers to make this change 

4. Delivering the People Promise 
• Supporting services and their staff through transformation
• Re focus of People Board priorities in line with SWIM tool
• Ensuring diversity and inclusivity is threaded through all decision making



The specific outcomes of the commission will be:
• To collect and assimilate stakeholder views of the key people risks and mitigations, 

including how we engage and work with a wide range of partners (clinicians, leaders, 
Education, LEP, LA & VSCE etc) in the development of effective people solutions across the 
health and care system

• A review of the current people board & subgroups against the ICS national guidance (10 
expectations), The Future of HR & OD report; and the views highlighted above

• A clear recommendation on form and function of relevant structures/groups ensuring 
robust governance of the people risks and alignment to other statutory obligations. This 
includes clarifying how system and place workforce priorities are delivered

• A clear recommendation on the requirement and phasing of OD activity, in particular how 
our inequalities and inclusion agenda drives our culture development work

• Advice and guidance in the creation of our ‘One Workforce Strategy’

Our partner organisation is Clever Together who have a great track record in delivery



Working with people 
and communities 

arrangements
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Our people and communities strategy is 
about how we work together as ICS 
partner organisations, to build trust with 
the communities we serve, involving 
them in the development of the right 
services for them and giving them 
confidence to use them. 
It also demonstrates how we enable the 
services we commission to be culturally 
competent, and how we reduce health 
inequalities and improve health and 
wellbeing across Coventry and 
Warwickshire.
To do this, we’ve identified three key 
objectives which align to the aims of the 
ICS and the wider vision.

Our objectives

• To demonstrate how we will develop 
our involvement functions and 
networks across the ICS to support 
the delivery of the ICS vision and 
become a system where working 
collaboratively with each other and 
our population is the default.

• To define how the involvement 
function will support the ICB and ICP 
to deliver on their priorities

• To demonstrate the current routes of 
involvement of individuals and 
communities in our governance and 
workstreams, based on the 10 
principles for involvement outlined by 
NHSE and identify the areas for 
development and associated actions
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A draft vision and mission statement for how we work together as an ICS have been developed in collaboration with the 
partner organisations in the ICS.

Our vision
“To work together to make our health and care system work for everyone”

Our mission statement

“As partner organisations in the Integrated Care System we believe in working together, both with the population of Coventry 
and Warwickshire and each other. Through developing and delivering health care services which are suitable for the diverse 
communities in the area we serve, we know that inequality will be reduced, but that can’t happen without the input of local 
people, the voluntary, community and social enterprise services who work closely with them and all partners across the 
Integrated Care System. We must put people at the heart of everything we do because we know that services are better when 
they are developed in partnership. 

To work together we have to learn from the communities we serve. Truly putting people at the heart of what we do will require
innovation and a change in approach across many of our activities, understanding and adopting best practice across the 
system and developing new ways of connecting. We need to equip everyone with the tools and support they need to 
participate, which could mean training and development as well as recognition of time and contribution. It will also involve 
developing an “always listening and learning” environment where people can share their experiences and needs with us at 
any time, not just when we decide we want to talk to them.  When we have gathered insight we must share our knowledge 
across our partners so individuals only have to tell their story once and we reduce the burden of involvement which falls on 
some communities. When we improve things we need to continually demonstrate the difference that community involvement 
has made, to show the population the value of their contributions and to champion the benefits of involvement to those who 
work in health and care.

When we get it right our services will meet the diverse needs of local communities and we will build trust for people to feel
they can share their experiences of services, telling us what is working and where we need to improve. When people feel 
involved and listened to, not only will they access our improved services but feel empowered to take control of their own 
health and wellbeing. Ultimately this will help people across Coventry and Warwickshire to start well, live well and age well, 
regardless of their background or circumstance.”
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Our draft vision and mission statement



Key goals to support the delivery of our mission

Our strategy for engaging with people and communities will be an evolutionary 
document which continues to develop through 2022-23 as we continue to build our 
capabilities for involvement across the system. 

To deliver against our mission, the following four areas have been identified as the 
key areas for development.

• Learn from our communities and innovate

• Share knowledge across the system and always learning

• Equip everyone with the tools they need

• Demonstrate the difference that community involvement makes 

The first two areas will be our initial focus, delivering the building blocks to achieve 
the third and fourth aims.
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Learn from our communities and innovate

Truly putting people at the heart of what we do will 
require innovation and a change in approach across 
many of our activities, understanding and adopting 
best practice across our system and developing new 
ways of connecting.

• Mapping of engagement and involvement activity 
and assets across the system to reduce 
duplication and identify gaps, cross referenced 
against our Core 20 plus 5 cohorts.

• Adoption of best practices and “pilot” schemes to 
trial innovation

• Build on the NHS Principles for Engagement 

• Closer linking across the system of patient 
experience and quality teams to the wider 
involvement network

• Development of a Voluntary, Community and 
Social Enterprise Alliance 

Share knowledge across the system and 
always learning

When we have gathered insight we must share our 
knowledge across our partners so individuals only 
have to tell their story once and we reduce the 
burden of involvement which falls on some 
communities. To deliver this work we will:

• Develop a single database of all qualitative insight 
from partners

• Linked to PHM and the Decision Support Unit

• Explore potential to include complaints and 
patient experience data

• Establish clear governance routes for information 
from community assets / VCSEs into System, Place 
and Neighbourhood – where does the information 
go and where will it make a difference

• Working with the ICB patient experience team to 
develop an “always listening and learning” 
environment where people can share their 
experiences and needs with us at any time, not just 
when we decide we want to talk to them.
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Development of a formal VCSE Alliance 
has been identified as a key area of 
focus for the ICS. 
Working closely with the Voluntary 
Partnerships Team from NHSEI and 
with support from the National 
Association for Voluntary and 
Community Action, a programme of 
meetings has been undertaken with the 
larger VCSE organisations in the area 
to identify how this can best be 
delivered in Coventry and 
Warwickshire.
A draft vision and mission statement for 
how we work together is currently in the 
process of being agreed in conjunction 
with VCSE representatives.

To further support this work we have 
secured funding to undertake further 
engagement with the smaller, grass-roots 
organisations (defined as those with 
turnover under £10k pa) to understand 
how they want to be involved with the 
work of the ICS.
This work will focus on how we can 
support them to participate in ways that 
are suitable for them at a neighbourhood, 
Place and, if appropriate, System level. 
This engagement will take place across 
April and May 2022, with the outputs from 
the work informing the further 
development of an Alliance.
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Community engagement strategy

• A strong and effective ICS will have a deep understanding of all the 
people and communities it serves.

• The insights and diverse thinking of people and communities are 
essential to enabling ICSs to tackle health inequalities and the other 
challenges faced by health and care systems.

• The creation of statutory ICS arrangements brings fresh opportunities 
to strengthen work with people and communities, building on existing 
relationships, networks and activities.

• NHSEI require the system to have an overarching framework to support 
engagement activities. 

• Further work is required with all partners and Places to develop a co-
produced more detailed strategy, building on the work already being 
undertaken by partners across the system.



Principles for engagement

• In September 2021 NHS England published implementation guidance for ICBs 
on working with people and communities. This set out 10 principles, designed to 
be a golden thread running throughout the ICS, and is likely to become part of 
the statutory guidance which is due out later in 2022.

• These principles reflect the work already being led by the local authorities and 
other partners across the ICS.



The need for a culturally competent approach for involvement



Case Study - Working together to support vaccination 

• Pooling knowledge and experience between health and local authorities, 
working as one team to leverage all of our connections and reach our diverse 
communities.

• Our goal was to make sure everyone had the information they needed to make 
an informed choice about vaccination

 Multiple approaches to ensure culturally competent messaging

 Working with community champions and trusted intermediaries as 
partners

• Across the programme we reached out to over 150 different local community 
and voluntary organisations, support services, groups and communities

• Increase in positive engagement and improved uptake within our key 
demographics



Next steps 

• Build on what we learned from working together at Place
• Develop an ICS-wide Involvement Network with membership from 

across the partner organisations, Healthwatch, third sector and wider
• Development of an agreed vision and mission statement for working 

together across partner organisations
• Map our current activity across the system to learn from best practice –

we’re not starting from scratch!
• Putting people at the heart of everything we do

• Developing community links and insight to support Core 20 plus 5
• Supporting the embedding of PHM approach
• Embedding insight into our governance and planning
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Accountability and 
oversight
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Our Principles of Assurance (under review)

• Mutual accountability 
• System/Care Collaborative/Place interdependency 
• Equal partners responsible for system performance, collaborative 

working to tackle problems  
• A greater emphasis on system performance and quality of care 

outcomes, alongside the contributions of individual healthcare 
providers and commissioners to system goals.

• Outcome focussed with equal attention to transformation impact                            
• System focussed includes all aspects of the pathways
• Proactive approach to planning population health  
• System monitoring of activity, finance, workforce and quality 

outcomes.
• Early warning metrics to pick out deterioration in 

organisations/Places/Care Collaboratives for proactive management 
and targeted improvement support

• Compassionate leadership behaviours underpin all oversight 
interactions.
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Stage 1: 2022/23 

Delivery Metrics: 
Care Collaborative (shadow form)
Performance – BAU e.g. constitutional standards 
/ 22/23 Planning Guidance targets

Quality – Quality Surveillance  

Finance – FAB Assurance Process 

Delivery Plans (national and local strategic 
priorities)  

Delivery Metric Performance Plus: 
Introduction of broader pathway 
monitoring specific Care Collaborative 
programmes (yr 1 – Urgent Care) 
E.g. URGENT CARE (range of intelligence 
contributing to target e.g. Extend Access 
relationship to A&E) 

Development Framework 
KLOEs to measure Care Collaborative 
readiness/competency and Capability:
Assessment of Care Collaborative e.g. Leadership, 
governance, relationships and engagement, strategy 
etc; plus readiness of Host Organisations  e.g
Population Health Management, Workforce & OD, 
Reporting and Assurance, Function Infrastructure

Stage 2: 2023/24 
Delivery Metrics: 
Care Collaborative Level 
Performance – BAU e.g. constitutional standards / 
22/23 Planning Guidance targets 
Quality – Quality Surveillance 
Finance – FAB Assurance Process 
Delivery Plans (national and local strategic 
priorities)

Delivery Metric Performance Plus: 
Pathway monitoring across a wider range 
of Care Collaborative programmes  
(aligned to transfer of budgets)

Development Framework / 
Metrics: 
Introduction of Outcomes/PH and 
local priorities 
co-design/shadow monitoring of System Outcomes and 
local priorities – including wider consideration of health 
– e.g. citizen metrics, uti l ising a combination of metrics 
already established via the HWB e.g. health inequalities 
and local priorities monitoring, plus some early system 
define outcome based on population health findings. 

Stage 3: 2024/25
Delivery Metrics: 
Care Collaborative Level 
Performance – BAU e.g. constitutional standards / 
22/23 Planning Guidance targets 
Quality – Quality Surveillance 

Finance – FAB Assurance Process 

Delivery Plans (national and local strategic 
priorities) 

Delivery Metric Performance Plus: 
Pathway monitoring across a wider range 
of Care Collaborative programmes 

Outcome Metrics:
System/Care Collaborative/Place 
Level
Local Priorities Metrics: e.g. Health and Well Being 
Board  -Strategy Metrics 
Health Inequalities Metrics: e.g. Public Health - Health 
Inequalities 
Social Care Metrics 
Thriving Places Platform Metrics – how does it feel as a 
citizen (beyond health focus)

Phased Approach



• From the 1st July the Coventry and Warwickshire Assurance Framework will need to monitor and gather
insights about performance across each of the themes of the System Oversight Framework.

• The Care Collaboratives are expected to play a major role in the delivery of Urgent Care during Stage 1, but
will also be preparing for transfer of the broader work programmes.

• Care Collaboratives will be responsible for delivery of the agreed local System Outcomes, plus delivery of
national expectations attached to NHS funding e.g. constitutional standards, and any requirements set out in
the transformation commitments in the NHS Long Term Plan and funding commitments.

• Full system Performance, Finance and Quality will form part of the shadow monitoring phase in year 1 to
help develop Care Collaborative performance assurance processes in readiness for the end state/full budget
delegation. (Whilst the full range of performance requirements will be presented, the intention is to focus on
urgent care performance delivery).

• Monitoring frequency will mirror data availability and be available for the organisational hierarchies (ie
System, Care Collaborative, Place, Organisation) where this is possible. The information reviewed and
collected will include:

• delivery plans and reports
• regular financial, operational, activity and performance information
• quality insight
• risks and issues
• other exceptional or significant data

• This information will be used to capture both current and historical performance and aims to identify patterns
and changes, including evidence of improvement in reducing variation and inequalities.

Monitoring Process – Stage 1 



The main components of the monitoring process will be as follows:

• Monthly Local ‘System’ Review Meetings:
 maintaining current SRM membership (lead system providers + care collaborative)

with a focus on overall system performance

• QSRM – Regional meeting:
 NHSE led assurance process

• Monthly ‘Care Collaborative’ meeting:
 Delivery: Shadow form review of Care Collab/Place Finance, Quality, Performance

and Transformation (ie. Performance focus on Urgent Care Delivery – e.g. wider
pathway issues).

 Development: Oversight of Care Collaborative Development Assurance

• Provider Level Contract meetings: (by exception only)
 Meetings with individual providers by exception (i.e. due to a sudden drop in

performance/escalation)

Monitoring Process Proposal 



Q1

K
ey

 M
ile

st
on

es
 

Q2 

Set up Assurance Approach 
Task and Finish Group 

Next Steps 

Agree Assurance Framework for Stage 1 (1st July) 

Agree System / NSHE-I SOF MOU 

Day 1: Care Collaborative forum commence shadow monitoring 
(dependent on CCF development)

Develop CC Forum Perf Packs 

Establish System / CC Forum Oversight Framework for 23/24 

Agree Performance 
Metrics  

Agree  (shadow) 
Outcome Metrics 

Future activities aligned to CC Forum to be agreed as 
CC development 

Set up CC Assurance Gateways 
Task and Finish Group 

Establish Care Collaborative Capability Assessment 
monitoring e.g. matrix review etc
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System Financial Strategy

1. Aligned incentive 
contracts

2. Financial Recovery 
& Transformation 
Programme

3. System control on 
expenditure growth

5. Growing external 
income

• A f lat cash approach on 
acute emergency activity with 
additional f unding for 
inf lationary pressures only.

• This represents a significant 
challenge and inv olves 
working across Place to 
manage Length of  Stay, 
demand management and a 
lef t shift of activity.  

• There would be no income 
loss to prov iders for any 
reductions in acute 
emergency activity, with  
Electiv e Recovery Fund 
income f ollowing the national 
guidance.

• This represents an  
improv ement to the system 
f inancial position £24m per 
y ear based on 22/23 growth 
numbers.

System Financial Strategy Overview – 2022/23 to 2025/26
Pre covid underlying deficit of £149m will need to eradicated as the national rules around finance converge us back to
historic pre Covid allocations. 22/23 is largely around removing the costs around COVID as it recedes, making a strong
push on elective recovery and looking for external support around extraordinary inflationary pressures hitting our system

4. Place oversight 6. Invest to save 
transformation fund

• This will need to be 
supported by  a strong 
Transf ormational programme 
that is resourced to deliver. 

• Supported by  evidence of 
where the sy stem could 
improv e from various sources 
(e.g. GIRFT, Right Care, 
Benchmarking etc).

• A critical part of this is 
releasing the “power of  
place” to deliv er what can 
and should be done at place 
and the “sy nergy of system” 
on those schemes worth 
doing across the board. 

• Supported by  external 
rev iews led by Newton and 
real World across Coventry 
and Warwickshire 
respectively

• Creating a gateway prior to 
adding additional recurrent 
rev enue to the system is an 
imposition that will be placed 
upon the ICS by  the National 
Team giv en the £149m 
underly ing deficit.

• A Triple Lock mechanism will 
be in place f or new inv estment 
proposals which will require 
board lev el approval at 
Organisation, Place and 
Sy stem.

• This should be seen as a 
complementary strategy rather 
than one which deliv ers 
sav ings over and above the 
1% Cash Releasing Efficiency 
Sav ings (CRES).

• Strong organisational 
gov ernance that manages the 
remov al of COVID costs as 
and when rule changes 
around IPC, testing and actual 
numbers allow

• Giv ing each place the totality 
of  the budget to allow changes 
that impact on the overall 
expenditure of the system.  

• This will include f ull visibility of 
Primary  Care and MHIS 
(where rules around 
expenditure levels exist) and 
control on areas such as 
prescribing and CHC spend 
where ef f iciencies can 
contribute to the place 
ef f iciency challenge.

• Electiv e Recovery Fund –
Improv ements in underlying 
emergency performance and 
inv estments made during 
COVID create the potential to 
draw in additional income.

• Repatriation – Looking to 
ensure the C&W resource, as 
much as possible, is directed 
towards prov iders to enable 
productivity to contribute 
towards the CRES/cost 
pressure challenge. 

• Specialised Commissioning –
a zero basing approach to 
discussions with Specialised 
Commissioning and that 
additional requests from 
Spec Comm are not 
sanctioned without the 
necessary increase in 
f unding.

• Sy stem based bids – To 
create a f unction to 
proactiv ely pursue additional 
f unding opportunities. 

• It is recommended that in 
y ear 1 the commissioning 
budget prov ides for a 
Transf ormational pot to pump 
prime inv estments that 
contribute towards the 
CRES. It is proposed this is 
set at 0.5% of  the 
Commissioning Budget and 
will be managed by  the group 
responsible f or the System 
Control around expenditure.

• This creates an annualised 
non recurrent budget of c. 
£8m which can be used to 
pump prime inv estments in 
creating efficiencies across 
the sy stem.



Roadmap for data and 
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The ICS Digital & Data strategy components
To enable the ICS's strategic priorities detailed within the following components.

OUTPUTS

Implementation roadmap Costed delivery plan Future state technology architecture

ICS VISION
We will enable people across Coventry and Warwickshire to start well, live well and age well, promote independence, and put people at the heart of everything

we do.

ICS DIGITAL & DATA STRATEGY

Digital & Data vision

Strategic priorities, aspirations, system benefits and outcomes

Digital & Data capabilities

Key enablers (people, process, tech, data)



The strategic context
The Coventry and Warwickshire ICS Digital and Data Strategy is guided by a number of
contextual factors.

ICS Strategic Objectives*
• ICS vision and strategic themes
• ICS emerging clinical priorities and Workforce Strategy

Regional ambition for Coventry and Warwickshire
Working to help everyone lead healthier and happier lives, be part of a
strong community and benefit from effective and sustainable health and 
care services where and when they need them most.

National principles and frameworks for ICS strategies and digitisation
• NHS Long Term Plan
• DHSC White Paper: Integration and Innovation: Working together to 

improve health and social care for all
• NHSX What Good Looks Like (WGLL) Framework
• National Data and Digital Strategies (e.g. ‘Data Saves Lives: Reshaping 

Health and Care with Data’)

Emerging global healthcare trends
Collaborative care delivery ecosystems; enhanced personalisation;
efficiency through automation;proactive care; empowered patients

ICS Data and Digital Vision*
• Existing digital and data strategic thinking, 

including the integrated EPR vision andpopulation 
health management approach

• Existing digital agenda

National NHS context

International best practice

Coventry and Warwickshire 
Health and Wellbeing Strategy

ICS Objectives

Data and Digital 
Vision



Digital & Data Strategy Engagement Approach
The following engagement approach is being undertaken to collaboratively develop the ICS Digital & Data
strategy by the end of November.

INTERVIEWS SURVEY PATIENT
JOURNEYS

WORKING
SESSIONS

PUBLIC & PATIENT
FORUM

Understand the 
strategic context, 

currentstate,
future vision, 

capabilities and
challenges.

Gather 
perspectives on 
the priorities for 
digital and data 
transformation 
and barriers.

Bring the digital 
and data vision to

life via four 
exemplar future 
patient journeys.

Co-develop the 
strategy, including 

the target 
architecture, 
roadmap and 
investment

priorities

Listen to patient 
voices on their 

needs to inform
strategic priorities 
and the roadmap



NOV. 1ST

SESSION #3
• Discuss and prioritise digital 

and data capabilities and key 
enablers to deliverthe strategy

Digital and Data Strategy working session progress
Initial working sessions have been facilitated to discuss strategic aspirations and core digital and data
capabilities required.

13-Sep 20-Sep 27-Sep 4-Oct 11-Oct 18-Oct 25-Oct 1-Nov 8-Nov 15-Nov 22-Nov 28-Nov

Week commencing

SEPT. 27TH

SESSION #1
• Discussed ICS strategic 

objectives; and
• Agreed strategic themes

and aspirations

OCT. 11TH

SESSION #2
• Discussed key capabilities 

and enablers required to 
deliver vision, building 
upon the existing digital 
agenda

NOV. 8TH

SESSION #4
• Validate and refine 

roadmap

NOV. 22ND

SESSION #5
• Agree next steps
• Reflect on insights / 

lessons learnt to inform 
repeatable approach

Digital & Data Strategy Working Group

Data Sub-group Architecture Sub-group

Digital & Data strategy developedWider Engagement forums

Patient forum

• Purpose: To discuss and understand the data specific strategic themes, 
priorities and aspirations, key capabilities, enablers and roadmap to deliver 
the ICS's Digital & Data strategy.

• Cadence: Three 1 hr working sessions between 11-Oct to 8-Nov, with work
in between sub-group meetings

• Key attendees: Informatics Directors, IG leads

• Purpose: To understand the current state map of the enterprise 
architecture, compare against reference architecture, identify gaps, and 
agree infrastructure priorities.

• Cadence: Three 1 hr working sessions between 11-Oct to 1-Nov, with work
in between sub-group meetings

• Key attendees: CIOs/IT Directors, Enterprise Architect leads

Template ICS Digital Plan & Assurance 
Framework developed



Core digital and data capabilities

Enabling everyone to keep well by 
making healthy choices and 
providing services that help 

prevent illness, promote 
wellbeing, and reduce health 

inequalities

Working together to tackle the 
underlying causes of illness, build 
community resilience, and ensure 

everyone has access to jobs, 
secure housing and feels 

connected to people around them

Providing the best possible care 
within available resources as close 
to home as possible and joined up 

around the people and 
communities we serve

Using technology to improve 
health and care including a single 

electronic care record and 
providing people with digital 
access to advice and support

Valuing our staff by enabling them 
to work flexibly, investing in their 

development, and working to 
increase diversity across 

leadership teams

The strategy working group is in the process of defining and prioritising digital and data capabilities to
enable the ICS strategic priorities

ICS STRATEGIC PRIORITIES

Video 
ConsultationsCitizenPortal

Population Health 
Management

Integrated Care  
Record

Remote 
Monitoring

CORE DIGITAL & DATA CAPABILITIES

Improved 
Communications

Integrated  
EPR
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C&W 
Readiness to Operate 

Statement (ROS)



ROS
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As at 31st march submission, the status is as follows:

Current:

Not on target, 
significant 
concerns

Progress made, 
minor concerns On target, no concerns Not applicable Completed

0 3 31 1 2

Delivery by 
June 2022 is 

not achievable

Delivery by June 
2022 is at risk but 
mitigation plan in 

place

On target for delivery 
by June 2022 Not applicable Completed

0 1 33 1 2

Projected:
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1. Introduction  
1.1 Foreword from the Chair of the ICB 

Health and care is going through a period of unprecedented change as we strive to 
meet the ongoing challenges of restoring services that have been challenged by the 
pandemic.  These challenges also bring with them opportunities to do things 
differently, to move towards a more integrated way of working together coming 
together as an Integrated Care System (ICS). 

NHS England has set out the following as the four core purposes of ICSs: 

a) improve outcomes in population health and healthcare. 
b) tackle inequalities in outcomes, experience and access. 
c) enhance productivity and value for money. 
d) help the NHS support broader social and economic development. 

The ICS will bring partners together to deliver on these aims, and to address the 
challenges across our system, many of which were evident before the start of the 
pandemic. Through working more closely together we have a better opportunity than 
ever to address health inequalities in our population, including the wider determinants 
of health such as housing or socio-economic exclusion, and to improve the health 
and wellbeing of everyone in Coventry and Warwickshire. Our vision is “to enable 
people across Coventry and Warwickshire to start well, live well and age well, 
promote independence, and put people at the heart of everything we do.”  

Across Coventry and Warwickshire, people are committed to working together to 
ensure health and care services are high quality and meeting the needs of our 
communities. As a system, we are fortunate to have strength and variety across the 
local health and social care organisations who make up our ICS.  We have well-
established ICS leadership and governance arrangements for our System, along with 
well-developed, distributed Place based activities which include all key NHS and local 
authority partners, Primary Care Networks, our Voluntary Community Sector and our 
communities working together to tackle inequalities. 

The two Health and Wellbeing Boards across the two local authorities are a strong 
asset to our system and provide strength through the cross-sector activities and 
experiences the members bring. The group work to improve the health and wellbeing 
of local people with a shared aim to reduce health inequalities. These Boards come 
together regularly as a Place Forum, collaborating across the ICS area to identify 
opportunities to reduce health inequalities and strive for better health outcomes for 
our population. These Health and Wellbeing Boards will work with our Integrated 
Care Partnership to set the strategic direction for our ICS. 

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. We value diversity across our 
workforce and our ambition is to work together to promote a more inclusive 



Draft subject to the passage of the Health and Care Bill through 
Parliament  

Coventry and Warwickshire ICB – DRAFT CONSTITUTION v3.0 

  6 

 

environment, which attracts all candidates and signals our commitment to celebrate 
and promote diversity. 

Our Integrated Care Board 

At the heart of health decision making will be our Integrated Care Board (ICB), 
delivering our shared strategic priorities within the NHS and connecting to 
partnerships across Coventry and Warwickshire Integrated Care System. This 
constitution and associated governance handbook outlines the principles to which 
the Integrated Care Board will work, how we will be structured and how we will deliver 
on our vision for our diverse populations in Coventry and Warwickshire. 

Our ICB will use our resources and powers to achieve demonstrable progress on the 
core purposes of the ICS, collaborating to tackle complex challenges, including: 

• improving the health of children and young people 
• supporting people to stay well and independent 
• acting sooner to help those with preventable conditions 
• supporting those with long-term conditions or mental health issues 
• caring for those with multiple needs as populations age 
• getting the best from collective resources so people get care as quickly as 

possible 
• improving access, experience and outcomes for groups and communities 

underserved by current health and care provision. 

1.2 Name 

1.2.1 The name of this Integrated Care Board is Coventry and Warwickshire 
Integrated Care Board (“the ICB”). 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB is coterminous with the area covered by Coventry 
City Council and Warwickshire County Council. 

1.4 Statutory Framework 

1.4.1 The ICB is established by order made by NHS England under powers in the 
2006 Act.  
 

1.4.2 The ICB is a statutory body with the general function of arranging for the 
provision of services for the purposes of the health service in England and is 
an NHS body for the purposes of the 2006 Act.  
 

1.4.3 The main powers and duties of the ICB to commission certain health services 
are set out in sections 3 and 3A of the 2006 Act. These provisions are 
supplemented by other statutory powers and duties that apply to ICBs, as well 
as by regulations and directions (including, but not limited to, those made 
under the 2006 Act).  
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1.4.4 In accordance with section 14Z25(5) of, and paragraph 1 of Schedule 1B to, 

the 2006 Act the ICB must have a constitution, which must comply with the 
requirements set out in that Schedule.  The ICB is required to publish its 
constitution (section 14Z29).  This constitution is published at [to be added]. 
 

1.4.5 The ICB must act in a way that is consistent with its statutory functions, both 
powers and duties. Many of these statutory functions are set out in the 2006 
Act but there are also other specific pieces of legislation that apply to ICBs.  
Examples include, but are not limited to, the Equality Act 2010 and the 
Children Acts. Some of the statutory functions that apply to ICBs take the form 
of general statutory duties, which the ICB must comply with when exercising 
its functions. These duties include but are not limited to: 

 
a) Having regard to and acting in a way that promotes the NHS 

Constitution (section 2 of the Health Act 2009 and section 14Z32 of the 
2006 Act) 

b) Exercising its functions effectively, efficiently and economically (section 
14Z33 of the 2006 Act) 

c) Duties in relation children including safeguarding, promoting welfare etc 
(including the Children Acts 1989 and 2004, and the Children and 
Families Act 2014) 

d) Adult safeguarding and carers (the Care Act 2014) 
e) Equality, including the public-sector equality duty (under the Equality Act 

2010) and the duty as to health inequalities (section 14Z35) 
f) Information law, (for instance, data protection laws, such as the UK 

General Data Protection Regulation 2016/679 and Data Protection Act 
2018, and the Freedom of Information Act 2000), and 

g) Provisions of the Civil Contingencies Act 2004. 
 

1.4.6 The ICB is subject to an annual assessment of its performance by NHS 
England which is also required to publish a report containing a summary of the 
results of its assessment. 
 

1.4.7 The performance assessment will assess how well the ICB has discharged its 
functions during that year and will, in particular, include an assessment of how 
well it has discharged its duties under: 
 
a) section 14Z34 (improvement in quality of services) 
b) section 14Z35 (reducing inequalities) 
c) section 14Z38 (obtaining appropriate advice) 
d) section 14Z43 (duty to have regard to effect of decisions) 
e) section 14Z44 (public involvement and consultation) 
f) sections 223GB to 223N (financial duties), and 
g) section 116B(1) of the Local Government and Public Involvement in 

Health Act 2007 (duty to have regard to assessments and strategies). 
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1.4.8 NHS England has powers to obtain information from the ICB (section 14Z58 

of the 2006 Act) and to intervene where it is satisfied that the ICB is failing, or 
has failed, to discharge any of its functions or that there is a significant risk 
that it will fail to do so (section 14Z59). 

1.5 Status of this Constitution 

1.5.1 The ICB was established on [date] by [name and reference of 
establishment order], which made provision for its constitution by reference 
to this document. 
 

1.5.2 This constitution must be reviewed and maintained in line with any agreements 
with, and requirements of, NHS England set out in writing at establishment. 
 

1.5.3 Changes to this constitution will not be implemented until, and are only 
effective from, the date of approval by NHS England.   

1.6 Variation of this Constitution  

1.6.1 In accordance with paragraph 15 of Schedule 1B to the 2006 Act this 
constitution may be varied in accordance with the procedure set out in this 
paragraph.   The constitution can only be varied in two circumstances: 
 
a) where the ICB applies to NHS England in accordance with NHS 

England’s published procedure6 and that application is approved; and 
b) where NHS England varies the constitution of its own initiative, (other 

than on application by the ICB). 
 

1.6.2 The procedure for proposal and agreement of variations to the constitution is 
as follows: 
 
a) the Chief Executive Officer or the Chair may periodically propose 

amendments to the constitution which shall be considered and approved 
by the Board. Approval by the Board will be in accordance with the 
arrangements for decision making as set out in 4.9 of the Standing 
Orders 

b) proposed amendments to this constitution will not be implemented until 
an application to NHS England for variation has been approved.   

1.7 Related Documents 

1.7.1 This Constitution is also supported by a number of documents which provide 
further details on how governance arrangements in the ICB will operate.  
 

1.7.2 The following are appended to the constitution and form part of it for the 
purpose of clause 1.6 and the ICB’s legal duty to have a constitution: 
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a) Standing orders - which set out the arrangements and procedures to be 
used for meetings and the processes to appoint the ICB committees. 

 
1.7.3 The following do not form part of the constitution but are required to be 

published.  
 

a) the Scheme of Reservation and Delegation (SoRD) - sets out those 
decisions that are reserved to the Board of the ICB and those decisions 
that have been delegated in accordance with the powers of the ICB and 
which must be agreed in accordance with and be consistent with the 
constitution. The SoRD identifies where, or to whom functions and 
decisions have been delegated to 

b) the Functions and Decision Map (FDM) - a high level structural chart 
that sets out which key decisions are delegated and taken by which part 
or parts of the system.  The Functions and Decision map also includes 
decision making responsibilities that are delegated to the ICB (for 
example, from NHS England) 

c) the Standing Financial Instructions (SFIs) - which set out the 
arrangements for managing the ICB’s financial affairs 

d) the ICB Governance Handbook – This brings together all the ICB’s 
governance documents so it is easy for interested people to navigate.  It 
includes: 

 
• the above documents a) – c) 
• Terms of reference for all committees and sub-committees of the 

Board that exercise ICB functions 
• Delegation arrangements for all instances where ICB functions are 

delegated, in accordance with section 65Z5 of the 2006 Act, to 
another ICB, NHS England, an NHS trust, NHS foundation trust, 
local authority, combined authority or any other prescribed body; or 
to a joint committee of the ICB and one of those organisations in 
accordance with section 65Z6 of the 2006 Act 

• Terms of reference of any joint committee of the ICB and another 
ICB, NHS England, an NHS trust, NHS foundation trust, local 
authority, combined authority or any other prescribed body; or to a 
joint committee of the ICB and one or those organisations in 
accordance with section 65Z6 of the 2006 Act 

• the up-to-date list of eligible providers of primary medical services 
under clause 3.6.2. 
 

e) Key policy documents - which should also be included in the 
Governance Handbook or linked to it: 
 
• Standards of Business Conduct Policy 
• Conflicts of interest Policy and Procedures 
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• Policy for public involvement and engagement (Communities 
Strategy) 

• Inequalities Strategy. 
 

2. Composition of The Board of the ICB 
2.1 Background 

2.1.1 This part of the constitution describes the membership of the Integrated Care 
Board. Further information about the criteria for the roles and how they are 
appointed is in section 3. 
 

2.1.2 Further information about the individuals who fulfil these roles can be found 
on our website [add link]. 
 

2.1.3 In accordance with paragraph 3 of Schedule 1B to the 2006 Act, the 
membership of the ICB (referred to in this constitution as “the Board” and 
members of the ICB are referred to as “Board Members”) consists of: 

 
a) a Chair 
b) a Chief Executive Officer 
c) at least three Ordinary members. 
 

2.1.4 The membership of the ICB (the Board) shall meet as a unitary board and shall 
be collectively accountable for the performance of the ICB’s functions. 
 

2.1.5 NHS England Policy requires the ICB to appoint the following additional 
Ordinary Members: 
 
a) three executive members, namely: 

 
• Chief Finance Officer 
• Chief Medical Officer 
• Chief Nursing Officer. 

 
b) at least two independent non-executive members. 
 

2.1.6 The Ordinary Members include at least three members who will bring 
knowledge and a perspective from their sectors.  These members (known as 
Partner Members) nominated by the following, and appointed in accordance 
with the procedures set out in Section 3 below: 

 
• NHS trusts and foundation trusts who provide services within the ICB’s 

area and are of a prescribed description 
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• the primary medical services (general practice) providers within the 
area of the ICB and are of a prescribed description 

• the local authorities which are responsible for providing Social Care and 
whose area coincides with or includes the whole or any part of the ICB’s 
area. 

While the Partner Members will bring knowledge and experience from their sector 
and will contribute the perspective of their sector to the decisions of the board, they 
are not to act as delegates of those sectors.  

2.2 Board Membership 

2.2.1 The ICB has seven Partner Members: 
  
a) Three Partner Members - NHS Trusts and Foundation Trusts 
b) Two Partner Members – Providers of Primary Medical Services 
c) Two Partner Member(s) - Local Authorities. 

 
2.2.2 The ICB has also appointed the following further Ordinary Members to the 

Board: 
 
a) Five independent non-executive members. 
 

2.2.3 The ICB has also appointed the following further Executive Member to the 
Board:  
 
a) Chief Transformation Officer. 

 
2.2.4 The Board is therefore composed of the following members: 

 
a) Chair 
b) Chief Executive Officer 
c) Three Partner member(s) NHS and Foundation Trusts, one of whom 

will have the knowledge and experience in connection with services 
relating to the prevention, diagnosis and treatment of mental illness 

d) Two Partner member(s) Primary Medical Services 
e) Two Partner member(s) Local Authorities 
f) Five non-executive members 
g) Chief Finance Officer 
h) Chief Medical Officer 
i) Chief Nursing Officer 
j) Chief Transformation Officer. 

 
2.2.5 The Chair will exercise their function to approve the appointment of the 

ordinary members with a view to ensuring that at least one of the Ordinary 
Board Members will have knowledge and experience in connection with 
services relating to the prevention, diagnosis and treatment of mental illness. 
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2.2.6 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 effectively to carry out its functions and will 
take such steps as it considers necessary to address or mitigate any 
shortcoming.  

2.3 Regular Participants and Observers at Board Meetings 

2.3.1 The Board may invite specified individuals to be Participants or Observers at 
its meetings in order to inform its decision-making and the discharge of its 
functions as it sees fit. 
 

2.3.2 Participants will receive advanced copies of the notice, agenda and papers for 
Board meetings. They may be invited to attend any or all of the Board 
meetings, or part(s) of a meeting by the Chair.  Any such person may be 
invited, at the discretion of the Chair to ask questions and address the meeting 
but may not vote.  Specified Participants are: 
 
a) Healthwatch representative(s) 
b) the Directors of Public Health for Coventry and Warwickshire 
c) Voluntary and Communities Social Enterprise representative(s) 
d) other Directors of the ICB.   

 
2.3.3 Observers will receive advanced copies of the notice, agenda and papers for 

Board meetings. They may be invited to attend any or all of the Board 
meetings, or part(s) of a meeting by the Chair. Any such person may not 
address the meeting and may not vote. 
 

2.3.4 Participants and / or observers may be asked to leave the meeting by the Chair 
in the event that the Board passes a resolution to exclude the public as per 
the Standing Orders. 
 

3. Appointments Process for the Board 
3.1 Eligibility Criteria for Board Membership 

3.1.1 Each member of the ICB must: 
 
a) comply with the criteria of the “fit and proper person test” 
b) be willing to uphold the Seven Principles of Public Life (known as the 

Nolan Principles) 
c) fulfil the requirements relating to relevant experience, knowledge, skills 

and attributes set out in a role specification. 

3.2 Disqualification Criteria for Board Membership 
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3.2.1 A Member of Parliament. 
 

3.2.2 A person whose appointment as a board member (“the candidate”) is 
considered by the person making the appointment as one which could 
reasonably be regarded as undermining the independence of the health 
service because of the candidate’s involvement with the private healthcare 
sector or otherwise.  
 

3.2.3 A person who, within the period of five years immediately preceding the date 
of the proposed appointment, has been convicted: 
 
a) in the United Kingdom of any offence, or   
b) outside the United Kingdom of an offence which, if committed in any 

part of the United Kingdom, would constitute a criminal offence in that 
part, and, in either case, the final outcome of the proceedings was a 
sentence of imprisonment (whether suspended or not) for a period of 
not less than three months without the option of a fine. 

 
3.2.4 A person who is subject to a bankruptcy restrictions order or an interim 

bankruptcy restrictions order under Schedule 4A to the Insolvency Act 1986, 
sections 56A to 56K of the Bankruptcy (Scotland) Act 1985 or Schedule 2A to 
the Insolvency (Northern Ireland) Order 1989 (which relate to bankruptcy 
restrictions orders and undertakings). 
 

3.2.5 A person who, has been dismissed within the period of five years immediately 
preceding the date of the proposed appointment, otherwise than because of 
redundancy, from paid employment by any Health Service Body. 
 

3.2.6 A person whose term of appointment as the chair, a member, a director or a 
governor of a health service body, has been terminated on the grounds: 
 
a) that it was not in the interests of, or conducive to the good 

management of, the health service body or of the health service that 
the person should continue to hold that office 

b) that the person failed, without reasonable cause, to attend any 
meeting of that health service body for three successive meetings 

c) that the person failed to declare a pecuniary interest or withdraw from 
consideration of any matter in respect of which that person had a 
pecuniary interest, or 

d) of misbehaviour, misconduct or failure to carry out the person’s duties. 
 

3.2.7 A health care professional (within the meaning of section 14N of the 2006 Act) 
or other professional person who has at any time been subject to an 
investigation or proceedings, by any body which regulates or licenses the 
profession concerned (“the regulatory body”), in connection with the person’s 
fitness to practise or any alleged fraud, the final outcome of which was: 
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a) the person’s suspension from a register held by the regulatory body, 

where that suspension has not been terminated 
b) the person’s erasure from such a register, where the person has not 

been restored to the register 
c) a decision by the regulatory body which had the effect of preventing 

the person from practising the profession in question, where that 
decision has not been superseded, or 

d) a decision by the regulatory body which had the effect of imposing 
conditions on the person’s practice of the profession in question, where 
those conditions have not been lifted. 

 
3.2.8 A person who is subject to: 

 
a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 
Directors Disqualification (Northern Ireland) Order 2002, or 

b) an order made under section 429(2) of the Insolvency Act 1986 
(disabilities on revocation of administration order against an 
individual). 

 
3.2.9 A person who has at any time been removed from the office of charity trustee 

or trustee for a charity by an order made by the Charity Commissioners for 
England and Wales, the Charity Commission, the Charity Commission for 
Northern Ireland or the High Court, on the grounds of misconduct or 
mismanagement in the administration of the charity for which the person was 
responsible, to which the person was privy, or which the person by their 
conduct contributed to or facilitated. 
 

3.2.10 A person who has at any time been removed, or is suspended, from the 
management or control of any body under: 

 
a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) 

Act 1990(f) (powers of the Court of Session to deal with the 
management of charities), or 

b) section 34(5) or of the Charities and Trustee Investment (Scotland) 
Act 2005 (powers of the Court of Session to deal with the 
management of charities). 

3.3 Chair 

3.3.1 The ICB Chair is to be appointed by NHS England, with the approval of the 
Secretary of State. 
 

3.3.2 In addition to criteria specified at 3.1, this member must fulfil the following 
additional eligibility criteria: 
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a) the Chair will be independent. 

 
3.3.3 Individuals will not be eligible if: 

 
a) they hold a role in another health and care organisation within the ICB 

area 
b) any of the disqualification criteria set out in 3.2 apply. 

 
3.3.4 The first term of office for the Chair will be up to a maximum of three years. 

Subsequent terms will be three years. The total number of terms a Chair may 
serve is three terms.  

3.4 Chief Executive Officer 

3.4.1 The Chief Executive Officer will be appointed by the Chair of the ICB in 
accordance with any guidance issued by NHS England. 
 

3.4.2 The appointment will be subject to approval of NHS England in accordance 
with any procedure published by NHS England 
 

3.4.3 The Chief Executive Officer must fulfil the following additional eligibility 
criteria: 
 
a) be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 
paragraph 18(4)(b) of Schedule 1B to the 2006 Act. 

 
3.4.4 Individuals will not be eligible if: 

 
a) any of the disqualification criteria set out in 3.2 apply 
b) subject to clause 3.4.3(a), they hold any other employment or 

executive role.  

3.5 Partner Members - NHS Trusts and Foundation Trusts 

3.5.1 These Partner Members are jointly nominated by the Partners which provide 
services within the ICB area and are of a description to be inserted in 
accordance with the regulations33: 
 
a) Coventry and Warwickshire Partnership NHS Trust 
b) George Eliot Hospital NHS Trust 
c) University Hospitals Coventry and Warwickshire NHS Trust 
d) South Warwickshire NHS Foundation Trust 
e) West Midlands Ambulance Trust. 
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3.5.2 These members must fulfil the eligibility criteria set out at 3.1 and also the   
following additional eligibility criteria: 
 
a) be an Executive Director of one of the NHS Trusts or FTs within the 

ICB’s area 
b) Specify any other criteria as may be set out in any NHS England 

guidance. 
 

3.5.3 Individuals will not be eligible if: 
 

a) any of the disqualification criteria set out in 3.2 apply 
b) add any exclusion criteria set out in NHS England guidance. 

 
3.5.4 These Members will be appointed by the appointment panel subject to the 

approval of the Chair.  
 

3.5.5 The appointment process will be as follows: 
 

a) Joint Nomination 
 
• When a vacancy arises, each eligible organisation listed at 

3.5.1.a will be invited to make one nomination 
• Eligible organisations may nominate individuals from their own 

organisation or another organisation 
• All eligible organisations will be requested to confirm whether 

they jointly agree to nominate the whole list of nominated 
individuals, with a failure to confirm within five working days 
being deemed to constitute agreement. If there are more 
agreements than rejections the list is deemed to be agreed. If 
they do agree, the list will be put forward to step b) below. If 
they don’t, the nomination process will be re-run until a 
consensus is reached on the nominations put forward.  
 

b) Assessment, selection, and appointment subject to approval of the 
Chair under c) 
 
• The full list of nominees will be considered by a panel 

convened by the Chief Executive 
• The panel will assess the suitability of the nominees against 

the requirements of the role (published before the nomination 
process is initiated) and will confirm that nominees meet the 
requirements set out in clause 3.5.2 and 3.5.3 

• In the event that there is more than one suitable nominee, the 
panel will select the most suitable for appointment. 
 

c) Chair’s approval 
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• The Chair will determine whether to approve the appointment 

of the most suitable nominee as identified under b). 
 

3.5.6 The term of office for these Members will be three years and the total number 
of terms they may serve is unlimited.  

3.6 Partner Members - Providers of Primary Medical Services.  

3.6.1 These Partner Members are jointly nominated by providers of primary 
medical services for the purposes of the health service within the integrated 
care board’s area, and (ii) are description to be inserted in accordance with 
the regulations].    
 

3.6.2 The list of relevant providers of primary medical services for this purpose is 
published as part of the Governance Handbook.  The list will be kept up to 
date but does not form part of this constitution 
 

3.6.3 This member must fulfil the eligibility criteria set out at 3.1 and also the   
following additional eligibility criteria: 
 
a) Specify any other criteria set out by NHS England’s guidance 

 
3.6.4 Individuals will not be eligible if: 

 
a) Any of the disqualification criteria set out in 3.2 apply; 
b) Add any criteria set out in NHSE guidance. 

 
3.6.5 These members will be appointed by the appointment panel subject to the 

approval of the Chair. 
 

3.6.6 The appointment process will be as follows: 
 

a) Joint Nomination 
 
• When a vacancy arises, each eligible organisation described at 

3.6.1 and listed in the Governance Handbook will be invited to 
make one nomination 

• The nomination of an individual must be seconded by two other 
eligible organisations 

• Eligible organisations may nominate individuals from their own 
organisation or another organisation 

• All eligible organisations will be requested to confirm whether 
they jointly agree to nominate the whole list of nominated 
individuals, with a failure to confirm within five working days 
being deemed to constitute agreement. If there are more 
agreements than rejections the list is deemed to be agreed. If 
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they do agree, the list will be put forward to step b) below.  If 
they don’t, the nomination process will be re-run until a 
consensus is reached on the nominations put forward.  
 

b) Assessment, selection, and appointment subject to approval of the 
Chair under c) 
 
• The full list of nominees will be considered by a panel 

convened by the Chief Executive 
• The panel will assess the suitability of the nominees against the 

requirements of the role (published before the nomination 
process is initiated) and will confirm that nominees meet the 
requirements set out in clause 3.6.3 and 3.6.4 

• In the event that there is more than one suitable nominee, the 
panel will select the most suitable for appointment. 
 

c) Chair’s approval 
 
• The Chair will determine whether to approve the appointment 

of the most suitable nominee as identified under b). 
 

3.6.7 The term of office for this Partner Member will be three years and the total 
number of terms they may service is unlimited.  

3.7 Partner Members - Local Authorities   

3.7.1 These Partner Members are jointly nominated by the local authorities whose 
areas coincide with, or include the whole or any part of, the ICB’s area.  Those 
local authorities are: 
 
a) Coventry City Council 
b) Warwickshire County Council. 

 
3.7.2 This member will fulfil the eligibility criteria set out at 3.1 and also the   following 

additional eligibility criteria: 
  
a) Be the Chief Executive or hold a relevant Executive level role of one 

of the bodies listed at 3.7.1 
b) Specify any other criteria set out by NHS England’s guidance. 

 
3.7.3 Individuals will not be eligible if: 

 
a) Any of the disqualification criteria set out in 3.2 apply 
b) [Add any criteria set out in NHS E guidance]. 
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3.7.4 This member will be appointed by the appointment panel subject to the 
approval of the Chair. 
 

3.7.5 The appointment process will be as follows: 
 

a) Joint Nomination 
 
• When a vacancy arises, each eligible organisation listed at 

3.7.1 will be invited to make one nomination  
• Eligible organisations may nominate individuals from their own 

organisation or another organisation 
• All eligible organisations will be requested to confirm whether 

they jointly agree to nominate the whole list of nominated 
individuals, with a failure to confirm within five working days 
being deemed to constitute agreement. If there are more 
agreements than rejections the list is deemed to be agreed. If 
they do agree, the list will be put forward to step b) below.  If 
they don’t, the nomination process will be re-run until a 
consensus is reached on the nominations put forward.  
 

b) Assessment, selection, and appointment subject to approval of the 
Chair under c) 
 
• The full list of nominees will be considered by a panel 

convened by the Chief Executive 
• The panel will assess the suitability of the nominees against the 

requirements of the role (published before the nomination 
process is initiated) and will confirm that nominees meet the 
requirements set out in clause 3.7.2 and 3.7.3 

• In the event that there is more than one suitable nominee, the 
panel will select the most suitable for appointment. 
 

c) Chair’s approval 
 
• The Chair will determine whether to approve the appointment 

of the most suitable nominee as identified under b). 
 

3.7.6 The term of office for this Partner Member will be 3 years and the total number 
of terms they may service is unlimited terms. 

3.8 Chief Medical Officer 

3.8.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   following 
additional eligibility criteria: 
  
a) Be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 
paragraph 18(4)(b) of Schedule 1B to the 2006 Act 



Draft subject to the passage of the Health and Care Bill through 
Parliament  

Coventry and Warwickshire ICB – DRAFT CONSTITUTION v3.0 

  20 

 

b) Be a registered Medical Practitioner with the regulatory body (GMC) 
c) Specify any other criteria set out by NHS England’s guidance. 
 

3.8.2 Individuals will not be eligible if: 
 
a) Any of the disqualification criteria set out in 3.2 apply 
b) Add any criteria set out in NHS England guidance. 

 
3.8.3 This member will be appointed by an appointment panel following a 

competitive process and will be subject to the approval of the Chair. 

3.9 Chief Nursing Officer 

3.9.1 This member will fulfil the eligibility criteria set out at 3.1 and also the  following 
additional eligibility criteria:  
 
a) Be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 
paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Nurse and hold registration with the NMC 
c) Specify any other criteria set out by NHS England’s guidance. 
 

3.9.2 Individuals will not be eligible if: 
 
a) Any of the disqualification criteria set out in 3.2 apply 
b) Add any criteria set out in NHS England guidance. 

 
3.9.3 This member will be appointed by an appointment panel following a 

competitive process and will be subject to the approval of the Chair. 

3.10 Chief Finance Officer 

3.10.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   
following additional eligibility criteria:  
 
a) Be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 
paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Qualified accountant with full membership of one of the five accountancy 
institute members of the Consultative Committee of Accountancy Bodies 
or the Chartered Institute of Management Accountants 

c) Specify any other criteria set out by NHS England’s guidance. 
 

3.10.2 Individuals will not be eligible if: 
 
a) Any of the disqualification criteria set out in 3.2 apply 
b) [Add any criteria set out in NHS England guidance]. 
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3.10.3 This member will be appointed by an appointment panel following a 

competitive process and will be subject to the approval of the Chair 
 

3.11 Chief Transformation Officer  

3.11.1 The Chief Transformation Officer must fulfil the following additional eligibility 
criteria: 
 
b) be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 
paragraph 18(4)(b) of Schedule 1B to the 2006 Act. 

 
3.11.2 Individuals will not be eligible if: 

 
c) any of the disqualification criteria set out in 3.2 apply 
d) subject to clause 3.4.3(a), they hold any other employment or 

executive role.  
 

3.12 Independent Non-Executive Members 

3.12.1 The ICB will appoint five independent Non-Executive Members, one of whom 
will be appointed as the Deputy Chair by the Chair. 
 

3.12.2 These members will be appointed by an appointment panel subject to the 
approval of the Chair. 
 

3.12.3 These members will fulfil the eligibility criteria set out at 3.1 and also the   
following additional eligibility criteria:  
 
a) Not be employee of the ICB or a person seconded to the ICB 
b) Not hold a role in another health and care organisation in the ICS area 
c) One shall have specific knowledge, skills and experience that makes 

them suitable for appointment to the Chair of the Audit Committee 
d) Another should have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the Remuneration 
Committee 

e) The remaining will have specific knowledge, skills and experience that 
enables them to express an informed view and effectively discharge the 
functions of the ICB 

f) Have a strong interest in the area served by the ICS 
g) Specify any other criteria set out by NHS England’s guidance. 

 
3.12.4 Individuals will not be eligible if: 
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a) Any of the disqualification criteria set out in 3.2 apply 
b) They hold a role in another health and care organisation within the ICB 

area  
c) They hold substantial conflicts of interests that would interfere with their 

ability to be independent and offer an impartial perspective 
d) add any criteria set out in NHS England guidance. 

 
3.12.5 The term of office for an independent non-executive member will be three 

years and the total number of terms an individual may serve is three terms 
after which they will no longer be eligible for re-appointment. 
 

3.12.6 Initial appointments may be for a shorter period in order to avoid all non-
executive members retiring at once. Thereafter, new appointees will ordinarily  
retire on the date that the individual they replaced was due to retire in order to 
provide continuity. 
 

3.12.7 Subject to a satisfactory appraisal, the Chair may approve the re-appointment 
of an independent non-executive member up to the maximum number of terms 
permitted for their role. 

3.13 Board Members: Removal from Office  

3.13.1 Arrangements for the removal from office of Board members by the Chair is 
subject to the term of appointment, and application of the relevant ICB policies 
and procedures. 
 

3.13.2 With the exception of the Chair, Board members shall be removed from 
office if any of the following occurs:  
 
a) If they no longer fulfil the requirements of their role or become ineligible 

for their role as set out in this constitution, regulations or guidance 
b) If they fail to attend a minimum of 75% of the meetings to which they are 

invited unless agreed with the Chair in extenuating circumstances 
c) If they are deemed to not meet the expected standards of performance 

at their annual appraisal 
d) If they have behaved in a manner or exhibited conduct which has or is 

likely to be detrimental to the honour and interest of the ICB and is likely 
to bring the ICB into disrepute. This includes but it is not limited to 
dishonesty; misrepresentation (either knowingly or fraudulently); 
defamation of any member of the ICB (being slander or libel); abuse of 
position; non-declaration of a known conflict of interest; seeking to 
manipulate a decision of the ICB in a manner that would ultimately be in 
favour of that member whether financially or otherwise 

e) Are deemed to have failed to uphold the Nolan Principles of Public Life 
f) Are subject to disciplinary proceedings by a regulator or professional 

body. 
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3.13.3 Members may be suspended pending the outcome of an investigation into 

whether any of the matters in 3.13.2 apply. 
 

3.13.4 Executive Directors (including the Chief Executive Officer) will cease to be 
Board members if their employment in their specified role ceases, regardless 
of the reason for termination of the employment. 
 

3.13.5 The Chair of the ICB may be removed by NHS England, subject to the 
approval of the Secretary of State.  
 

3.13.6 If NHS England is satisfied that the ICB is failing or has failed to discharge any 
of its functions or that there is a significant risk that the ICB will fail to do so, it 
may: 
 
a) terminate the appointment of the ICB’s Chief Executive Officer; and  
b) direct the chair of the ICB as to which individual to appoint as a 

replacement and on what terms. 

3.14 Terms of Appointment of Board Members  
3.14.1 With the exception of the Chair and Non-executive members, arrangements 

for remuneration and any allowances will be agreed by the Remuneration 
Committee in line with the ICB remuneration policy and any other relevant 
policies published on the ICB website and any guidance issued by NHS 
England or other relevant body. Remuneration for the Chair will be set by 
NHS England. Remuneration for non-executive members will be set by a 
Non Executive Remuneration Panel. 
 

3.14.2 Other terms of appointment will be determined by the Remuneration 
Committee.  
 

3.14.3 Terms of appointment of the Chair will be determined by NHS England.  

3.15 Specific arrangements for appointment of Ordinary Members made at 
establishment 

3.15.1 Individuals may be identified as “designate ordinary members” prior to the 
ICB being established. 

 
3.15.2 Relevant nomination procedures for partner members in advance of 

establishment are deemed to be valid so long as they are undertaken in full 
and in accordance with the provisions of 3.5-3.7. 
 

3.15.3 Any appointment and assessment processes undertaken in advance of 
establishment to identify designate ordinary members should follow, as far 
as possible, the processes set out in section 3.5-3.11 of this constitution.  
However, a modified process, agreed by the Chair, will be considered valid. 
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3.15.4 On the day of establishment, a committee consisting of the Chair, Chief 

Executive Officer will appoint the ordinary members who are expected to be 
all individuals who have been identified as designate appointees pre ICB 
establishment and the Chair will approve those appointments. 
 

3.15.5 For the avoidance of doubt, this clause is valid only in relation to the 
appointments of the initial ordinary members and all appointments post 
establishment will be made in accordance with clauses 3.5-3.11. 
 

4. Arrangements for the Exercise of our Functions. 
4.1 Good Governance 

4.1.1 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. 
 

4.1.2 The ICB has adopted a Code of Conduct 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. A copy of this Code of Conduct is detailed within the ICB’s Dignity at 
Work policy and will be available on the ICB’s website. Alternatively, interested 
persons will be able to obtain a hard copy upon application to the ICB’s 
headquarters. 

4.2 General 

4.2.1 The ICB will: 
 
a) comply with all relevant laws including but not limited to the 2006 Act and 

the duties prescribed within it and any relevant regulations 
b) comply with directions issued by the Secretary of State for Health and 

Social Care 
c) comply with directions issued by NHS England 
d) have regard to statutory guidance including that issued by NHS England 
e) take account, as appropriate, of other documents, advice and guidance 

issued by relevant authorities, including that issued by NHS England 
f) respond to reports and recommendations made by local Healthwatch 

organisations within the ICB area. 
 

4.2.2 The ICB will develop and implement the necessary systems and processes to 
comply with (a)-(e) above, documenting them as necessary in this constitution, 
its governance handbook and other relevant policies and procedures as 
appropriate. 

4.3 Authority to Act 
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4.3.1 The ICB is accountable for exercising its statutory functions and may grant 
authority to act on its behalf to:  
 
a) any of its members or employees 
b) a committee or sub-committee of the ICB. 

 
4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, 

an NHS trust, NHS foundation trust, NHS England, a local authority, combined 
authority or any other body prescribed in Regulations, for the ICB’s functions 
to be exercised by or jointly with that other body or for the functions of that 
other body to be exercised by or jointly with the ICB. Where the ICB and other 
body enters such arrangements, they may also arrange for the functions in 
question to be exercised by a joint committee of theirs and/or for the 
establishment of a pooled fund to fund those functions (section 65Z6).  In 
addition, under section 75 of the 2006 Act, the ICB may enter partnership 
arrangements with a local authority under which the local authority exercises 
specified ICB functions or the ICB exercises specified local authority functions, 
or the ICB and local authority establish a pooled fund. 
 

4.3.3 Where arrangements are made under section 65Z5 or section 75 of the 2006 
Act the board must authorise the arrangement, which must be described as 
appropriate in the SoRD. 

4.4 Scheme of Reservation and Delegation 

4.4.1 The ICB has agreed a scheme of reservation and delegation (SoRD) which is 
published in full on the ICB website. 

 
4.4.2 Only the Board may agree the SoRD and amendments to the SoRD may 

only be approved by the Board. 
  

4.4.3 The SoRD sets out: 
 
a) those functions that are reserved to the board 
b) those functions that have been delegated to an individual or to 

committees and sub committees 
c) those functions delegated to another body or to be exercised jointly with 

another body, under section 65Z5 and 65Z6 of the 2006 Act. 
 

4.4.4 The ICB remains accountable for all of its functions, including those that it has 
delegated. All those with delegated authority are accountable to the Board for 
the exercise of their delegated functions.  

4.5 Functions and Decision Map  
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4.5.1 The ICB has prepared a Functions and Decision Map which sets out at a 
high level its key functions and how it exercises them in accordance with the 
SoRD. 

 
4.5.2 The Functions and Decision Map is published [INSERT web address] 

 
4.5.3 The map includes: 

 
a) Key functions reserved to the Board of the ICB 
b) Commissioning functions delegated to committees and individuals 
c) Commissioning functions delegated under section 65Z5 and 65Z6 of the 

2006 Act to be exercised by, or with, another ICB, an NHS trust, NHS 
foundation trust, local authority, combined authority or any other 
prescribed body 

d) functions delegated to the ICB (for example, from NHS England). 

4.6 Committees and Sub-Committees 

4.6.1 The ICB may appoint committees and arrange for its functions to be exercised 
by such committees.  Each committee may appoint sub-committees and 
arrange for the functions exercisable by the committee to be exercised by 
those sub-committees. 
 

4.6.2 All committees and sub-committees are listed in the SoRD. 
 

4.6.3 Each committee and sub-committee established by the ICB operates under 
terms of reference agreed by the Board.  All terms of reference are published 
in the Governance Handbook.  
 

4.6.4 The Board remains accountable for all functions, including those that it has 
delegated to committees and subcommittees and therefore, appropriate 
reporting and assurance arrangements are in place and documented in terms 
of reference. All committees and sub committees that fulfil delegated functions 
of the ICB, will be required to: 
 
a) Submit regular decision or assurance reports to the board 
b) Committee Chair to attend Board meetings 
c) Comply with internal audit findings and Committee effectiveness reviews 
d) Comply with any other reporting requirements set out in the Committee 

Terms of Reference. 
 

4.6.5 Any committee or sub-committee established in accordance with clause 4.6 
may consist of, or include, persons who are not ICB Members or employees.  
 

4.6.6 All members of committees and sub-committees that exercise the ICB 
commissioning functions will be approved by the Chair. The Chair will not 
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approve an individual  to such a committee or sub-committee if they consider 
that the appointment could reasonably be regarded as undermining the 
independence of the health service because of the candidate’s involvement 
with the private healthcare sector or otherwise. 
 

4.6.7 All members of committees and sub-committees are required to act in 
accordance with this constitution, including the standing orders as well as the 
SFIs and any other relevant ICB policy. 
 

4.6.8 The following committees will be maintained:  
 
a) Audit Committee: This committee is accountable to the Board and 

provides an independent and objective view of the ICB’s compliance with 
its statutory responsibilities. The committee is responsible for arranging 
appropriate internal and external audit.  
 
The Audit Committee will be chaired by an independent non-executive 
member (other than the Chair of the ICB) who has the qualifications, 
expertise or experience to enable them to express credible opinions on 
finance and audit matters. 
 

b) Remuneration Committee: This committee is accountable to the Board 
for matters relating to remuneration, fees and other allowances (including 
pension schemes) for employees and other individuals who provide 
services to the ICB.  
 
The Remuneration Committee will be chaired by an independent non-
executive member other than the Chair or the Chair of Audit Committee.   
 

4.6.9 The terms of reference for each of the above committees are published in the 
governance handbook. 

 
4.6.10 The Board has also established a number of other committees to assist it with 

the discharge of its functions. These committees are set out in the SoRD and 
further information about these committees, including terms of reference, are 
published in the Governance Handbook. 

4.7 Delegations made under section 65Z5 of the 2006 Act  

4.7.1 As per 4.3.2 The ICB may arrange for any functions exercisable by it to be 
exercised by or jointly with any one or more other relevant bodies (another 
ICB, NHS England, an NHS trust, NHS foundation trust, local authority, 
combined authority or any other prescribed body). 
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4.7.2 All delegations made under these arrangements are set out in the ICB Scheme 
of Reservation and Delegation and included in the Functions and Decision 
Map. 
 

4.7.3 Each delegation made under section 65Z5 of the Act will be set out in a 
delegation arrangement which sets out the terms of the delegation72. This 
may, for joint arrangements, include establishing and maintaining a pooled 
fund.  The power to approve delegation arrangements made under this 
provision will be reserved to the Board.  
 

4.7.4 The Board remains accountable for all the ICB’s functions, including those that 
it has delegated and therefore, appropriate reporting and assurance 
mechanisms are in place as part of agreeing terms of a delegation and these 
are detailed in the delegation arrangements, summaries of which will be 
published within the Governance Handbook. 
 

4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into 
strategic or other transformation discussions with its partner organisations on 
an informal basis.   
 

5. Procedures for Making Decisions 
5.1 Standing Orders 

5.1.1 The ICB has agreed a set of standing orders which describe the processes 
that are employed to undertake its business.  They include procedures for: 

 
• conducting the business of the ICB 
• the procedures to be followed during meetings, and 
• the process to delegate functions. 
 

5.1.2 The Standing Orders apply to all committees and sub-committees of the ICB 
unless specified otherwise in terms of reference which have been agreed by 
the Board.  
 

5.1.3 A full copy of the Standing Orders is included in Appendix 2 and form part of 
this constitution. 

5.2 Standing Financial Instructions (SFIs) 

5.2.1 The ICB has agreed a set of SFIs which include the delegated limits of financial 
authority set out in the SoRD. 

 
5.2.2 A copy of the SFIs published within the Governance Handbook. 
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6. Arrangements for Conflict of Interest Management 
and Standards of Business Conduct  

6.1 Conflicts of Interest 

6.1.1 As required by section 14Z30 of the 2006 Act, the ICB has made 
arrangements to manage any actual and potential conflicts of interest to 
ensure that decisions made by the ICB will be taken and seen to be taken 
without being unduly influenced by external or private interest and do not, (and 
do not risk appearing to) affect the integrity of the ICB’s decision-making 
processes.  
 

6.1.2 The ICB has agreed policies and procedures for the identification and 
management of conflicts of interest which are published within the 
Governance Handbook on the ICB website. 
 

6.1.3 All Board, committee and sub-committee members, and employees of the 
ICB, will comply with the ICB policy on conflicts of interest in line with their 
terms of office and/ or employment.  This will include but not be limited to 
declaring all interests on a register that will be maintained by the ICB.  
 

6.1.4 All delegation arrangements made by the ICB under Section 65Z5 of the 2006 
Act will include a requirement for transparent identification and management 
of interests and any potential conflicts in accordance with suitable policies and 
procedures comparable with those of the ICB. 
 

6.1.5 Where an individual, including any individual directly involved with the 
business or decision-making of the ICB and not otherwise covered by one of 
the categories above, has an interest, or becomes aware of an interest which 
could lead to a conflict of interests in the event of the ICB considering an action 
or decision in relation to that interest, that must be considered as a potential 
conflict, and is subject to the provisions of this Constitution, the Conflicts of 
interest Policy and the Standards of Business Conduct Policy. 
 

6.1.6 The ICB has appointed the Audit Chair to be the Conflicts of Interest Guardian. 
In collaboration with the ICB’s governance lead, their role is to: 
 
a) Act as a conduit for members of the public and members of the partnership 

who have any concerns with regards to conflicts of interest 
b) Be a safe point of contact for employees or workers to raise any concerns 

in relation to conflicts of interest 
c) Support the rigorous application of conflict of interest principles and 

policies 
d) Provide independent advice and judgment to staff and members where 

there is any doubt about how to apply conflicts of interest policies and 
principles in an individual situation 
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e) Provide advice on minimising the risks of conflicts of interest. 

6.2 Principles 

6.2.1 In discharging its functions the ICB will abide by the following principles: 
 
a) Decision-making must be concerned with meeting the statutory duties of 

ICB at all times, including the four aims. Any individual involved in 
decisions relating to ICB functions must be acting clearly in the interests 
of the ICB and of the public, rather than furthering direct or indirect 
financial, personal, professional or organisational interests 

b) ICBs have been created to give statutory NHS providers, local authority 
and primary medical services (general practice) nominees a role in 
decision-making. Any individuals undertaking ICB roles or duties will be 
expected to act in accordance with the first principle, and it should not be 
assumed that an individual is personally or professionally conflicted just 
by virtue of being an employee, director, partner or otherwise holding a 
position with one of these organisations 

c) There should be a clear distinction between those whose input informs 
decisions, including shaping the ICB’s understanding of how best to meet 
patients’ needs and deliver care for their populations, and those who are 
taking decisions 

d) The personal and professional interests of all ICB board members, ICB 
committee members and ICB staff who are involved in decision taking 
need to be declared, recorded and managed appropriately in accordance 
with ICB policy 

e) Actions to mitigate Conflicts of Interests should be proportionate and 
should seek to preserve the spirit of collective decision-making wherever 
possible 

f) Where decisions are being taken as part of a formal competitive 
procurement of services, any individual who is associated with an 
organisation that has a vested interest in the procurement should recuse 
themselves from the process 

g) The way conflicts of interest are declared and managed should contribute 
to a culture of transparency about how decisions are made. 

6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers of the interests of: 
 
a) Members of the ICB 
b) Members of the Board’s committees and sub-committees  
c) Its employees. 

 
6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest are 

published on the ICB website. 
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6.3.3 All relevant persons as per 6.1.3 and 6.1.5 must declare any conflict or 
potential conflict of interest relating to decisions to be made in the exercise of 
the ICB’s commissioning functions. 
 

6.3.4 Declarations should be made as soon as reasonably practicable after the 
person becomes aware of the conflict or potential conflict and in any event 
within 28 days.  This could include interests an individual is pursuing. Interests 
will also be declared on appointment and during relevant discussion in 
meetings. 
 

6.3.5 All declarations will be entered in the registers as per 6.3.1. 
 

6.3.6 The ICB will ensure that, as a matter of course, declarations of interest are 
made and confirmed, or updated at least annually.  
 

6.3.7 Interests (including gifts and hospitality) of decision-making staff will remain 
on the public register for a minimum of six months.  In addition, the ICB will 
retain a record of historic interests and offers/receipt of gifts and hospitality for 
a minimum of six years after the date on which it expired.  The ICB’s published 
register of interests states that historic interests are retained by the ICB for the 
specified timeframe and details of whom to contact to submit a request for this 
information. 
 

6.3.8 Activities funded in whole or in part by third parties who may have an interest 
in ICB business such as sponsored events, posts and research will be 
managed in accordance with the ICB policy to ensure transparency and that 
any potential for conflicts of interest are well-managed. 

6.4 Standards of Business Conduct  

6.4.1 Board members, employees, committee and sub-committee members of the 
ICB will at all times comply with this Constitution and be aware of their 
responsibilities as outlined in it.  They should: 
 
a) act in good faith and in the interests of the ICB 
b) follow the Seven Principles of Public Life; set out by the Committee on 

Standards in Public Life (the Nolan Principles) 
c) comply with the ICB Standards of Business Conduct Policy, and any 

requirements set out in the policy for managing conflicts of interest. 
 

6.4.2 Individuals contracted to work on behalf of the ICB or otherwise providing 
services or facilities to the ICB will be made aware of their obligation to declare 
conflicts or potential conflicts of interest.  This requirement will be written into 
their contract for services and is also outlined in the ICB’s Standards of 
Business Conduct policy.    
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7. Arrangements for ensuring Accountability and 
Transparency  

7.1.1 The ICB will demonstrate its accountability to local people, stakeholders and 
NHS England in a number of ways, including by upholding the requirement 
for transparency in accordance with paragraph 11(2) of Schedule 1B to the 
2006 Act.  

7.2 Principles 

7.2.1 In discharging our functions the ICB will abide by the following principles: 
 
a) The ICB is committed to working transparently and openly 
b) The ICB’s constitution and standing orders are consistent with this 

principle and are published on the ICB website and available for review at 
an ICB Office 

c) Section 7 of the constitution sets out how the ICB will hold regular public 
meetings, advertised in advance with publicly available agenda and 
papers. The public will have the opportunity to ask questions at the 
meetings and minutes will be  published in a timely manner 

d) Section 5 of the constitution sets out the ICB’s approach to decision-
making 

e) The ICB will provide regular and accessible updates on its vision, plans 
and progress against priorities through public meetings and other means 
of communication, including its website 

f) The ICB will adhere to the constitution in making its decisions. Any 
perceived conflicts of interest will be addressed according to section 6. 

g) Board members must act in line with the Nolan principles 
h) The ICB will publish an Engagement Strategy which will confirm how the 

ICB will involve and engage with the public. set out its approach to 
transparency in greater detail within its Engagement Strategy.  

7.3 Meetings and publications 

7.3.1 Board meetings, and committees composed entirely of board members or 
which include all board members, will be held in public except where a 
resolution is agreed to exclude the public on the grounds that it is believed to 
not be in the public interest.   
 

7.3.2 Papers and minutes of all meetings held in public will be published. 
 

7.3.3 Annual accounts will be externally audited and published. 
 

7.3.4 A clear complaints process will be published.  
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7.3.5 The ICB will comply with the Freedom of Information Act 2000 and with the 
Information Commissioner Office requirements regarding the publication of 
information relating to the ICB. 
 

7.3.6 Information will be provided to NHS England as required. 
 

7.3.7 The constitution and governance handbook will be published as well as other 
key documents including but not limited to:  
 
• Conflicts of interest Policy and Procedures 
• Registers of interests 
• The Scheme of Reservation and Delegation (SORD)  
• Prime Financial Policies  
• Standing Financial Instructions (SFIs)  
• Functions and Decisions Map 
• Standards of Business Conduct Policy 
• Policy for public involvement and engagement (Communities Strategy) 
• Inequalities Strategy. 

  
7.3.8 The ICB will publish, with our partner NHS trusts and NHS foundation trusts, 

a plan at the start of each financial year that sets out how the ICB proposes to 
exercise its functions during the next five years.  The plan will explain how the 
ICB proposes to discharge its duties under: 
 
• section 14Z34 (improvement in quality of services) 
• section 14Z35 (reducing inequalities) 
• section 14Z43 (have regard to effect of decisions) 
• section 14Z44 (public involvement and consultation) and 
• sections 223H and 223J (financial duties). 

And  

a) proposed steps to implement the ICP Strategy and Coventry Health and 
Wellbeing Board and Warwickshire Health and Wellbeing Board’s local 
health and wellbeing strategies. 

7.4 Scrutiny and Decision Making 

7.4.1 At least three independent non-executive members will be appointed to the 
board including the Chair; and all of the board and committee members will 
comply with the Nolan Principles of Public Life and meet the criteria described 
in the Fit and Proper Person Test. 
 

7.4.2 Healthcare services will be arranged in a transparent way, and decisions 
around who provides services will be made in the best interests of patients, 
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taxpayers and the population, in line with the rules set out in the NHS Provider 
Selection Regime. 
 

7.4.3 The ICB will comply with the requirements of the NHS Provider Selection 
Regime including: 
 
a) Add local arrangements to describe. 

 
7.4.4 The ICB will comply with local authority health overview and scrutiny 

requirements. 

7.5 Annual Report 

7.5.1 The ICB will publish an annual report in accordance with any guidance 
published by NHS England and which sets out how it has discharged its 
functions and fulfilled its duties in the previous financial year and in particular 
how it has discharged its duties under sections:  
 
a) 14Z34 (improvement in quality of services) 
b) 14Z35 (reducing inequalities) 
c) 14z43 (have regard to the effect of decisions) 
d) 14Z44 (public involvement and consultation). 

 
7.5.2 The annual report will also review the extent to which the ICB has exercised 

its functions in accordance with the plans published under section: 
 
a) 14Z50 (Integrated Care System plan), and 
b) 14Z54 (capital resource use plan). 
 

7.5.3 Review any steps the board has taken to implement any joint health and 
wellbeing strategy to which it was required to have regard under section 
116B(1) of the Local Government and Public Involvement in Health Act 2007. 
 

8. Arrangements for Determining the Terms and 
Conditions of Employees. 

8.1.1 The ICB may appoint employees, pay them remuneration and allowances as 
it determines and appoint staff on such terms and conditions as it determines. 
 

8.1.2 The Board has established a Remuneration Committee which is chaired by a 
Non-Executive member other than the Chair or Audit Chair. 
 

8.1.3 The membership of the Remuneration Committee is determined by the Board.  
No employees may be a member of the Remuneration Committee but the 



Draft subject to the passage of the Health and Care Bill through 
Parliament  

Coventry and Warwickshire ICB – DRAFT CONSTITUTION v3.0 

  35 

 

Board ensures that the Remuneration Committee has access to appropriate 
advice by: 
 
a) enabling the Chair of the Committee to invite individuals such as the 

Chief Executive Officer, Chief Finance Officer, HR Advisor and external 
advisors to attend all or part of a meeting as and when appropriate. Such 
attendees will not be eligible to vote. 

 
8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee who are not members of the board. 
 

8.1.5 The main purpose of the Remuneration Committee is to exercise the functions 
of the ICB regarding remuneration included in paragraphs 18 to 20 of 
Schedule 1B to the 2006 Act. The terms of reference agreed by the board are 
published within the Governance Handbook. 
 

8.1.6 The duties of the Remuneration Committee include: 
 

a) Setting the ICB pay policy and standard terms and conditions including 
adoption of any pay frameworks for all employees including senior 
managers/directors (including board members) who are not being paid 
under a national pay framework 

b) Oversight of executive board member performance 
c) other duties as set out in the terms of reference. 
 

8.1.7 The ICB may make arrangements for a person to be seconded to serve as a 
member of the ICB’s staff. 
 

9. Arrangements for Public Involvement  

9.1.1 In line with section 14Z44(2) of the 2006 Act the ICB has made arrangements 
to secure that individuals to whom services which are, or are to be, provided 
pursuant to arrangements made by the ICB in the exercise of its functions, 
and their carers and representatives, are involved (whether by being consulted 
or provided with information or in other ways) in:  
 
a) the planning of the commissioning arrangements by the Integrated Care 

Board 
b) the development and consideration of proposals by the ICB 
c) for changes in the commissioning arrangements where the 

implementation of the proposals would have an impact on the manner in 
which the services are delivered to the individuals (at the point when the 
service is received by them), or the range of health services available to 
them, and 
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d) decisions of the ICB affecting the operation of the commissioning 
arrangements where the implementation of the decisions would (if made) 
have such an impact. 

9.1.2 In line with section 14Z52 of the 2006 Act the ICB has made the following 
arrangements to consult its population on its system plan: 

a) In line with the arrangements set out in the Communities Strategy. 

9.1.3 The ICB has adopted the ten principles set out by NHS England for working 
with people and communities.  
 
a) Put the voices of people and communities at the centre of decision-

making and governance, at every level of the ICS 
b) Start engagement early when developing plans and feed back to people 

and communities how it has influenced activities and decisions 
c) Understand your community’s needs, experience and aspirations for 

health and care, using engagement to find out if change is working 
d) Build relationships with excluded groups – especially those affected by 

inequalities 
e) Work with Healthwatch and the voluntary, community and social 

enterprise sector as key partners 
f) Provide clear and accessible public information about vision, plans and 

progress to build understanding and trust 
g) Use community development approaches that empower people and 

communities, making connections to social action 
h) Use co-production, insight and engagement to achieve accountable 

health and care services 
i) Co-produce and redesign services and tackle system priorities in 

partnership with people and communities 
j) Learn from what works and build on the assets of all partners in the ICS – 

networks, relationships, activity in local places. 
 

9.1.4 In addition the ICB has agreed the principles set out in the Communities 
Strategy.   
 

9.1.5 These principles will be used when developing and maintaining arrangements 
for engaging with people and communities. 
 

9.1.6 These arrangements, include: 

a) The arrangements set out in the Communities Strategy. 
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Appendix 1: Definitions of Terms Used in this Constitution 

2006 Act National Health Service Act 2006, as amended by the 
Health and Social Care Act 2012 and the Health and Care 
Act 2022 

ICB Board Members of the ICB. 

Area The geographical area that the ICB has responsibility for, 
as defined in part 2 of this constitution. 

Committee A committee created and appointed by the ICB Board.  
 

Sub-Committee A committee created and appointed by and reporting to a 
committee. 

Integrated Care 
Partnership 

The joint committee for the ICB’s area established by the 
ICB and each responsible local authority whose area 
coincides with or falls wholly or partly within the ICB’s 
area.  

Place-Based 
Partnership 

Place-based partnerships (known in the Coventry and 
Warwickshire system as Care Collaboratives) are 
collaborative arrangements responsible for arranging and 
delivering health and care services in a locality or 
community. They involve the Integrated Care Board, local 
government and providers of health and care services, 
including the voluntary, community and social enterprise 
sector, people and communities, as well as primary care 
provider leadership, represented by Primary Care 
Network clinical directors or other relevant primary care 
leaders. 

Ordinary Member The Board of the ICB will have a Chair and a Chief 
Executive Officer plus other members.  All other members 
of the Board are referred to as Ordinary Members.  

Partner Members Some of the Ordinary Members will also be Partner 
Members.  Partner Members bring knowledge and a 
perspective from their sectors and are and appointed in 
accordance with the procedures set out in Section 3 
having been nominated by the following: 

• NHS trusts and foundation trusts who provide 
services within the ICB’s area and are of a 
prescribed description 
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• the primary medical services (general practice) 
providers within the area of the ICB and are of a 
prescribed description 

• the local authorities which are responsible for 
providing Social Care and whose area coincides 
with or includes the whole or any part of the ICB’s 
area. 

Health Service 
Body 

Health service body as defined by section 9(4) of the NHS 
Act 2006 or (b) NHS Foundation Trusts. 

Consultative forum  

 

A collaborative forum to inform and align decisions by 
relevant statutory bodies, such as the ICB or local 
authorities, in an advisory role. In this arrangement, the 
decisions of statutory bodies should be informed by the 
consultative forum.  

Individual 
executives or staff 

Statutory bodies may agree to delegate functions to 
individual members of staff to exercise delegated 
functions, and they may convene a committee to support 
them, with membership that includes representatives from 
other organisations.  
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Appendix 2: Standing Orders 
1. Introduction 
1.1. These Standing Orders have been drawn up to regulate the proceedings of 

Coventry and Warwickshire Integrated Care Board so that the ICB can fulfil 
its obligations as set out largely in the 2006 Act (as amended). They form part 
of the ICB’s Constitution. 
 

2. Amendment and review 
2.1. The Standing Orders are effective from 1 July 2022.  

 
2.2. Standing Orders will be reviewed on an annual basis or sooner if required.  

 
2.3. Amendments to these Standing Orders will be made as per clause 1.6.2 of 

the ICB’s Constitution. 
 

2.4. All changes to these Standing Orders will require an application to NHS 
England for variation to the ICB constitution and will not be implemented 
until the constitution has been approved. 
 

3. Interpretation, application and compliance 
3.1. Except as otherwise provided, words and expressions used in these 

Standing Orders shall have the same meaning as those in the main body of 
the ICB Constitution and as per the definitions in Appendix 1. 
 

3.2. These standing orders apply to all meetings of the Board, including its 
committees and sub-committees unless otherwise stated. All references to 
Board are inclusive of committees and sub-committees unless otherwise 
stated.  
 

3.3. All members of the Board, members of committees and sub-committees and 
all employees, should be aware of the Standing Orders and comply with 
them. Failure to comply may be regarded as a disciplinary matter. 
 

3.4. In the case of conflicting interpretation of the Standing Orders, the Chair, 
supported with advice from the Director of Corporate Affairs, will provide a 
settled view which shall be final.   
 

3.5. All members of the Board, its committees and sub-committees and all 
employees have a duty to disclose any non-compliance with these Standing 
Orders to the Chief Executive Officer as soon as possible. 
 



Draft subject to the passage of the Health and Care Bill through 
Parliament  

Coventry and Warwickshire ICB – DRAFT CONSTITUTION v3.0 

  40 

 

3.6. If, for any reason, these Standing Orders are not complied with, full details of 
the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance, shall be reported to the next 
formal meeting of the Board for action or ratification and the Audit 
Committee for review.  
 

4. Meetings of the Integrated Care Board 
4.1. Calling Board Meetings 

4.1.1. Meetings of the Board of the ICB shall be held at regular intervals at such 
times and places as the ICB may determine. 

 
4.1.2. In normal circumstances, each member of the Board will be given not less 

than one month’s notice in writing of any meeting to be held. However: 
 
a) The Chair may call a meeting at any time by giving not less than 14 

calendar days’ notice in writing. 
b) One third of the members of the Board may request the Chair to 

convene a meeting by notice in writing, specifying the matters which 
they wish to be considered at the meeting. If the Chair refuses, or fails, 
to call a meeting within seven calendar days of such a request being 
presented, the Board members signing the requisition may call a 
meeting by giving not less than 14 calendar days’ notice in writing to all 
members of the Board specifying the matters to be considered at the 
meeting. 

c) In emergency situations the Chair may call a meeting with two days’ 
notice by setting out the reason for the urgency and the decision to be 
taken. 

 
4.1.3. A public notice of the time and place of meetings to be held in public and how 

to access the meeting shall be given by posting it at the offices of the ICB 
body and electronically at least three clear days before the meeting or, if the 
meeting is convened at shorter notice, then at the time it is convened. 
 

4.1.4. The agenda and papers for meetings to be held in public will be published 
electronically in advance of the meeting excluding, if thought fit, any item likely 
to be addressed in part of a meeting is not likely to be open to the public. 

4.2. Chair of a meeting 

4.2.1. The Chair of the ICB shall preside over meetings of the Board.  
 

4.2.2. If the Chair is absent, or is disqualified from participating by a conflict of 
interest, the Deputy Chair of the ICB will preside.  
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4.2.3. The Board shall appoint a Chair to all committees and sub-committees that it 
has established.  The appointed committee or sub-committee Chair will 
preside over the relevant meeting. Terms of reference for committees and 
sub-committees will specify arrangements for occasions when the appointed 
Chair is absent. 

4.3. Agenda, supporting papers and business to be transacted 

4.3.1. The agenda for each meeting will be drawn up and agreed by the Chair of the 
meeting. 
 

4.3.2. Except where the emergency provisions apply, supporting papers for all items 
must be submitted at least 14 calendar days before the meeting takes place. 
The agenda and supporting papers will be circulated to all members of the 
Board at least seven calendar days before the meeting. 
 

4.3.3. Agendas and papers for meetings open to the public, including details about 
meeting dates, times and venues, will be published on the ICB’s website at 
insert weblink. 

4.4. Petitions 

4.4.1. Where a valid petition has been received by the ICB it shall be included as an 
item for the agenda of the next meeting of the Board in accordance with the 
ICB policy as published in the Governance Handbook. 

4.5. Nominated Deputies 

4.5.1. With the permission of the person presiding over the meeting, the Executive 
Members and the Partner Members of the Board may nominate a deputy to 
attend a meeting of the Board that they are unable to attend.  The deputy may 
speak and vote on their behalf and will count towards the quorum where 
necessary. 
 

4.5.2. The decision of the person presiding over the meeting regarding authorisation 
of nominated deputies is final. 

4.6. Virtual attendance at meetings 

4.6.1. The Board of the ICB and its committees and sub-committees may meet 
virtually using telephone, video and other electronic means when necessary, 
unless the terms of reference prohibit this. 

4.7. Quorum 

4.7.1. The quorum for meetings of the Board will be 50% of members, including: 
 

a) Either the Chief Executive Officer or the Chief Finance Officer 
b) Either the Chief Medical Officer or the Chief Nursing Officer 
c) At least one independent member 
d) At least one Partner Member. 
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4.7.2. For the sake of clarity: 

 
a) No person can act in more than one capacity when determining the 

quorum 
b) An individual who has been disqualified from participating in a discussion 

on any matter and/or from voting on any motion by reason of a 
declaration of a conflict of interest, shall no longer count towards the 
quorum. 

 
4.7.3. For all committees and sub-committees, the details of the quorum for these 

meetings and status of deputies are set out in the appropriate terms of 
reference. 

4.8. Vacancies and defects in appointments 

4.8.1. The validity of any act of the ICB is not affected by any vacancy among 
members or by any defect in the appointment of any member. 

 
4.8.2. In the event of vacancy or defect in appointment the following temporary 

arrangement for quorum will apply: 
 
• Where possible and appropriate to do so, a nominated temporary deputy 

for the vacant role will be confirmed by the Chair 
• Where it is not possible to identify a deputy, the Chair will be required to 

identify an alternative member of the Board to enable a quorum to be 
determined. In doing so the Chair will need to ensure that a diverse and 
balanced representation of views will be maintained in the given 
circumstances.  

• The rationale for and use of this alternative quorum will be recorded in 
the minutes of the meeting. 

4.9. Decision making 

4.9.1. The ICB has agreed to use a collective model of decision-making that seeks 
to find consensus between system partners and make decisions based on 
unanimity as the norm, including working though difficult issues where 
appropriate. 
 

4.9.2. Generally it is expected that decisions of the ICB will be reached by 
consensus. Should this not be possible then a vote will be required. The 
process for voting, which should be considered a last resort, is set out below: 

 
a) All members of the Board who are present at the meeting will be eligible 

to cast one vote each 
b) Absence is defined as being absent at the time of the vote but this does 

not preclude anyone attending by teleconference or other virtual 
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mechanism from participating in the meeting, including exercising their 
right to vote if eligible to do so 

c) For the sake of clarity, any additional Participants and Observers (as 
detailed within paragraph 5.6. of the Constitution) will not have voting 
rights 

d) A resolution will be passed if more votes are cast for the resolution than 
against it 

e) If an equal number of votes are cast for and against a resolution, then 
the Chair (or in their absence, the person presiding over the meeting) will 
have a second and casting vote 

f) Should a vote be taken, the outcome of the vote, and any dissenting 
views, must be recorded in the minutes of the meeting. 

Disputes 

4.9.3. Where helpful, the board may draw on third party support to assist them in 
resolving any disputes, such as peer review or support from NHS England. 

Urgent decisions 

4.9.4. In the case of urgent decisions and extraordinary circumstances, every 
attempt will be made for the Board to meet virtually.  Where this is not possible 
the following will apply. 
 

4.9.5. The powers which are reserved or delegated to the Board, may for an urgent 
decision be exercised by the Chair and Chief Executive Officer (or relevant 
lead director in the case of committees)108 subject to every effort having 
made to consult with as many members as possible in the given 
circumstances. 
 

4.9.6. The exercise of such powers shall be reported to the next meeting of the 
Board for formal ratification and the Audit Committee for oversight. 

4.10. Minutes 

4.10.1.The names and roles of all members present shall be recorded in the minutes 
of the meetings.  
 

4.10.2.The minutes of a meeting shall be drawn up and submitted for agreement at 
the next meeting where they shall be signed by the person presiding at it. 
 

4.10.3.No discussion shall take place upon the minutes except upon their accuracy 
or where the person presiding over the meeting considers discussion 
appropriate. 
 

4.10.4.Where providing a record of a meeting held in public, the minutes shall be 
made available to the public. 

4.11. Admission of public and the press 
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4.11.1.In accordance with Public Bodies (Admission to Meetings) Act 1960 All 
meetings of the Board and all meetings of committees which are comprised 
of entirely board members or all board members at which public functions are 
exercised will be open to the public, except where a resolution is agreed to 
exclude the public in accordance with clause 7.3.1 of the Constitution.  
 

4.11.2.The Board may resolve to exclude the public from a meeting or part of a 
meeting where it would be prejudicial to the public interest by reason of the 
confidential nature of the business to be transacted or for other special 
reasons stated in the resolution and arising from the nature of that business 
or of the proceedings or for any other reason permitted by the Public Bodies 
(Admission to Meetings) Act 1960 as amended or succeeded from time to 
time.  
 

4.11.3.The person presiding over the meeting shall give such directions as 
he/she/they thinks fit with regard to the arrangements for meetings and 
accommodation of the public and representatives of the press such as to 
ensure that the Governing Body’s business shall be conducted without 
interruption and disruption. 
 

4.11.4.As permitted by Section 1(8) Public Bodies (Admissions to Meetings) Act 1960 
as amended from time to time) the public may be excluded from a meeting 
suppress or prevent disorderly conduct or behaviour.  
 

4.11.5.Matters to be dealt with by a meeting following the exclusion of 
representatives of the press, and other members of the public shall be 
confidential to the members of the Board.  

 

5. Suspension of Standing Orders 
5.1.1. In exceptional circumstances, except where it would contravene any statutory 

provision or any direction made by the Secretary of State for Health and Social 
Care or NHS England, any part of these Standing Orders may be suspended 
by the Chair in discussion with at least two other members, one of whom 
should be an independent non-executive member. 
 

5.1.2. A decision to suspend Standing Orders together with the reasons for doing so 
shall be recorded in the minutes of the meeting.  
 

5.1.3. A separate record of matters discussed during the suspension shall be kept. 
These records shall be made available to the Audit Committee for review of 
the reasonableness of the decision to suspend Standing Orders. 
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6. Use of seal and authorisation of documents. 
6.1.1. The ICB will use a seal for executing documents where necessary. The 

following individuals or officers are authorised to authenticate its use by their 
signature:  
 
a) the Chief Executive Officer 
b) the Chair  
c) the Chief Finance Officer 
 

6.1.2. The following individuals are authorised to execute a document on behalf of 
the group by their signature: 
 
a) the Chief Executive Officer 
b) the Chair  
c) the Chief Finance Officer 

 
6.1.3. Further information pertaining to the use of seal and authorisation of 

documents can be found in the ICB’s Governance Handbook. 
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1. Introduction  
1.1 Welcome to the Governance Handbook for Coventry and Warwickshire 

Integrated Care Board. This is where you can find all of the documents 
related to the structures, systems and processes we put in place to ensure 
the proper management of our work. 
 

1.2 As an organisation we are open and accountable to the population we 
serve and are committed to putting people at the heart of everything we do. 
You can find out more about our work with people and communities in our 
Communities Strategy (a link to which can be found in Appendix 3) as well 
as on our website at link to be inserted.  
 

1.3 If you want to be part of our decision making for health and care services 
then we would be delighted to hear from you and there are many different 
ways you can get involved. The “Functions and Decisions Map” on page xx 
will show you where all of the decisions that we make are made. Our 
website is the best source of the latest information on what we are currently 
considering, including all of our board meetings and papers. It also offers 
lots of ways to get in touch, including how to attend our board meetings, 
where we welcome questions, places to submit complaints, comments or 
Freedom of Information requests, and an up to date list of all the current 
engagement and consultation being undertaken by the Board. You can also 
find the details of our two Healthwatch organisations and how to speak to 
them if you need to. 
 

1.4 We hope this handbook is a useful tool to find out more about how we do 
things, but if you have any questions or queries, please visit our website 
and we’ll be happy to help. 

2. Purpose 
2.1 The purpose of this document is to bring together a range of corporate 

statutory documents in one place and is described as the NHS Coventry 
and Warwickshire Integrated Care Board Governance Handbook (the 
"Handbook"). 
 

2.2 The Handbook is not a legal requirement; however, it supports the ICB’s 
Constitution and is an approach that will assist the ICB to build a consistent 
corporate approach and form part of the corporate memory. 

 
2.3 This handbook is updated annually by the Governance Team, and 

published on the ICB’s website. Any changes to the content of the 
handbook will be reviewed by the Audit Committee and recommended for 
adoption by the ICB’s Board. 
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2.4 Patient and Public Engagement 

 
2.4.1 The ICB shall ensure that while discharging its general duties and functions 

it shall make arrangements to secure public involvement in planning, 
development and the decision making of the ICB through established 
mechanisms as outlined in the ICB’s Communities Strategy (Appendix 3). 

 
2.5 Risk Management 
 
2.5.1 Risk is inherent in everything the ICB does – determining priorities, 

managing projects and even deciding when not to take action. Effective risk 
management is therefore an essential enabler to allow the ICB to meet its 
strategic and corporate objectives. It is reliant on the system partners 
working together with the ICB to ensure there is visibility of risks across the 
system that may impact on the ICB’s strategic objectives. Individual system 
partners share information about their risks as part of the collaboration 
required for the system to work effectively; this does not remove the 
responsibility that individual statutory bodies have to manage their own 
risks. 

2.5.2 The ICB’s Risk Management Policy identifies the procedures for risk 
management, encompassing the management of all types of risk to which 
the ICB may be exposed. The policy is detailed in Appendix 6. 

 
 
3. Roles and Responsibilities  
3.1. Members of the Board   

3.1.1. 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 this constitution. 
Each brings their unique perspective, informed by their expertise and 
experience. 

3.1.2. In addition to the information provided below, further information is provided in 
section 3 of the ICB’s Constitution. 
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3.2. Chair of the Board 

3.2.1. The Chair is responsible for: 

• leading the board in setting a vision, strategy and clear objectives for the 
ICS/ICB in delivering on the four core purposes of the ICS, the triple aim 
and the body’s regulatory responsibilities. 

• holding the ICS Leader/ICB Chief Executive to account for delivery of the 
strategy of the ICS/ICB, the plan for the delivery of health services for the 
population and effective stewardship of public money. 

• working with Local Government partners to establish the Integrated Care 
Partnership, establishing a strong relationship between the Board and the 
Partnership, and a dynamic which encourages a strong focus on health 
and care outcomes for the population. 

• shaping the new ICS Partnership and aligning the work of the ICB, with 
local government through the ICB. 

• establishing shared strategic priorities within the NHS in partnership with 
local government to tackle population health challenges and enhance 
services across health and social care. 

• advocating for and championing diversity, health equality and social 
justice. Fostering strong partnership arrangements with local government 
and wider partners to deliver these aims. 

• ensuring the ICS is responsive to people and communities – and that 
public, patient and carer voices are embedded in all of the ICS’s/ICB’s 
plans and activities. 

• leading the system through aligning partners in the implementation of the 
Long Term Plan and the People Plan, overseeing progress against their 
objectives. 

• overseeing the purposeful arrangements for effective clinical and 
professional care leadership throughout the ICS. 

• ensuring the NHS plays its part in social and economic development and 
achieving environmental sustainability, including the Carbon Net Zero 
commitment. 

 

3.3. Deputy Chair  

3.3.1.  The Deputy Chair of the Board will undertake the chairmanship and corporate 
leadership duties of the Chair when the Chair has a conflict of interest or is 
otherwise unavailable. 

3.3.2. The Deputy Chair will be selected by the Chair from the Non-Executive 
Members of the Board. 
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3.4. Chief Executive Officer  

3.4.1. The principal duties of the role are as follows:  

• leading the organisation to meet population health needs, allocating 
resources to deliver the plan.   

• working with partner organisations to develop a “one workforce” strategy 
for effective clinical and professional care leadership across the ICS. 

• leading a system-wide strategy on data and digital, driving joint working 
on estates, procurement, supply chain and commercial strategies.   

• developing and delivering the plan that embeds patient voice and 
stakeholder engagement, acting as a leader for diversity, health 
inequalities and social justice. 

• ensuring the NHS’ full engagement in the ICB social and economic 
development, environment sustainability and in addressing the wider 
determinants of health. 

• ensuring relevant services are in place to deliver the four core purposes 
of Integrated Care Systems and the triple aim.  Facilitating transformation 
of services and oversee delivery of improved outcomes for the ICS 
population. 

• fostering a culture of research, innovation,  learning and continuous 
improvement to support the delivery of high-quality services. 

• alongside the Chair, leading the system in implementation of the Long-
Term Plan and People Plan, overseeing progress against objectives. 

• supporting the delivery of the ICS/ICB objectives and regulatory 
responsibilities by ensuring effective governance, performance 
management arrangements and controls are implemented. 

 

3.5. Chief Finance Officer  

3.5.1.  The Chief Finance Officer is responsible for: 

• developing the funding strategy for the ICS to support the board in 
achieving the four statutory aims of integrated care systems, including 
consideration of place-based budgets, and making use of benchmarking 
to make sure that funds are deployed as effectively as possible. 

• ensure that the ICB meets the financial targets set for it by NHS England 
and NHS Improvement, including living within the overall revenue and 
capital allocation, and the administration costs limit.  

• jointly with other system partners, ensuring that the Integrated Care 
System (ICS) delivers its financial targets.  

• supporting the development and delivery of the long-term plan of the ICB. 
They will ensure this reflects and integrates the strategies of all relevant 
partner organisations of the ICS, with a particular focus on developing a 
shared financial and resourcing strategy.  
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• providing financial leadership and influence across the ICS to ensure that 
opportunities to drive improvements in population outcomes which 
includes collaborating and providing financial leadership with key partners 
(across health, care and wider) to break down barriers, drive innovation 
and achieve agreed deliverables.  

• alongside ICB colleagues, working to develop digitally enabled 
transformation (including financial outcome focused transformation) and 
the clinical/care elements of a sustainable People Plan for the ICS 
workforce.  
 
 

3.6. Chief Medical Officer  

3.6.1. The principal duties of the role are as follows: 

• accountability jointly with the Chief Nursing Officer for: 
o  all matters relating to the relevant professional colleagues across the 

clinical and care workforce employed by the ICB. 
o leading on overseeing quality of health services within the ICS 

including sharing intelligence and working with other key partners and 
regulators, across and outside of the System, to improve quality of care 
and outcomes. 

o securing multi-professional clinical and care leadership in delivery of 
the ICB’s objectives and to form part of the wider network of clinical 
and care leaders in the region and nationally. 

• to hold an influential executive role and have shared accountability for the 
development and delivery of the long-term clinical strategy of the ICB, 
ensuring this reflects and integrates the strategies of all relevant partner 
organisations within the ICS.  

• to be accountable for providing high quality clinical and professional 
leadership of the ICB’s activities and for securing professional clinical and 
care leadership in delivery of the ICB’s objectives.  

• to be designated accountable for statutory and non-statutory functions 
that the ICB will need to perform as agreed with the Chief Executive 
Officer.  

• To be responsible for building partnerships and collaborating with 
provider collaboratives, public health, local government, other partners, 
and local people to deliver better access, improvements in life outcomes 
and reductions in health inequity.  

• as an ICB board member, to ensure that population health management, 
innovation and research supports continuous improvements in health and 
well-being, including digitally enabled clinical transformation, and the 
clinical and care elements of a sustainable People Plan for the ICS 
workforce. 
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• to influence and work collaboratively with key partners as part of the wider 
System  to create opportunities to make sustainable long-term 
improvements to population health.   
 

3.7. Chief Nursing Officer  

3.7.1. The principal duties of the role are as follows: 

• accountability jointly with the Chief Medical Officer for: 
o all matters relating to the relevant professional colleagues across the 

clinical and care workforce employed by the ICB; 
o leading on overseeing quality of health services within the ICS 

including sharing intelligence and working with other key partners and 
regulators, across and outside of the System, to improve quality of care 
and outcomes; 

o securing multi-professional clinical and care leadership in delivery of 
the ICB’s objectives and to form part of the wider network of clinical 
and care leaders in the region and nationally; 

• to hold an influential executive role and shared accountability for the 
development and delivery of the long-term clinical strategy of the ICB, 
ensuring this reflects and integrates the strategies of all relevant partner 
organisations within the ICS.  

• to be accountable for providing high quality clinical and professional 
leadership of the ICB’s activities and for securing professional clinical and 
care leadership in delivery of the ICB’s objectives.  

• to be designated accountable for statutory and non-statutory functions 
that the ICB will need to perform as agreed with the Chief Executive 
Officer.  

• to be responsible for building partnerships and collaborating with provider 
collaboratives, public health, local government, other partners, and local 
people to deliver better access, improvements in life outcomes and 
reductions in health inequity.  

• as an ICB board member, ensure that population health management, 
innovation and research support continuous improvements in patient 
services including digitally enabled clinical and care transformation and 
the clinical and care elements of a sustainable People Plan for the ICS 
workforce.  

• to influence and work collaboratively with key partners as part of the wider 
System  to create opportunities to make sustainable long-term 
improvements to population health.   
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3.8. Chief Transformation Officer  

3.8.1. To be added 

 
3.9. Partner Members  

3.9.1. Working alongside the Chair, other non-executives, executive directors and 
other partner members and as equal members of a unitary board, the purpose 
of these roles is as follows: 

• Taking collective responsibility for developing and implementing the 
strategy for the ICB that delivers excellent outcomes for the population 
ensuring that the four statutory aims are delivered:  
o improve outcomes in population health and healthcare. 
o tackle inequalities in outcomes, experience and access. 
o enhance productivity and value for money.  
o help the NHS support broader social and economic development. 

• Holding collective responsibility with the other members of the Board to 
ensure corporate accountability for the performance of the ICB as part of 
the wider ICS, including developing and maintaining a positive working 
relationship with the Integrated Care Partnership and system partners.  

• Working together with other Board members to ensure their behaviours: 
o create the conditions for success. 
o promote open and transparent decision making. 
o constructively and respectfully challenge.  

• Setting the standards and promoting values based leadership in all 
interactions with stakeholders, partners and colleagues. Member partners 
will have an impartial focus, providing an external view of the ICB according 
to their skills and expertise. 
 

3.10. Independent Non-Executive Members  

3.10.1. The principal duties of the role are as follows: 

• Bringing independent and respectful challenge to the plans, aims and 
priorities of the ICB. 

• Promoting open and transparent decision-making that facilitates 
consensus aimed to deliver exceptional outcomes for the population. 

• Setting the vision, strategy and clear objectives for the ICB in delivering on 
the four core purposes of the ICS, the triple aim of improved population 
health, quality of care and cost-control. 

• Aligning partners in transforming the Long Term Plan and the People Plan 
into real progress. 
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• Promoting dialogue and consensus with local government and broader 
partners, to ensure effective joint planning and delivery for system working 
and mutual accountability. 

• Supporting the success of the ICP in establishing shared strategic priorities 
within the NHS, in partnership with local government, to tackle population 
health challenges and enhance services across health and social care. 

• Advocating diversity, health equality and social justice to close the gap on 
health inequalities and achieve the service changes that are needed to 
improve population health.   

• Ensuring the ICB is responsive to people and communities and that public, 
patient and carer voices are embedded in all of the ICB’s plans and 
activities. 

• Oversight of purposeful arrangements for effective leadership of clinical 
and professional care throughout the ICB and the ICS. 

• Ensuring the NHS plays its part in social and economic development and 
achieving environmental sustainability, including the Carbon Net Zero 
commitment. 

• Providing visible leadership in developing a healthy and inclusive culture 
for the organisation.. 

In addition to these duties: 

• one Non-Executive Member will also perform the role of the Chair of the 
Audit Committee, the role of which is to seek assurance that financial 
reporting and internal control principles are applied, to maintain an 
appropriate relationship with the auditors, both internal and external, and 
provide advice to the board about the reliability and robustness of internal 
control processes.  

• one Non-Executive Member will also perform the role of the Chair of the 
Remuneration Committee, which is accountable to the Board for matters 
relating to remuneration, fees and other allowances (including pension 
schemes) for employees and other individuals who provide services to the 
ICB.  

• one Non-Executive Member will also perform the role of the Lead for 
inequalities, whose role is to work across the committees and is 
accountable to the Board to ensure addressing inequalities is central and 
not peripheral to decisions made by the ICB.
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4. Decisions and Functions Map 
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5. Delegation of statutory function  
5.1. There is no delegation of statutory function as of 1 July 2022.
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6. Scheme of Reservation and Delegation 
Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

REGULATION AND CONTROL  
Constitution 1.6, 

Function 67 
Consider and approve applications to NHS England on 
changes to the Constitution including the Standing Orders.  

 
 

   

Constitution 
Standing Order 

5.1 

Suspension of Standing Orders in exceptional 
circumstances. 

  Chair with at least two other 
members one of whom should be 

an independent non-executive 
member. 

 

Constitution 
Standing Order 

3.6 

Ratify or agree a course of action in respect of non-
compliance with the Standing Orders  

    

Constitution 4.6 Establish and approve terms of reference and membership for 
ICB Committees 

    

Constitution 
1.7.3 

Approve the ICB scheme of reservation and delegation. 
 

   Recommend further 
delegations from point of 

receiving delegations 
 Where committees are authorised to establish sub-

committees they may not delegate executive powers to the 
sub-committee unless expressly authorised by the Board.  

    

 Exercise or delegate those functions of the ICB which have 
not been retained as reserved by the ICB Board or delegated 
to its Committees and sub-committees or delegated to named 
other individuals as set out in this document. 

  Chief  Executive Officer  

Constitution 
3.12 

Remove of Board Members as appropriate.   Chair  
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Constitution 
Standing Order 
4.6.7, Function 

57, 132-135 

Approve the appointment of internal and external audit 
providers, audit plans and any changes to the 
provision or delivery of related services. 

 

 Audit Committee   

Constitution 5.2 Approve Standing Financial Instructions.     

Constitution 
4.7.3 

Approve delegation arrangements under section 65Z5 of the 
2006 Act. 

 

    

Constitution 
Standing Order 

4.2.3 

Appoint a Chair to all committees and sub-committees that 
exercise the ICB commissioning functions. 

  Chair  

Constitution 
Standing Order 

4.2.3 

Appoint a Chair to all other committees and sub-committees.     

 Approval of the ICB’s operating structure, including Care 
Collaboratives. 

   Develop own operating 
structure f rom 1 July 

Constitution 
Standing Order 

4.9.6 

Ratify the exercise of those powers reserved or delegated to 
the Board by the Chair in the case of urgent decisions and 
extraordinary circumstances. 

    

Constitution 
Standing Order 

4.11.1 

Agree resolutions to exclude the public where it would be 
prejudicial to the public interest by reason of the confidential 
nature of  the business to be transacted or for other special 
reasons. 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Constitution 
3.4.1 and 3.4.2 

Appointment of the Chief Executive.   Chair but subject to approval by 
NHS England  

 

Constitution 
3.13.1 and 

3.13.2, Function 
51 

Agree arrangements for remuneration, any allowances and 
other terms of appointment for Board Members excluding 
Non-Executive Members and Chair. 

 Remuneration 
Committee 

  

Constitution 
3.5.5, 3.6.5, 
3.7.5, 3.8.3, 

3.9.3, 3.10.3, 
3.11.2, Function 

52 and 53 

Oversee the appointment process for the Partner Members 
(NHS Trusts and Foundation Trusts, Providers of Primary 
Medical Services and Local Authorities), Medical Director, 
Director of Nursing, Director of Finance and Non-Executive 
Members. 

 Remuneration 
Committee 

  

Constitution 
8.1.6, Function 

52 and 53 

Set the ICB pay policy and standard terms and conditions 
including adoption of any pay frameworks for all employees 
including senior managers/directors (including board 
members) who are not being paid under a national pay 
f ramework. 

 Remuneration 
Committee 

  

Constitution 
8.1.6 

Oversight of executive board member performance. 

 

 Remuneration 
Committee 

  

Constitution 
3.5.6, 3.6.6, 

3.7.6 

Approval of the appointment of the Board Members.   Chair  

Constitution 
3.13.1 

Agree remuneration for Non-Executive Members.  Non-Executive 
Remuneration Panel 

  

Constitution 
6.1.6 

Act as the Conflicts of Interest Guardian.   Audit Chair  
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 58-67 Ensuring the Constitution meets the requirements of 
Schedule 1A, the new Schedule 1B and the new schedule 
14Z29 of  the NHS 2006 Act. 

 Recommended by 
Audit Committee 

  

Function 56 Oversight of the application of the seal.   Chair, Chief  Executive Officer, 
Chief  Finance Officer 

 

STRATEGIC PLANNING  
 Develop and monitor the implementation of the integrated 

care strategy for the population of ICB area. 
 Integrated Care 

Partnership 
  

Function 1 and 
2 

Approve on a yearly basis a five year plan which sets out how 
the ICB will discharge its duties as set out in 
7.3.8 of  the Constitution and the proposed steps 
it will take to implement the ICP Strategy and 
Coventry Health and Wellbeing Board and 
Warwickshire Health and Wellbeing Board’s local 
health and wellbeing strategies. 

   Make recommendations 
on development of five 

year plan f rom 1 July 2022 

 Allocate resources to deliver the plan across the system, 
determining what resources should be available 
to meet population need in each place and 
setting principles for how they should be 
allocated across services and providers (both 
revenue and capital), 

   Make recommendations 
on development of five 

year plan upon from 1 July 
2022 

Function 4 Prepare a Joint Strategic Needs Assessment along with the 
local authority. 

 (Delegated to Local 
Authorities’ Health 

and Wellbeing 
Boards) 

 Make recommendations to 
HWBBs f rom 1 July 2022 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 5 Prepare a Joint Health and Wellbeing Strategy based on the 
Joint Strategic Needs Assessment. 

 Delegated to Local 
Authorities’ Health 

and Wellbeing 
Boards 

 Make recommendations to 
HWBBs f rom 1 July 2022 

Function 6 Ensuring due regard to ICP Strategy.     

OPERATIONAL COMMISSIONING  
Function 10 Enter into agreements, acquire and dispose of property and 

accept gifts (including property on trust). 
  Executive  

Function 13 Refer a dispute concerning an NHS contract to the Secretary 
of  State.   

  Executive  

Function 15 Agree to make facilities available to providers or eligible 
voluntary organisations. 

  Executive  

Function 16 Power to make grants.   Executive  

Function 17 Supply of goods and services by ICBs to local authorities.   Executive  

Function 18 Making payments towards expenditure incurred by local 
authorities on social care functions. 

  Executive  

Function 19 Making payments toward expenditure incurred by a voluntary 
organisation. 

  Executive  

Function 20 Authorise payments to providers.   Executive  

PERSONALISED COMMISSIONING - CONTINUING HEALTH CARE, FUNDED NURSING CARE AND PERSONAL HEALTH BUDGETS  
Function 22-24 

and 26 
Oversight of quality of Personalised Commissioning.  Quality, Safety and 

Experience 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Committee 
Function 25 Nominate members for Independent Review panels.   Chief  Nursing Officer  

Function 22, 28, 
30 and 31 

Oversight of costs of NHS continuing healthcare, funded 
nursing care, PHB and direct payments. 

 Finance and 
Performance 
Committee 

  

Function 32 Oversight of after-care services.  Quality, Safety and 
Experience 
Committee 

  

PATIENT RIGHTS AND NHS CONSTITUTION - CHOICE, WAITING TIMES AND INDIVIDUAL FUNDING REQUESTS  
Function 35-36 

and 105 
Oversight of duty to offer a choice of health service provider 
and to publicise and promote information about patient 
choice. 

 Quality, Safety and 
Experience 
Committee 

  

Function 37, 39 
and 41 

Oversight of maximum waiting times standard, including 
cancer waiting time standards. 

 Finance and 
Performance 
Committee 

  

Function 38, 40 Oversight of arrangements on duty to offer an alternative 
provider. 

 Finance and 
Performance 
Committee 

  

Function 42 Oversight of arrangements for deciding individual funding 
requests and the delivery of requests. 

 Commissioning, 
Planning and 

Population Health 

  

Function 42 Approve or reject individual requests for funding.  Individual Funding 
Request Panel 

  

Function 42 Approve or reject individual requests for funding when a 
request for review is made following the initial Individual 
Funding Request Panel decision. (Panel will review the 

 Individual Funding 
Request Review 

Panel  
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

process that the IFR Panel followed rather than the decision 
that was reached.) 

PUBLIC INVOLVEMENT AND OVERVIEW & SCRUTINY  
Function 43 Oversight of arrangements for public involvement and 

consultation. 
 Audit Committee   Developing public 

involvement at place from 
1 July 2022 

EMERGENCIES  
Function 45  Agree arrangements for planning responding to and leading 

recovery from incidents (EPRR), to ensure NHS and partner 
organisations are joined up at times of greatest need, 
including taking on incident coordination responsibilities as 
delegated by NHS England and NHS Improvement. 

 Audit Committee   

CORPORATE  
Function 49 Oversight of arrangements for the management of conflicts of 

interest. 
 Audit Committee  Apply arrangements from 

1 July 2022 

Function 54 and 
55 

Approval of the annual report and accounts.  Recommended by 
Audit Committee 

 Will contribute to Annual 
Report from 1 July  

 Receive the annual governance letter from the External 
Auditor and advise the Board of proposed action. 

 Audit Committee   

 Approving a timetable for producing the annual report and 
accounts. 

 Audit Committee   

PERFORMANCE ASSESSMENT AND OVERSIGHT BY NHS ENGLAND  
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 70 and 
71 

Oversight of the duty to provide documents, information and 
explanations to NHS England as requested for the purposes 
of  its performance functions. 

 Relevant committee 
as required 

  

Function 72 Oversight of the duty to co-operate with NHS England and 
other ICBs where the ICB is subject to related directions from 
NHS England. 

 Relevant committee 
as required 

  

Function 73 Oversight of arrangements between the ICB and NHS bodies 
and local authorities via approval of the ICBs Functions and 
Decisions Map. 

    

Function 74, 75 
and 78 

Approval and oversight of the exercising of: 

• NHS England functions including those jointly exercised 
with NHSE England 

• functions jointly with other ICBs 
• ICB functions by, or jointly with, NHS England. 

 
 

 

 

   

Function 76 Approve arrangements for risk sharing and /or risk pooling 
with other organisations (for example arrangements for 
pooled funds with other ICBs or pooled budget arrangements 
under section 75 of the NHS Act 2006). (Board - (Joint 
Committee for S75 arrangements)) 

    

Function 77 and 
79 

Approval and oversight of joint exercise of functions with 
combined authorities and with Local Health Boards. 

    

Function 80 Approval and oversight of arrangements with the Secretary of 
State in respect of the exercise of public health functions. 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 81 Power to agree arrangements for support with the Secretary 
of  State. 

    

Function 82 Power to apply to become a Care Trust.     

FINANCE  
Function 83 Oversight of the duty to comply with NHS England direction in 

respect of spending allotted monies and paying monies 
arising f rom disposals or valuations to NHS England. 

 Finance and 
Performance 
Committee 

  

Function 84 Oversight of the duty to use monies designated for integration 
for that purpose (the Better Care Fund). 

 Finance and 
Performance 
Committee 

  

Function 85 Approve financial plans to meet requirements set by NHS 
England directions in respect of ICB and system expenditure. 

 

 Finance and 
Performance 
Committee 

  

Function 86 Oversight of duties to comply with revenue and capital 
resource limits and financial objectives set by NHS England in 
respect of the ICB and system. 

 Finance and 
Performance 
Committee 

  

Function 87 Oversight of duty to publish details of how it has spent quality 
payments from NHS England. 

 Finance and 
Performance 
Committee 

  

Function 88 Oversight of compliance with restrictions on the use of 
support monies and other support resources provided by NHS 
England. 

 Finance and 
Performance 
Committee 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 89 and 
90 

Power to recover charges owed to an NHS body as a civil 
debt and to recover any reduction, remission or repayment 
which was not due to a person as a civil debt. 

 Recommended by 
Audit Committee 

  

Function 91 Power to raise additional income.     

Function 92 Power to undertake fundraising.  Audit Committee   

Function 93 Power to invest in companies.  Recommended by 
Audit Committee 

  

Function 94 Power to enter into externally financed development 
agreements. 

 Recommended by 
Audit Committee 

  

Function 95 Oversight of duty to provide financial information to NHS 
England. 

 Finance and 
Performance 
Committee 

  

Function 96 Oversight of duty to provide information to the Secretary of 
State. 

 Relevant committee 
as requested 

  

Function 97 Approve the ICB’s counter fraud and security management 
arrangements and ensure compliance in assisting with fraud 
investigations. 

 

 Audit Committee   

Function 98 Power to disclose information related to its functions to third 
parties in prescribed circumstances. 

 Audit Committee   

GENERAL DUTIES  
Function 99  Oversight of duty to promote the NHS Constitution.  Audit Committee  Duty to promote from 1 

July 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 102 Approve decisions on the review, planning and procurement 
of  primary medical care services (to reflect the terms of the 
delegation agreement with NHS England). 

 Commissioning, 
Planning and 

Population Health 
Committee 

 Make recommendations of 
the planning of primary 
medical care services from 
1 July 

Function 103 
and 153 

Approve inequalities strategy, plans for delivery and 
assurance on progress against regional NHSE priorities. 

 Recommended by 
Commissioning, 

Planning and 
Population Health 

Committee 

 Make recommendations 
for the strategy. Develop 
and deliver plans to 
address inequalities from 1 
July 

Function 104 Approval of the ICB’s arrangements for discharging the ICB’s 
statutory functions to promote the involvement of each patient 
and public engagement and consultation. 

 Commissioning, 
Planning and 

Population Health 
Committee 

 Develop patient and public 
engagement and 
consultation from 1 July 

Function 106 Oversight of duty to obtain appropriate advice.  Audit Committee   

Function 108 Oversight of duty in respect of research.  Finance and 
Performance 
Committee 

  

Function 109 Oversight of duty to promote education and training.  People Committee   

Function 110 Oversight of duty to promote integration.     

Function 111 Oversight of duty to have regard to guidance on 
commissioning published by NHS England. 

 Commissioning, 
Planning and 

Population Health 
Committee 

  

Function 112 Oversight of duty to make available facilities to university 
medical or dental schools for the purposes of clinical teaching 
and research. 

 Finance and 
Performance 
Committee 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 113 Oversight of duty to make arrangements to ensure functions 
are discharged having regard to need to safeguard and 
promote the welfare of children. 

 Quality, Safety and 
Experience 
Committee 

  

Function 128 Approve arrangements for coordinating the commissioning of 
services with other ICBs or with local authorities, where 
appropriate. 

 Recommendation 
f rom 

Commissioning, 
Planning and 

Population Health 
Committee 

 Make recommendation 
f rom 1 July 

Function 136 Approving the arrangements, including publication of public 
interest reports. 

 Audit Committee   

Function 137 Oversight of the audit or examination of English NHS charity 
accounts. 

 Audit Committee   

Function 138 Oversight of the Public Sector Equality Duty.  Recommendation 
f rom People 
Committee 

 Give due regard to PSED 
f rom 1 July 

Function 139 Oversight of provision of relevant services for adults with 
autistic spectrum conditions. 

 Commissioning, 
Planning and 

Population Health 
Committee 

  

Function 140 
and 141 

Oversight of supply of information to local authorities 
regarding individuals' participation in education or training and 
individuals' need for educational support services. 

  Executive  

Function 144 
and 45 

Oversight of arrangements, including local arrangements, to 
safeguard and promote welfare of children. 

 Recommendation 
f rom Quality, Safety 

and Experience 
Committee 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 146 Oversight of the combining of safeguarding partner areas and 
delegating functions. 

 Recommendation 
f rom Quality, Safety 

and Experience 
Committee 

  

Function 147 Oversight of the combining of child death review partner 
areas and delegating functions. 

 Quality, Safety and 
Experience 
Committee 

  

Function 149 Oversight of the establishment and conduct of reviews under 
the Domestic Violence, Crime and Victims Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 150 Oversight of the arrangements for assessing risks posed by 
certain offenders. 

 Quality, Safety and 
Experience 
Committee 

  

Function 151  Power to enter into agreements for the purpose of furthering 
sustainable development of countries other than the UK or 
improving the welfare of their populations. 

    

Function 152 Oversight of arrangements related to the Freedom of 
Information Act. 

 Audit Committee   

Function 154 Oversight of duty related to authorities responsible for crime 
and disorder strategies. 

 Quality, Safety and 
Experience 
Committee 

 
 

 

Function 155 Oversight of duty to collaborate with provision of youth justice 
services. 

 Quality, Safety and 
Experience 
Committee 

  

Function 156 Oversight of duty to collaborate in the establishment of youth 
of fending teams. 

 Quality, Safety and 
Experience 
Committee 

  

Function 157 Oversight of duty to cooperate with Youth Justice Board.  Quality, Safety and   
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Experience 
Committee 

Function 158 Oversight of duty to act in accordance with guidance as set 
out in Crime and Disorder Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 159 Oversight of duty of certain bodies to help local authority as 
set out in Education Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 160 Oversight of duty of Local Health Board or NHS trust to notify 
parent as set out in Education Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 161 Oversight of co-operation between ICB and other authorities 
as set out in Children Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 162  Oversight of ICB’s co-operation in respect of Local authorities’ 
duty to investigate as set out in Children’s Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 163 Oversight of duty Children accommodated by health 
authorities and local education authorities as set out in 
Children’s Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 164 Oversight of duty in relation to persons discharged from 
hospital. 

 Quality, Safety and 
Experience 
Committee 

  

Function 165 Oversight of duty in relation to information as to hospitals as 
set out in Mental Health Act. 

 Quality, Safety and 
Experience 
Committee 

  

Function 166 Oversight of duty in relation to After-care as set out in Mental 
Health Act. 

 Quality, Safety and 
Experience 
Committee 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

Function 167 Oversight of arrangements of notification of hospitals having 
arrangements for special cases. 

 Quality, Safety and 
Experience 
Committee 

  

Function 168 Oversight of duty to co-operate with Commissioner as set out 
in Domestic Abuse Act. 

 Quality, Safety and 
Experience 
Committee 

  

 Approval of detailed financial policies. () Audit Committee 
(where considered 

appropriate)  

  

 Approval of amendments to Prime Financial Policies.  Recommended by 
Audit Committee 

  

 Approval of arrangements for managing exceptional funding 
requests. 

 Audit Committee    

 Approval of the arrangements for discharging the ICB’s 
statutory financial duties, including the approval of corporate 
budgets and subsequent variations (where variation would 
have a significant impact on the overall approved levels of 
income and expenditure or the ICB’s ability to achieve its 
agreed strategic aims). 

 Recommended by 
Finance and 
Performance 
Committee 

  

 Approve human resources policies for employees and for 
other persons working on behalf of the ICB to ensure the 
organisation meets all relevant legal duties. 

() People Committee 
(where considered 

appropriate) 

  

Function 101 
  

Approve ICB policies and arrangements to minimise clinical 
risk, maximise patient safety and to secure continuous 
improvement in quality and patient outcomes 

() Quality, Safety and 
Experience 

Committee (where 
considered 
appropriate) 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

 Approve arrangements for supporting the NHSE/I in 
discharging its responsibilities in relation to securing 
continuous improvement in the quality of general medical 
services 

 Commissioning, 
Planning and 

Population Health 
Committee 

  

 Approval of the ICB’s risk management arrangements.  Recommended by 
Audit Committee 

 Implement and work within 
ICB’s risk management 
policy from 1 July 2022. 

 Approval of a comprehensive system of internal control, 
including budgetary control, that underpins the effective, 
ef f icient and economic operation of the ICB. 

 Audit Committee   

 Approval of proposals for action on litigation against or on 
behalf  of the ICB. 

 Recommended by 
Audit Committee 

  

 Approval of the ICB’s arrangements for handling complaints.  Recommended by 
Audit Committee 

 From point of receiving 
delegation 

 Approval of the arrangements for ensuring appropriate 
safekeeping and confidentiality of records and for the storage, 
management and transfer of information and data. 

 Recommended by 
Audit Committee 

  

 Approval of the ICB’s contracts for any commissioning 
support 

 Recommended by 
Finance and 
Performance 

  

 Approval of the ICB’s procurement strategy  Recommended by 
Finance and 
Performance 

  

 Approve investment, disinvestment and resource allocation 
proposals (in line with the ICB’s vision, values and overall 
strategic direction). 

 Recommended by 
Finance and 
Performance 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

 Approve the communication and engagement related 
strategies and policies. 

 Recommended by 
Audit Committee 

 Make recommendations 
f rom 1 July 2022 

 Agree system implementation of people priorities including 
delivery of the People Plan and People Promise by aligning 
partners across the ICS to develop and support ‘one 
workforce’, including through closer collaboration across the 
health and care sector, with local government, the voluntary 
and community sector and volunteers. 

 
 

 

Recommended by 
People Committee 

 Contribute to delivery from 
1 July 

 Agree system-wide action on data and digital: working with 
partners across the NHS and with local authorities to put in 
place smart digital and data foundations to connect health 
and care services to put the citizen at the centre of their care. 

 
 

Recommended by 
Finance and 
Performance 
Committee 

 Contribute to delivery from 
1 July 

 Agree joint work on estates, procurement, supply chain and 
commercial strategies to maximise value for money across 
the system and support wider goals of development and 
sustainability. 

 Recommended by 
Finance and 
Performance 

 Contribute to delivery from 
1 July 

 Approve ICB operational and governance policies. () Audit Committee 
(where considered 

appropriate) 

  

 Approve ICB commissioning policies. () Quality, Safety and 
Experience 

Committee (where 
considered 
appropriate) 
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Function 
reference 

Decision / Responsibilities Reserved 
to the 
Board 

Delegated to 
Committee or 

Sub Committee 

Delegated to Chair or 
officer 

Care Collaborative 
delegation 

 Approve arrangements for complying with the NHS Provider 
Selection Regime. 

 Recommended by 
Finance and 
Performance 

  

 Oversight of the effectiveness of ICB governance 
arrangements. 

 Audit Committee   

 Approve establishment and variation of provider 
collaboratives and place based partnerships. 

 Recommended by 
Audit Committee 
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7. Governance Structure  
 

Clinical 
Executive 
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8. Terms of Reference Review Log for Committees 
 

Date 
Reviewed 

Date 
approved 
by Board 

Version 
Number 

Details of amendments 

Audit Committee 

    

    

    

Commissioning Committee 

    

    

    

Finance and Performance Committee 

    

    

    

People Committee 

    

    

    

Quality Committee 

    

    

    

Remuneration Committee 
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9. Terms of Reference for Committees 
Hyperlink to where saved on ICB website to be inserted by 1 July – see folder of 
accompanying documents for review process. 
 
10. Terms of Reference for Individual Funding Request 

Panel Individual Funding Request and Review Panel 
 
Hyperlink to where saved on ICB website to be inserted by 1 July. Document in 
development – to be adopted by the ICB on 1 July. 
 
11. Terms of Reference for Non-Executive Remuneration 

Panel 
Hyperlink to where saved on ICB website to be inserted by 1 July. Document in 
development – to be adopted by the ICB on 1 July. 
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12. Prime Financial Policies  
1 Introduction 

 
1.1 General 

1.1.1 These prime financial policies and supporting detailed financial policies shall 
have effect as if incorporated into the ICB’s  constitution. 

1.1.2 The prime financial policies are part of the ICB’s control environment for 
managing the organisation’s financial affairs. They contribute to good 
corporate governance, internal control and managing risks. They enable 
sound administration, lessen the risk of irregularities and support 
commissioning and delivery of effective, efficient and economical services. 
They also help the Chief Executive Officer and Chief Finance Officer to 
effectively perform their responsibilities. They should be used in conjunction 
with the scheme of reservation and delegation found at section 3 of the 
Governance Handbook. 

1.1.3 In support of these prime financial policies, the ICB has prepared more 
detailed policies, approved by the Board known as detailed financial policies. 
The ICB refers to these prime and detailed financial policies together as the 
Integrated Care Board’s financial policies. 

1.1.4 These prime financial policies identify the financial responsibilities which 
apply to everyone working for the ICB or operating on behalf of it. They do 
not provide detailed procedural advice and should be read in conjunction 
with the detailed financial policies. The Chief Finance Officer is responsible 
for recommending for approval all detailed financial policies to the Audit 
Committee. 

1.1.5 A list of the  ICB’s detailed financial policies will be published and maintained 
on the  ICB’s website. Alternatively, a paper copy can be requested by 
contacting the Chief Finance Officer at the ICB’s headquarter address. 

1.1.6 Should any difficulties arise regarding the interpretation or application of any 
of the prime financial policies then the advice of the Chief Finance Officer 
must be sought before acting. The user of these prime financial policies 
should also be familiar with and comply with the provisions of the ICB’s 
constitution, standing orders and scheme of reservation and delegation. 

1.1.7 Failure to comply with prime financial policies and standing orders can in 
certain circumstances be regarded as a disciplinary matter that could result 
in dismissal. 

1.2 Overriding Prime Financial Policies 

1.2.1 If, for any reason these prime financial policies are not complied with, full 
details of the non-compliance and any justification for non-compliance and 
the circumstances around the non-compliance shall be reported to the next 
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formal meeting of the Board’s Audit Committee for referring action or 
ratification. All of the ICB’s members and employees have a duty to disclose 
any non-compliance with these prime financial policies to the Chief Finance 
Officer as soon as possible. 

 
1.3 Responsibilities and Delegation 

1.3.1 The roles and responsibilities of  ICB’s members, employees, members of 
the Board, members of the Board’s committees and sub-committees, 
members of the ICB’s committee and sub-committee (if any) and persons 
working on behalf of the ICB are set out in the ICB’s constitution and the 
Governance Handbook. 

1.3.2 The financial decisions delegated by members of the ICB are set out in the 
ICB’s Constitution. 

1.4 Contractors and their Employees 

1.4.1 Any contractor or employee of a contractor who is empowered by the ICB to 
commit the ICB to expenditure or who is authorised to obtain income shall be 
covered by these instructions. It is the responsibility of the Chief Executive 
Officer to ensure that such persons are made aware of this. 

1.5 Amendment of Prime Financial Policies 

1.5.1 To ensure that these prime financial policies remain up-to-date and relevant, 
the Chief Finance Officer will review them at least annually. 

1.5.2 Following consultation with the Chief Executive Officer and scrutiny by the 
Board’s Audit Committee, the Chief Executive Officer will recommend 
amendments, as fitting, to the Audit Committee who will endorse any 
amendments for Board’s approval. 

1.5.3 As these prime financial policies are an integral part of the  ICB’s 
constitution, any amendment will not come into force until the ICB applies to 
NHS England and Improvement and that application is granted. 

2 Internal Control 

 
2.1 The Board is required to establish an Audit Committee with terms of reference 

agreed by the Board (see Appendix 2 of the ICB’s constitution for further information). 
 

2.2 The Chief Executive Officer has overall responsibility for the ICB’s systems of 
internal control. 

2.3 The Chief Finance Officer will ensure that: 

POLICY – The ICB will put in place a suitable control environment and effective internal 
controls that provide reasonable assurance of effective and efficient operations, 
financial stewardship, probity and compliance with laws and policies. 
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a) Financial policies are considered for review and update annually; 
b) A system is in place for proper checking and reporting of all 

breaches of f inancial policies; and 
c) A proper procedure is in place for regular checking of the adequacy 

and effectiveness of the control environment. 
 

3 Audit 

 
3.1 The Chief Finance Officer and the  ICB’s internal auditor will have direct and 

unrestricted access to Audit Committee members and the Chair of the Board and 
the Chief Executive Officer for any significant issues arising from audit work that 
management cannot resolve, and for all cases of fraud or serious irregularity. 

3.2 The Chief Finance Officer and the ICB’s external auditor will have access to the 
Audit Committee and the Chief Executive Officer to review audit issues as 
appropriate. All Audit Committee members, the Chair of the Board and the Chief 
Executive Officer will have direct and unrestricted access to the head of internal 
audit and external auditors. 

3.3 The Chief Finance Officer will ensure that: 

a) The ICB has a professional and technically competent internal audit 
function; and 

b) The Board’s Audit Committee approves any changes to the 
provision or delivery of assurance services to the ICB. 

 
3.4 Role of Internal Audit 

3.4.1 Internal Audit shall independently review, appraise and report upon: 

a) The extent of compliance with, and the financial effect of, relevant 
established policies, plans and procedures; 

b) The adequacy and application of f inancial and other related 
management controls, and risk of management and risk based 
planning; 

c) The suitability of f inancial and other related management data; 

d) The extent to which ICB‘s  assets and interests are accounted for 
and safeguarded from loss of any kind, arising from 

e) fraud and other offences, 
I. waste, extravagance, inefficient administration; 
II. poor value for money or other causes. 

f) Internal Audit shall also independently verify the Assurance 
Framework statements in accordance with guidance from the DH. 

 

3.5 External Audit 

POLICY – The ICB will keep an effective and independent internal audit function and 
fully comply with the requirements of external audit and other statutory reviews. 
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3.5.1 The external auditor is appointed and paid for by the ICB. The Audit Committee 
must ensure a cost-efficient service. If there are any problems relating to the service 
provided by the external auditor, then these should be raised with the external 
auditor and referred on to the National Audit Office if the issue cannot be resolved. 

4 Fraud and Corruption 

 

4.1 The Board’s Audit Committee will satisfy itself that the ICB has adequate 
arrangements in place for countering fraud and shall review the outcomes of counter 
fraud work. It shall also approve the counter fraud work programme. 

4.2 The Board’s Audit Committee will ensure that the ICB has arrangements in place to 
work effectively with NHS Protect. 

4.3 The Board shall nominate a suitable person to carry out the duties of the Local 
Counter Fraud Specialist as specified by the DH Fraud and Corruption Manual. 

4.4 The Board shall ensure that its members and, as far as reasonably practicable, the 
ICB as a whole conduct all business with due consideration of general duties and 
obligations arising from the Bribery Act 2010. 

4.5 The Local Counter Fraud Specialist will provide a written report, at least annually, on 
counter fraud work within the ICB. 

4.6 The Local Counter Fraud Specialist will report to the Chief Finance Officer. 

4.7 Security Management: 

• In line with his responsibilities, the Chief Executive Officer will monitor and 
ensure compliance with Directions issued by the Secretary of State for 
Health on NHS Security Management. 

• The Board shall nominate a suitable person to carry out the duties of the 
Local Security Management Specialist (LSMS) as specified by the 
Secretary of State. 

• The Board shall nominate a Non-Executive Member to oversee the Local 
Security Management service, who will report to the Board. 

 
5 Expenditure Control 

5.1 The ICB is required by statutory provisions to ensure that its expenditure does not 
exceed the aggregate of allocations from NHS England and any other sums it has 
received and is legally allowed to spend. 

5.2 The Chief Executive Officer has overall executive responsibility for ensuring that the 
ICB complies with its statutory obligations, including its financial and accounting 
obligations, and that it exercises its functions effectively, efficiently and economically 
and in a way which provides good value for money. 

POLICY – The ICB requires all staff to always act honestly and with integrity to 
safeguard the public resources they are responsible for. The ICB will not tolerate any 
fraud perpetrated against it and will actively chase any loss suffered. 
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5.3 The Chief Finance Officer will: 
a) Provide reports in the form required by NHS England and Improvement; 
b) Ensure money drawn from NHS England and Improvement is 

required for approved expenditure only and is drawn down only at the 
time of need and follows best practice; 

c) Be responsible for ensuring that an adequate system of monitoring 
financial performance is in place to enable the ICB to fulf il its statutory 
responsibility not to exceed its expenditure limits, as set by direction 
of NHS England and Improvement. 

 
6 Allocations 

6.1 The ICB’s Chief Finance Officer will: 
a) Periodically review the basis and assumptions used by NHS England 

and Improvement for distributing allocations and ensure that these 
are reasonable and realistic and secure the ICB’s entitlement to 
funds; 

b) Prior to the start of each financial year, submit to Board for approval 
a report showing the total allocations received and their proposed 
distribution including any sums to be held in reserve; and 

c) Regularly update the Board on significant changes to the initial 
allocation and the uses of such funds. 

 

7 Commissioning, Strategy, Budgets, Budgetary Control and Monitoring 

 

7.1 The Chief Executive Officer will compile and submit to the Board an ICB strategy 
which takes into account financial targets and forecast limits of available resources. 

7.2 The Board will approve consultation arrangements for the ICB’s five year plan which 
sets out how the ICB will discharge its duties as set out in 7.3.8 of the Constitution 
and the proposed steps it will take to implement the ICP Strategy and Coventry 
Health and Wellbeing Board and Warwickshire Health and Wellbeing Board’s local 
health and wellbeing strategies. 

7.3 Prior to the start of the financial year the Chief Finance Officer will, on behalf of the 
Chief Executive Officer, prepare and submit budgets for approval by Board. 

7.4 The Chief Finance Officer shall monitor financial performance against budget and 
plan, periodically review them, and report to the Board. This report should include 
explanations for variances. These variances must be based on any significant 
departures from agreed financial plans or budgets. 

POLICY – The ICB will produce and publish an annual commissioning plan that explains 
how it proposes to discharge its financial duties. The ICB will support this with 
comprehensive medium term financial plans and annual budgets. 
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7.5 The Chief Executive Officer is responsible for ensuring that information relating to 
the ICB’s accounts or to its income or expenditure, or its use of resources is 
provided to NHS England and Improvement as requested. 

 
8 Annual Accounts and Reports 

 
8.1 The Chief Finance Officer will ensure the ICB: 

a) Prepares a timetable for producing the annual report and accounts 
and agrees it with external auditors and the Audit Committee; 

b) Prepares the accounts according to the timetable approved by Audit 
Committee; 

c) Ensures delivery against the approved timetable, including obtaining 
sign off by the Board. 

d) Complies with statutory requirements and relevant directions for the 
publication of an annual report; 

e) Considers the external auditor’s management letter and fully address 
all issues within agreed timescales; and 

f) Publishes the external auditor’s management letter on the ICB’s 
website at and makes it available upon request via the Head of 
Governance and Corporate Affairs. A copy will also be available for 
inspection at the ICB’s offices. 

 

9 Information Technology 

 

9.1 The Chief Finance Officer is responsible for the accuracy and security of the ICB’s 
computerised financial data and shall: 
a) Devise and implement any necessary procedures to ensure adequate 

(reasonable) protection of the ICB’s data, programs and computer 
hardware from accidental or intentional disclosure to unauthorised 
persons, deletion or modification, theft or damage, having due regard 
for the Data Protection Act 2018; 

b) Ensure that adequate (reasonable) controls exist over data entry, 
processing, storage, transmission and output to ensure security, 
privacy, accuracy, completeness, and timeliness of the data, as well 
as the efficient and effective operation of the system; 

c) Ensure that adequate controls exist such that the computer operation 

POLICY – The ICB will produce and submit to NHS England accounts and reports in 
accordance with all statutory obligations, relevant accounting standards and accounting 
best practice in the form and content and at the time required by NHS England. 

POLICY – The ICB will ensure the accuracy and security of its computerised financial 
data. 
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is separated from development, maintenance and amendment; 
d) Ensure that an adequate management (audit) trail exists through the 

computerised system and that such computer audit reviews as the 
Chief Finance Officer may consider necessary are being carried out. 

 
9.2 In addition, the Chief Finance Officer shall ensure that new financial systems and 

amendments to current financial systems are developed in a controlled manner and 
thoroughly tested prior to implementation. Where this is undertaken by another 
organisation, assurances of adequacy must be obtained from them prior to 
implementation. 

 

10 Accounting Systems 

 

10.1 The Chief Finance Officer will ensure: 
a) The ICB has suitable financial and other software to enable it to 

comply with these policies and any consolidation requirements of 
NHS England and Improvement; 

b) Contracts for computer services for financial applications with 
another health organisation or any other agency shall clearly define 
the responsibility of all parties for the security, privacy, accuracy, 
completeness, and timeliness of data during processing, 
transmission and storage. The contract should also ensure rights of 
access for audit purposes. 

 

10.2 Where another health organisation or any other agency provides a computer service 
for financial applications, the Chief Finance Officer shall periodically seek 
assurances that adequate controls are in operation. 

 

11 Bank Accounts 
 

 

11.1 The Chief Finance Officer will: 
a) Review the banking arrangements of the ICB at regular intervals to 

ensure they are in accordance with Secretary of State directions, best 
practice and represent best value for money; 

b) Manage the ICB’s banking arrangements and advise the ICB on the 
provision of banking services and operation of accounts; 

c) Prepare detailed instructions on the operation of bank accounts. 
 

POLICY – The ICB will run an accounting system that creates management and 
financial accounts. 

POLICY – The ICB will keep enough liquidity to meet its current commitments. 
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11.2 The Board shall approve the banking arrangements. 
 

12 Income, Fees and Charges and Security of Cash, Cheques and Other 
Negotiable Instruments 

 

 

12.1 The Chief Finance Officer is responsible for: 
a) Designing, maintaining and ensuring compliance with systems for the 

proper recording, invoicing, and collection and coding of all monies 
due; 

b) Establishing and maintaining systems and procedures for the secure 
handling of cash and other negotiable instruments; 

c) Approving and regularly reviewing the level of all fees and charges 
other than those determined by NHS England or by statute. 
Independent professional advice on matters of valuation shall be 
taken as necessary 

d) Developing effective arrangements for making grants or loans. 
 
 

13 Tendering and Contracting Procedure 

 

13.1 The ICB shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists or where necessary a 
framework agreement. Where in the opinion of the Chief Finance Officer, it is 

POLICY – the ICB will: 

 operate a sound system for prompt recording, invoicing and collection of all monies 
due; 

 seek to maximise its potential to raise additional income only to the extent that it 
does not interfere with the performance of the ICB or its functions; 

 ensure its power to make grants and loans is used to discharge its functions 
effectively. 

POLICY – The ICB will: 
• Ensure proper competition that is legally compliant within all purchasing to ensure it 

incurs only budgeted, approved and necessary spending. 
• Seek value for money for all goods and services. 
• Ensure that competitive tenders are invited for: 

 the supply of goods, materials and manufactured articles; 
 the rendering of services including all forms of management consultancy services 

(other than specialised services sought from or provided by the Department of 
Health); and 

 the design, construction and maintenance of building and engineering works 
(including construction and maintenance of grounds and gardens) and for disposals. 
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desirable to seek tenders from firms not on the approved lists, the reason shall be 
recorded in writing to the ICB’s Audit Committee. 

13.2 The Board may only negotiate contracts on behalf of the CB, and the ICB may only 
enter into contracts, within the statutory framework set up by the 2006 Act, as 
amended by the 2012 Act. Such contracts shall comply with: 

a) The ICB’s standing orders; 
b) The Public Contracts Regulation 2006, any successor legislation and 

any other applicable law; and 
c) And take into account as appropriate any applicable NHS England or 

the Independent Regulator of NHS Foundation Trusts (Monitor) 
guidance that does not conflict with (b) above. 

 
13.3 In all contracts entered into, the ICB shall endeavour to obtain best value for money. 

The Chief Executive Officer shall nominate an individual who shall oversee and 
manage each contract on behalf of the ICB. 

 
14 Commissioning 

 

14.1 The ICB will coordinate its work with NHS England and Improvement, other clinical 
commissioning groups, local providers of services, local authority, including through 
Health & Wellbeing Boards, patients and their carers and the voluntary sector and 
others as appropriate to develop robust commissioning plans. 

14.2 The Chief Executive Officer will establish arrangements to ensure that regular 
reports are provided to the Finance and Performance Committee detailing actual 
and forecast expenditure and activity for each contract. 

14.3 The Chief Finance Officer will maintain a system of financial monitoring to ensure 
the effective accounting of expenditure under contracts. This should provide a 
suitable audit trail for all payments made under the contracts whilst maintaining 
patient confidentiality. 

 

15 Risk Management 

 

15.1 The Chief Executive Officer shall ensure that the ICB has a programme of 
assurance management, in accordance with current Department of Health 
assurance framework requirements, which must be approved and monitored by the 
Board. 

POLICY –Working in partnership with relevant national and local stakeholders, the ICB 
will commission certain health services to meet the reasonable requirements of the 
persons for whom it has responsibility. 

POLICY – The ICB will put arrangements in place for evaluation and management of 
its risks. 
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15.2 The programme of risk management shall include: 

• A process for identifying and quantifying risks and potential liabilities; 
• Engendering among all levels of staff a positive attitude towards the 

control of risk; 
• Management processes to ensure all significant risks and potential 

liabilities are addressed including effective systems of internal control, 
cost effective insurance cover, and decisions on the acceptable level of 
retained risk; 

• Contingency plans to offset the impact of adverse events; 
• Audit arrangements including; internal audit, clinical audit, health and 

safety review; 
• A clear indication of which risks shall be insured; 
• Arrangements to review the risk management programme. 

 

15.3 The existence, integration and evaluation of the above elements will assist in 
providing a basis to make a statement on the effectiveness of Internal Control within 
the Annual Report and Accounts as required by current Department of Health 
guidance. 

15.4 Details of the processes and responsibilities relating to the management of risk and 
assurance including processes to populate and score risks are set out in the ICB’s 
Risk Policy and Strategy which is available on the ICB’s website or upon request at 
the ICB’s headquarters. 

16  Payroll 

 

16.1 The Chief Finance Officer will ensure that the payroll service selected: 

a) Is supported by appropriate (i.e. contracted) terms and conditions; 
b) Has adequate internal controls and audit review processes; 
c) Has a suitable arrangement for the collection of payroll deductions 

and payment of these to appropriate bodies. 
 

16.2 In addition the Chief Finance Officer shall set out comprehensive procedures for the 
effective processing of payroll. 

 

17 Non-pay Expenditure 

 

POLICY – The ICB will put arrangements in place for an effective payroll service. 

POLICY – The ICB will seek to obtain the best value for money goods and services 
received. 
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17.1 The Board will approve the level of non-pay expenditure on an annual basis. 
Delegated financial limits for non-pay expenditure will be determined by the Chief 
Finance Officer and reviewed annually and approved by the Audit Committee. 

17.2 The Chief Executive Officer shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services. 

17.3 The Chief Finance Officer will: 

• Advise the Board on the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once 
approved, the thresholds should be incorporated in the scheme of 
reservation and delegation; 

• Be responsible for the prompt payment of all properly authorised accounts 
and claims; 

• Be responsible for designing and maintaining a system of verif ication, 
recording and payment of all amounts payable. 

 
17.4 Joint Finance Arrangements with Local Authorities and Voluntary Bodies. 

Payments to local authorities and voluntary organisations made under the powers of 
Sections 256 and 257 of the NHS Act 2006 shall comply with procedures laid down 
by the Chief Finance Officer which shall be in accordance with these Acts and the 
2000 Directions of the Secretary of State. 

 
18 Capital Investment, Fixed Asset Registers and Security of Assets 

 

 

18.1 The Chief Executive Officer will: 

a) Ensure that there is an adequate appraisal and approval process in 
place for determining capital expenditure priorities and the effect of each 
proposal upon plans; 

b) Be responsible for the management of all stages of capital schemes and 
for ensuring that schemes are delivered on time and to cost; 

c) Ensure that the capital investment is not undertaken without 
confirmation of purchaser(s) support and the availability of resources to 
finance all revenue consequences, including capital charges; 

d) Be responsible for the maintenance of registers of assets, taking 
account of the advice of the Chief Finance Officer concerning the form 
of any register and the method of updating, and arranging for a physical 
check of assets against the asset register to be conducted once a year. 

 
18.2 The Chief Finance Officer will prepare detailed procedures for the disposals of 

assets. 

 

POLICY – The ICB will put arrangements in place to manage capital investment, 
maintain an asset register recording fixed assets and put in place polices to secure 
the safe storage of the ICB’s fixed assets. 
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19 Retention of Records 

 

19.1 The Chief Executive Officer shall: 

a) Be responsible for maintaining all records required to be retained in 
accordance with NHS Code of Practice Records Management 2006 and 
other relevant notif ied guidance; 

b) Ensure that arrangements are in place for effective responses to Freedom 
of Information requests; 

c) Publish and maintain a Freedom of Information Publication Scheme. 
 
20 Trust Funds and Trustees 

 

20.1 The Chief Finance Officer shall ensure that each trust fund which the ICB is 
responsible for managing is managed appropriately with regard to its purpose and to 
its requirements. 

 
21 Acceptance of Gifts by Staff and Link to Standards of Business Conduct 
 
21.1 The Chief Finance Officer shall ensure that all staff are made aware of ICB policy on 

acceptance of gifts and other benefits in kind by staff (see Managing Conflicts of 
Interest Policy, Appendix x of the Governance Handbook). 

21.2 Details of all hospitality received by staff shall be entered in a register maintained by 
the Director of Corporate Affairs. 

 
 
22 Commissioning Support Service 

22.1 The Chief Finance Officer will be responsible for ensuring a comprehensive Service 
Level Agreement is in place for services provided by any selected Commissioning 
Support Service. 

22.2 The Chief Finance Officer will endeavour to ensure that the contract for such 
services represents value for money. 

22.3 The Chief Finance Officer will ensure the Board can be assured as to the accuracy 
and quality of services delivered by any selected Commissioning Support Service. 

  

POLICY – The ICB will put arrangements in place to retain all records in accordance 
with NHS Code of Practice Records Management 2006 and other relevant notified 
guidance. 

POLICY – The ICB will put arrangements in place to provide for the appointment of 
trustees if the ICB holds property on trust. 
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13. Standing Financial Instructions (Detailed)  

 
Hyperlink to where saved on ICB website to be inserted by 1 July – see folder of 
accompanying documents for review process. 
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APPENDICES 
Appendix 1: Standing Order Review Log 

 
Date 
Reviewed 

Version 
Number 

Date 
changes 
approved by 
Board (if 
applicable) 

Date 
changes 
approved by 
Members (if 
applicable) 

Date 
changes 
approved 
by NHS 
England (if 
applicable) 

Details of 
amendments (if 
applicable) 
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Appendix 2: The Nolan Principles of Public Life 
 
The ‘Nolan Principles’ set out the ways in which holders of public office should 
behave in discharging their duties. The seven principles are: 

a) Selflessness – Holders of public office should act solely in terms of the 
public interest. They should not do so in order to gain financial or other 
benefits for themselves, their family or their friends.  

b) Integrity – Holders of public office should not place themselves under any 
financial or other obligation to outside individuals or organisations that 
might seek to influence them in the performance of their official duties.  

c) Objectivity – In carrying out public business, including making public 
appointments, awarding contracts, or recommending individuals for 
rewards and benefits, holders of public office should make choices on merit.  

d) Accountability – Holders of public office are accountable for their decisions 
and actions to the public and must submit themselves to whatever scrutiny 
is appropriate to their office.  

e) Openness – Holders of public office should be as open as possible about 
all the decisions and actions they take. They should give reasons for their 
decisions and restrict information only when the wider public interest clearly 
demands.  

f) Honesty – Holders of public office have a duty to declare any private interests 
relating to their public duties and to take steps to resolve any conflicts 
arising in a way that protects the public interest.  

g) Leadership – Holders of public office should promote and support these 
principles by leadership and example. 

 
These principles apply to all aspects of public life. The ICB has set them out here for 
the benefit of all who serve the public in any way. 
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Appendix 3: Communities Strategy 
Hyperlink to where saved on ICB website to be inserted by 1 July – Strategy is 
presented to shadow ICB Board as separate agenda item. 

 

Appendix 4: Inequalities Strategy 
Hyperlink to where saved on ICB website to be inserted by 1 July – Strategy is 
presented to shadow ICB Board as separate agenda item. 
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Appendix 5: Standards of Business Conduct Policy 
 

 

 

 

 

 

 

 

 

Standards of Business Conduct 
Policy 
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1. Standards of Business Conduct 

 
1.1 Employees of the NHS Coventry and Warwickshire Integrated Care Board (‘the 

ICB’) and members of the ICB Board (‘the Board’) and its Committees, Sub-
Committees, and Joint Committees will at all times comply with the ICB’s 
Constitution and be aware of their responsibilities as outlined in it. They should: 
11 act in good faith and in the interests of the ICB; 
12 follow the Seven Principles of Public Life, set out by the Committee on 

Standards in Public Life (the Nolan Principles - Appendix 2); 
13 comply with the standards set out in the Professional Standards Authority 

guidance (Standards for Members of NHS Boards and Clinical 
Commissioning Group Governing Bodies in England) the relevant Standards 
as issued by NHS England; and 

14 comply with the CCG’s Standards Of Business Conduct, including the 
requirements set out in the policy for managing conflicts of interest. This 
policy will be available on the ICB’s website and is outlined in Appendix 5 of 
this Handbook. Alternatively, interested persons will be able to obtain a hard 
copy upon application to the ICB’s headquarters. 

 

1.2 Individuals contracted to work on behalf of the ICB or otherwise providing 
services or facilities to the ICB will be made aware of their obligation with 
regard to declaring conflicts or potential conflicts of interest. This requirement 
will be written into their contract for services. 
 

2. Conflicts of Interest 

 
2.1 As required by section 14O of the 2006 Act, (as amended by the Health and 

Social Care Act 2012 and the Health and Care Act 2022 and know hereafter as 
the ‘2006 Act’) the ICB will make arrangements to manage conflicts and potential 
conflicts of interest to ensure that decisions made by the ICB will be taken and 
seen to be taken without any possibility of the influence of external or private 
interest. 
 

2.2 Employees of the ICB and members of the Board and its Committees, Sub-
Committees, and Joint Committees will comply with the ICB policy on conflicts 
of interest.  Where an individual, including any individual directly involved with 
the business or decision-making of the ICB and not otherwise covered by one of 
the categories above, has an interest, or becomes aware of an interest which 
could lead to a conflict of interests in the event of the ICB  considering an action 
or decision in relation to that interest, that must be considered as a potential 
conflict, and is subject to the provisions of the ICB’s constitution and the 
Standards of Business Conduct Policy. 

 

2.3 For these purposes, a conflict of interest occurs when there is the possibility that 
a person’s judgement may be influenced by a secondary interest they hold. Such 
conflict may arise from:  
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a) Financial interests: This is where an individual may get direct financial benefits 
from the consequences of a commissioning decision.  

b) Non-financial professional interests: This is where an individual may obtain a 
non-financial professional benefit from the consequences of a commissioning 
decision, such as increasing their professional reputation or status or 
promoting their professional career.  

c) Non-financial personal interests: This is where an individual may benefit 
personally in ways which are not directly linked to their professional career 
and do not give rise to a direct financial benefit.  

d) Indirect interests: This is where an individual has a close association with an 
individual who has a financial interest, a non-financial professional interest or 
a non-financial personal interest in a commissioning decision  

 

2.4 If in doubt, the individual concerned should assume that a potential conflict of 
interest exists. 
 

2.5 Declaring and Registering Interests 

 

2.5.1 The ICB will maintain a Register of Interests of:  
a) Employees;  
b) Committee and Sub-Committee members of the ICB; and  
c) Members of the Board (and its Committees, Sub-Committees, and Joint 

Committees). 
 
2.5.2 The ICB will, as a minimum, publish the registers of conflicts of interest and 

gifts and hospitality of decision making staff at least annually on the ICB 
website and make them available at our headquarters upon request. 

2.5.3 All individuals covered by the ICB’s Managing Conflicts of Interest and Gifts, 
Hospitality and Sponsorship Policy must declare any interests. Declarations of 
interest must be made as soon as reasonably practicable and by law within 28 
days after the interest arises (this could include an interest an individual is 
pursuing). 

2.5.4 Where an individual is unable to provide a declaration in writing, for example, 
if a conflict becomes apparent in the course of a meeting, they will make an 
oral declaration before witnesses, and provide a written declaration as soon as 
possible thereafter.  

 

2.5.5 Interests (including gifts and hospitality) of decision making staff will remain on 
the public register for a minimum of six months. In addition, the ICB will retain 
a record of historic interests and offers/receipt of gifts and hospitality for a 
minimum of six years after the date on which it expired. The ICB’s published 
register of interests states that historic interests are retained by the ICB for the 
specified timeframe and details of whom to contact to submit a request for this 
information. 
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2.6 Managing Conflicts of Interest: general 

 
2.6.1 The ICB has appointed the Audit Chair to be the Conflicts of Interest Guardian. 

In collaboration with the ICB’s governance lead, their role is to: 

a) Act as a conduit for GP practice staff, members of the public and 
healthcare professionals who have any concerns with regards to conflicts 
of interest; 

b) Be a safe point of contact for employees or workers of the ICB to raise 
any concerns in relation to conflicts of interest; 

c) Support the rigorous application of conflict of interest principles and 
policies; 

d) Provide independent advice and judgment to staff and members of the 
Board and its Committees, Sub-Committees and Joint Committees where 
there is any doubt about how to apply conflicts of interest policies and 
principles in an individual situation 

e) Provide advice on minimising the risks of conflicts of interest. 
 

2.6.2 Arrangements for the management of conflicts of interest are set out in the 
ICB’s Management of Conflicts of Interest and Gifts, Hospitality and 
Sponsorship Policy (Appendix 5).  

 

2.6.3 Where an individual member, employee or person providing services to the ICB 
is aware of an interest which: 

a) has not been declared, either in the register or orally, they will declare this 
at the start of the meeting; 

b) has previously been declared, in relation to the scheduled or likely business 
of the meeting, the individual concerned will bring this to the attention of 
the chair of the meeting, together with details of arrangements which have 
been confirmed for the management of the conflict of interests or potential 
conflicts of interests. 

 
The Chair of the meeting will then determine how this should be managed 
and inform the member of their decision. Where no arrangements have been 
confirmed, the chair of the meeting may require the individual to withdraw 
from the meeting or part of it. The individual will then comply with these 
arrangements, which must be recorded in the minutes of the meeting. 

 
2.6.4  Where the chair of any meeting of the ICB, including Board and its Committees,  

and Joint Committees, has a personal interest, previously declared or 
otherwise, in relation to the scheduled or likely business of the meeting, they 
must make a declaration and the Deputy chair will act as chair for the relevant 
part of the meeting. Where arrangements have been confirmed for the 
management of the conflict of interests or potential conflicts of interests in 
relation to the chair, the meeting must ensure these are followed. 

 



 

62 
 

2.6.5 Where no arrangements have been confirmed, the Deputy Chair may require 
the chair to withdraw from the meeting or part of it. Where there is no Deputy 
Chair, the Members of the meeting will select one. 

 

2.6.6 Any declarations of interests, and arrangements agreed in any meeting of the 
ICB, the Board of its Committees, sub-Committees, or Joint Committees will be 
recorded in the minutes. 

 

2.6.7 Where more than fifty per cent (50%) of the Members of a meeting are required 
to withdraw from a meeting or part of it, owing to the arrangements agreed for 
the management of conflicts of interests or potential conflicts of interests, the 
Chair (or Deputy) will determine whether or not the discussion can proceed. 
 

2.6.8 In making this decision the Chair will consider whether the meeting is quorate, 
in accordance with the number and balance of membership set out in the 
standing orders and/or terms of reference for the meeting in question. Where 
the meeting is not quorate, owing to the absence of certain members, the 
discussion will be deferred until such time as a quorum can be convened. 
Where a quorum cannot be convened from the membership of the meeting, 
owing to the arrangements for managing conflicts of interest or potential 
conflicts of interests, the Chair of the meeting shall consult with the Conflicts of 
Interest Guardian or the ICB’s Director of Governance and Corporate Affairs 
on the appropriate action to be taken. 

 
This may include: 

 
Where the initial responsibility for the decision does not rest with the 
Board, consider: 
• Requiring another of the Board's Committees or sub-Committees or Joint 

Committees (as appropriate) which can be quorate to progress the item of 
business, or if this is not possible;  

• Refer the decision to the Board and exclude all Members with an interest 
in the decision from the decision making process, ie, so that the decision 
is made only by those Members who have not declared an interest. 

Where the initial decision rests with the Board, consider: 

• Co-opting individuals from the Health and Wellbeing Board or from another 
ICB onto it (taking care in ensuring that they do not also have a conflict of 
interest); 

• Inviting the Health and Wellbeing Board or another ICB to review the 
proposal – to provide additional scrutiny. 

These arrangements must be recorded in the minutes. 
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2.6.9 Activities funded in whole or in part by third parties who may have an interest 
in ICB business such as sponsored events, posts and research will be 
managed in accordance with the relevant policy to ensure transparency and 
that any potential for conflicts of interest are well-managed. 
 

2.6.10 The ICB ensures that relevant staff and all members of its Board and the 
Board’s Committees, sub-Committees and Joint Committees receive training 
on the identification and management of conflicts of interest and that relevant 
staff undertake the NHS England Mandatory training. 

 
2.7 Managing Conflicts of Interest: contractors and people who provide 
services to the ICB 

 
2.7.1 Anyone seeking information in relation to a procurement, or participating in a 

procurement, or otherwise engaging with the ICB in relation to the potential 
provision of services or facilities to the ICB, will be required to make a 
declaration of any relevant conflict or potential conflict of interest. 
 

2.7.2 Anyone contracted to provide services or facilities directly to the ICB will be 
subject to the same provisions of the ICB’s Constitution in relation to managing 
conflicts of interests. This requirement will be set out in the contract for their 
services. 

 
2.8 Transparency in Procuring Services 

 
2.8.1 The ICB recognises the importance in making decisions about the services it 

procures in a way that does not call into question the motives behind the 
procurement decision that has been made. The ICB will procure services in a 
manner that is open, transparent, non-discriminatory and fair to all potential 
providers.  

 

2.8.2 Should it be appropriate to do so, the ICB will publish a Procurement Strategy 
approved by its Board which will ensure that:  

 
a) all relevant clinicians, together with local members of the public, are 

engaged in the decision-making processes used to procure services;  
b) service redesign and procurement processes are conducted in an open, 

transparent, non-discriminatory and fair way.  
 
2.8.3 Copies of this Procurement Strategy will be available on the ICB’s website. 

Alternatively, interested persons will be able to obtain a hard copy upon 
application to the ICB’s headquarters. 
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2.8.4 The ICB will maintain a Register of Procurement Decisions taken, either for the 
procurement of a new service or any extension or material variation of a current 
contract. This will include: 

a) The details of the decision;  
b) Who was involved in making the decision (including the name of the ICB 

clinical lead, the ICB contract manager, the name of the decision making 
committee and the name of any other individuals with decision-making 
responsibility);  

c) A summary of any conflicts of interest in relation to the decision and how 
this was managed by the CCGs; and  

d) The award decision taken.  
 
2.8.5 The “Register of Procurement Decisions” will be updated whenever a 

procurement decision is taken. The Register of Procurement Decisions is 
available for public inspection on written request. The register is published on 
the ICB’s website. The register will form part of the ICB’s annual accounts and 
will be signed off by external auditors. 

 
3. The ICB as Employer 

 
3.1 The ICB recognises that its most valuable asset is its people. It will seek to 

enhance their skills and experience and is committed to their development in 
all ways relevant to the work of the ICB. 

 
3.2 The ICB will seek to set an example of best practice as an employer and is 

committed to offering all staff equality of opportunity. It will ensure that its 
employment practices are designed to promote diversity and to treat all 
individuals equally. 

 
3.3 The ICB will ensure that it employs suitably qualified and experienced staff who 

will discharge their responsibilities in accordance with the high standards 
expected of staff employed by the ICB. All staff will be made aware of the ICB’s 
Constitution, Coventry and Warwickshire Integrated Care Partnership’s 
Integrated Care strategy and the ICB’s plan to meet the health and healthcare 
needs of the population of the ICB area and the relevant internal management 
and control systems which relate to their work. 

 
3.4 The ICB will maintain and publish policies and procedures (as appropriate) on 

the recruitment and remuneration of staff to ensure it can recruit, retain and 
develop staff of an appropriate calibre. The ICB will also maintain and publish 
policies on all aspects of human resources management, including grievance 
and disciplinary matters. 

 
3.5 The ICB will ensure that its rules for recruitment and management of staff 

provide for the appointment and advancement on merit on the basis of equal 
opportunity for all applicants and staff. 
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3.6 The ICB will ensure that employees' behaviour reflects the values, aims and 
principles set out above. 

 
3.7 The ICB will ensure that it complies with all aspects of employment law. 
 
3.8 The ICB will ensure that its employees have access to such expert advice and 

training opportunities as they may require in order to carry out their 
responsibilities effectively. 

 
3.9 The ICB will adopt a Code of Conduct 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. 

 
3.10 A copy of this Code of Conduct is detailed within the ICB’s Dignity at Work 

policy and will be available on the ICB’s website. Alternatively, interested 
persons will be able to obtain a hard copy upon application to the ICB’s 
headquarters. 

 
3.11 The ICB recognises and confirms that nothing in or referred to in the ICB’s 

Constitution or Governance Handbook (including in relation to the issue of any 
press release or other public statement or disclosure) will prevent or inhibit the 
making of any protected disclosure (as defined in the Employment Rights Act 
1996, as amended by the Public Interest Disclosure Act 1998) by Board, any 
Member of any of the Board’s Committees, sub-Committees or Joint 
Committees or any employee of the ICB will it affect the rights of any worker 
(as defined in that Act) under that Act. 

 
4. Appointment and Remuneration Staff 

 
4.1 The ICB may appoint such persons to be employees of the ICB as it considers 

appropriate. The ICB must: 
a) employ its employees on such terms and conditions as the ICB considers 

appropriate; and 
b) pay its employees, remuneration and travelling or other allowances as 

determined by the Board. 
 

4.2 The ICB may, for or in respect of such of its employees as it may determine, 
make arrangements for providing pensions, allowances or gratuities. Such 
arrangements may include the establishment and administration, by the ICB or 
another party, or one of more pension schemes. 
 

4.3 The arrangements described at paragraph 4.1 above include arrangements for 
the provision of pensions, allowances or gratuities by way of compensation to 
or in respect of employees who suffer loss of office or employment or loss or 
diminution of emoluments. 
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4.4 In settling remuneration levels, pension arrangements, allowances, gratuities 
and any other payments for ICB employees, the ICB will need to have regard 
to any national directives and agreements including those set out within the 
NHS Agenda for Change. 
 

5. Remuneration of the Board 

 
5.1 The ICB will pay members of the Board such remuneration and travelling or 

other allowances, pensions and/or gratuities as it considers appropriate. 
 

5.2 The arrangements described at paragraph 5.1 above may include the 
establishment and administration, by the ICB or another party, of one or more 
pension schemes of which the members of the Board may become members. 
 

5.3 The arrangements described at paragraph 5.1 include arrangements for the 
provision of pensions, allowances or gratuities by way of compensation to or in 
respect of any members of the Board who suffer loss or diminution of 
emoluments. 

 
5.4 For the avoidance of doubt, the ICB may make arrangements for the provision 

of pensions for employees in accordance with paragraph 4.2 and such 
employees shall not also be entitled to become members of any pension 
scheme established pursuant to paragraph 5.3 by virtue of their membership 
of the Board. 

 
6. Chief Executive 

 
6.1 The ICB must have Chief Executive. 

 
6.2 The Chief Executive appointment process is subject to requirements set out by 

NHS England and the process will include a ICB panel convened by the Chair.  
The appointment is subject to formal ratification by NHS England following 
selection and nomination by the ICB.  
 

6.3 The ICB may, for or in respect of its Executive, make arrangements for 
providing remuneration and travelling or other allowances, pensions, 
allowances or gratuities, including arrangements for the provision of pensions, 
allowances or gratuities by way of compensation to or in respect of the Chief 
Executive where that Chief Executive suffers loss of office or loss or diminution 
of emoluments.
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7. Chief Finance Officer 

 
7.1 The ICB must have a Chief Finance Officer. 

 
7.2 The Chief Finance Officer is to be appointed by a panel convened by the Chief 

Executive. 
 

7.3 The ICB may, for or in respect of its Chief Finance Officer, make arrangements 
for providing remuneration and travelling or other allowances, pensions, 
allowances or gratuities, including arrangements for the provision of pensions, 
allowances or gratuities by way of compensation to or in respect of the Chief 
Finance Officer where that Chief Finance Officer suffers loss of office or loss or 
diminution of emoluments. 

 
Additional Powers in Respect of Payment of Allowances 

 
7.4 The ICB may pay such travelling or other allowances as it considers appropriate 

to Members of any Committee or sub-Committee or Joint Committee of the 
Board. 

 
8. Transparency 

 
8.1 The ICB will adhere to principles of transparency and accountability as set out 

in the Constitution. 
 

8.2 The ICB will publish annually an annual report and a present the ICB’s annual 
report at a public meeting. Additionally, these documents will be made available 
to the public by publishing on the ICB website, making copies available to 
HealthWatch and local libraries. 
 

8.3 Key communications issued by the ICB including the notices of procurements, 
public consultations, public Board meeting dates, times, venues and certain 
papers will be published on the ICB’s website. 
 

8.4 The ICB may use other means of communication, including circulating 
information by post or making information available in venues or service 
accessible to the public. 

 

8.5 Standing Orders 
 
8.5.1  The ICB’s Constitution is informed by a number of documents which approve 

further details on how the ICB will operate. These are the ICB’s: 
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a) Standing Orders which set out the arrangements for meetings and the 
appointment process to elect the ICB’s representatives and appoint to the 
ICB’s committees, linking to the Board (detailed in the ICB’s Constitution); 

b) Scheme of reservation and delegation which sets out those decisions that 
are reserved for the membership as a whole and those decisions that are 
the responsibilities of the ICB’s Board, the Board’s Committees, sub-
Committees and Joint Committees and employees (detailed in section 3 of 
the Governance Handbook); 

c) Prime financial policies which set out the arrangements for managing the 
ICB’s financial affairs (detailed in section 7 of the Governance Handbook). 

 
 
9. Confidentiality 

 
9.1 The expression “Confidential Information” as used in this policy means any 

information which any individual may have or have acquired in relation to the 
ICB or a partner organisation and is in addition to any statutory, professional or 
other duty of confidence to which the individual is subject including but not 
limited to the NHS Code of Confidentiality, the Data Protection Act 2018, the 
Access to Health Records Act 1990, the Human Rights Act 1998 and the 
Computer Misuse Act 1990. 
 

9.2 Confidential Information excludes information that was not provided when 
subject to any duty of confidence and which has become public knowledge 
other than as a direct or indirect result of a breach of this confidentiality  
provision. 
 

9.3 Each individual shall at all times use best endeavours to keep confidential any 
Confidential Information and shall not use or disclose Confidential Information 
except as required by law or regulation.    

 
No individual shall make or permit or authorise the making of any press release 
or other public statement or disclosure concerning any commissioning aspect 
of the ICB or any partner organisations without the prior written consent of the 
Board. 
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Appendix 6: Managing Conflicts of Interest Policy  
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1. Introduction 

1.1. Managing conflicts of interest appropriately is essential for protecting the 
integrity of the overall NHS commissioning system and to protect the NHS 
from any perceptions of wrongdoing. NHS Coventry and Warwickshire 
Integrated Care Board (‘the ICB’) needs to demonstrate the highest levels of 
transparency so that it can demonstrate that conflicts of interest are 
managed in a way that cannot undermine the probity and accountability of 
the organisation.  

1.2. It is not possible to avoid conflicts of interest. They are inevitable in many 
aspects of public life, including the NHS. However, by recognising where and 
how they arise and dealing with them appropriately, the ICB will be able to 
ensure proper governance, robust decision-making, and that appropriate 
decisions about the use of public money are made.  

1.3. People who work in the public sector, including healthcare professionals and 
employees have always had to manage offers of hospitality, sponsorship and 
gifts. Such gratuities can lead to conflicts or potential conflicts of interest 
which can be seen as acts of corruption by members of the public, or 
competing companies which seek to provide services to the ICB. By 
recognising where and how they arise and dealing with them appropriately, 
commissioners are able to ensure proper governance and transparency 
around managing gifts, hospitality and sponsorship. 

 
1.4. The NHS Constitution contains principles and values which underpin the way 

in which public money is spent to provide good quality of care whilst ensuring 
cost-effectiveness. The ICB has adopted these principles and values, the 
Nolan principles of good practice, along with the relevant Standards as 
issued by NHS England, which complement the Nolan principles.  

 
1.5. The intention of this policy is to outline the behaviours required to maintain 

the highest standards of probity and, through transparency, provide 
assurance to the public and other interested parties that any relationships 
entered into lead to a clear benefit for the NHS, and represent value for 
money.   

1.6. The policy also aims to protect both the organisation and the individuals 
covered by this policy (as set out in section 4) from any appearance of 
impropriety to the public and other interested parties.  

 
1.7. This policy sets out how the ICB will manage conflicts of interest arising from 

the operation of the organisation. 
 

2. Statutory and Legal Requirements 

2.1. This policy complies with: 
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• Section 14O of the National Health Service Act 2006 (as amended by 
the Health and Social Care Act 2012 and the Health and Care Act 2022 
and know hereafter as the ‘2006 Act’); 

• NHS (Procurement, Patient Choice and Competition) (No.2) Regulations 
2013; 

• Substantive guidance on the Procurement, Patient Choice and 
Competition Regulations, Monitor;  

• Managing Conflicts of Interest in the NHS, February 2017; 

• NHS England Managing Conflicts of Interest, Revised Statutory 
guidance for CCGs, June 2017; 

• Bribery Act 2010; 

• Fraud Act 2006. 
 

2.2. This policy will be updated with any changes to UK and other relevant 
legislation. 

 
3. Policy Statement 

3.1. This policy supports a culture of openness and transparency in business 
transactions and aims to: 

• Safeguard clinically led commissioning, whilst ensuring objective 
investment decisions;  

• Enable the ICB to demonstrate that it is acting fairly and transparently 
and in the best interests of its patients and local populations;  

• Uphold confidence and trust in the NHS;  

• Support individuals covered by this policy to understand when conflicts 
(whether actual or potential) may arise and how to manage them if they 
do;  

• Ensure that the ICB operates within the legal framework.  
 

3.2. All individuals covered by this policy must apply the following principles:  

• Not accepting gifts, hospitality, sponsorship or benefits of any kind from 
a third party which might be perceived as compromising their personal 
judgement or integrity;  

• Not using their official position to further their private interests or those 
of others;  

• Declaring all relevant interests;  
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• Basing all procurement decisions and negotiations of contracts on 
achieving best value for money for the tax payer;  

• Referring to their line manager or advice from the Governance Team 
when faced with a situation for which there is no adequate guidance;  

• If in any doubt, seeking advice from the Governance Team.   
 

4. Scope 

4.1 This policy applies to the following individuals: 

• All ICB employees, including:  

o All full and part time staff;  
o Any staff on sessional or short term contracts;  
o Any students and trainees (including apprentices);  
o Agency staff; and  
o Seconded staff.  
In addition, any self-employed consultants or other individuals working 
for the ICB under a contract for services.  
 

• Members of the ICB Board (the “Board”): All members of the ICB 
committees, and any Committees and Joint Committees (known 
hereafter as ‘committees’), including: 
o Non-voting participants;  
o Appointed deputies; and  
o Any members of committees/groups from other organisations.  
Where the ICB is participating in a joint committee alongside other 
ICBs, any interests which are declared by the committee members 
must be recorded on the register(s) of interest of each participating ICB. 

 
•  Declarations are required from be made by any individual directly 

involved with the business or decision-making of the ICB. 

• Individuals covered by a letter of authority/honorary contract or work 
experience whilst undertaking duties for or on behalf of the ICB.  

• All third parties and others authorised to undertake work on behalf of the 
ICB. 

4.2. It is the responsibility of all individuals covered by this policy to familiarise 
themselves with this policy and comply with its provisions. 
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4.3. This policy is to be read in conjunction with the following documents, which 
also set out guidelines and responsibilities for the ICB, NHS organisations 
generally and General Practitioners and Nurses in relation to conflicts of 
interests:  

• The ICB’s Constitution, in particular the section relating to conflicts of 
interest which describes in generic terms the types of conflict of interest, 
as well as the ICB’s Standing Orders, Scheme of Reservation and 
Delegation of Powers and Standing Financial Instructions; 

• The ICB’s Procurement Policy; 

• Guidance issued by NHS England and NHS Improvement (NHSE&I) 
including guidance on procurement; 

• Code of Conduct for NHS Managers; 

• General Medical Council: Good Medical Practice 2013; 

• Nursing and Midwifery Council: Code of Professional Conduct; 
References and details of further reading are given in section 21. 

 
4.4. Members are required to also refer to their respective professional codes of 

conduct relating to the declaration of conflicts of interest. 

4.5 The ICB will ensure that all individuals who take decisions on behalf of the 
ICB are aware of the existence of this policy. The following will be undertaken 
as appropriate to ensure such awareness: 

• Introduction to the policy during local induction for new starters with the 
organisation; 

• Bi-annual reminder of the existence and importance of the policy via 
internal communication methods; 

• Bi-annual reminder to update declaration forms sent to all relevant 
individuals. 

4.6. In respect of individuals who are employed primarily by partner organisations 
such as but not limited to Partner Members – Primary Medical Services, 
Partner Members – Trusts and Foundation Trusts and Partner Members – 
Local Authorities, the policy excludes the individual organisations’ internal 
register for gifts, hospitality and sponsorship offered to them in their partner 
organisation capacity. Each partner organisation should have its own internal 
procedure for the management of such gifts, hospitality and sponsorship 
(such as chocolates, flowers, wine etc). Any gifts, hospitality or sponsorship 
offered such individuals which are or may be perceived to be made in relation 
to their capacity as a commissioner of healthcare services or as a member 
of the  ICB are covered by this policy. 
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5. What are Conflicts of Interest? 

5.1. A conflict of interest occurs where “a set of circumstances by which a 
reasonable person would consider that an individual’s ability to apply 
judgement or act, in the context of delivering, commissioning, or assuring 
taxpayer funded health and care services is, or could be, impaired or 
influenced by another interest they hold” as per Managing conflicts of interest 
in the NHS: Guidance for staff & organisations 2017. In some circumstances, 
it could be reasonably considered that a conflict exists even when there is no 
actual conflict. In these cases it is important to still manage these perceived 
conflicts in order to maintain public trust.    

 
A conflict of interest may be Actual (there is a material conflict between one 
or more interests) or Potential (there is the possibility of a material conflict 
between one or more interests in the future). 

 
5.2 Conflicts of interest can arise in many situations, environments and forms of 

commissioning.  There is an increased risk in primary care commissioning, 
out-of-hours commissioning and involvement with integrated care.  Conflicts 
of interest can arise throughout the whole commissioning cycle from needs 
assessment, to procurement exercises, to contract monitoring.  
 

5.3. Interests can be captured in four different categories:  

5.3.1. Financial interests: This is where an individual may get direct financial 
benefits from the consequences of a commissioning decision. This could, for 
example, include being:  

• A director, including a non-executive director, or senior 
employee in a private company or public limited company or 
other organisation which is doing, or which is likely, or possibly 
seeking to do, business with health or social care organisations;  

• A shareholder (or similar ownership interests), a partner or 
owner of a private or not-for-profit company, business, 
partnership or consultancy which is doing, or which is likely, or 
possibly seeking to do, business with health or social care 
organisations; 

• A management consultant for a provider;  
• A provider of clinical private practice. 
This could also include an individual being:  

• In employment outside of the ICB;  

• In receipt of secondary income;  
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• In receipt of a grant from a provider;  

• In receipt of any payments (for example honoraria, one-off 
payments, day allowances or travel or subsistence) from a 
provider;  

• In receipt of research funding, including grants that may be 
received by the individual or any organisation in which they have 
an interest or role; and  

• Having a pension that is funded by a provider (where the value 
of this might be affected by the success or failure of the provider).  

 
5.3.2. Non-financial professional interests: This is where an individual 

may obtain a non-financial professional benefit from the 
consequences of a commissioning decision, such as increasing their 
professional reputation or status or promoting their professional 
career. This may, for example, include situations where the 
individual is:  

• An advocate for a particular group of patients;  
• A GP with special interests e.g. in dermatology, acupuncture 

etc.;  
• An active member of a particular specialist professional body 

(although routine GP membership of the Royal College of 
General Practitioners (RCGP), British Medical Association 
(BMA) or a medical defence organisation would not usually by 
itself amount to an interest which needed to be declared);  

• An advisor for the Care Quality Commission (CQC) or the 
National Institute for Health and Care Excellence (NICE);  

• Engaged in a research role;  

• The development and holding of patents and other intellectual 
property rights which allow staff to protect something that they 
create, preventing unauthorised use of products or the copying 
of protected ideas. 

Partner Members of the Board and committees of the  ICB, are 
required to declare details of their roles and responsibilities held 
within their partner organisations.  
 

5.3.3. Non-financial personal interests: This is where an individual may 
benefit personally in ways which are not directly linked to their 
professional career and do not give rise to a direct financial benefit. 
This could include, for example, where the individual is:  

• A voluntary sector champion for a provider;  
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• A volunteer for a provider;  

• A member of a voluntary sector board or has any other position 
of authority in or connection with a voluntary sector organisation;  

• Suffering from a particular condition requiring individually funded 
treatment;  

• A member of a lobby or pressure group with an interest in health.  
 
5.3.4. Indirect interests: This is where an individual has a close 

association with an individual who has a financial interest, a non-
financial professional interest or a non-financial personal interest in 
a commissioning decision (as those categories are described above) 
for example, a:  

• Spouse/partner; 

• Close family member or relative e.g. parent, grandparent, child, 
grandchild or sibling;  

• Close friend or associate;  

• Business partner.  
A declaration of interest for a “business partner” in a GP partnership 
must include all relevant collective interests of the partnership, and 
all interests of their fellow GP partners (which could be done by cross 
referring to the separate declarations made by those GP partners, 
rather than by repeating the same information verbatim). 
Whether an interest held by another person gives rise to a conflict of 
interests will depend upon the nature of the relationship between that 
person and the individual, and the role of the individual within the 
ICB.  
 

5.4. A range of conflicts of interest case studies and summary documents can 
be found https://www.england.nhs.uk/commissioning/pc-co-comms/coi/ 

5.5. The above categories and examples are not exhaustive and discretion will 
be exercised on a case by case basis, including in relation to new care model 
arrangements, having regard to the principles set out in this policy, in 
deciding whether any other role, relationship or interest which would impair 
or otherwise influence the individual’s judgement or actions in their role with 
the ICB. If so, this must be declared and appropriately managed. 

 
6. Principles 

http://www.legislation.gov.uk/ukpga/2010/15/pdfs/ukpga_20100015_en.pdf
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6.1. The ICB will adhere to principles concerning arrangements for Conflict 
of Interest Management and Standards of Business Conduct as set out 
in the Constitution. 
 

6.2 In addition this section outlines further principles for all individuals 
covered by this policy.  

 
6.3 All individuals covered by this policy are required to observe the 

principles of good governance in the way they do business. These 
include:  

• The 7 principles of public life (known as the Nolan Principles as set out 
below);  

• The Good Governance Standards for Public Services (2004), Office for 
Public Management (OPM) and Chartered Institute of Public Finance 
and Accountancy (CIPFA) 1; 

• The seven key principles of the NHS Constitution 2;  

• The Equality Act 2010 3;  
• The UK Corporate Governance Code 4;  

• The relevant Standards as issued by NHS England.  
 

6.4 All those with a position in public life are required to adhere to the Nolan principles, 
which are:  

• Selflessness – Holders of public office should act solely in terms of the public 
interest. They should not do so in order to gain financial or other benefits for 
themselves, their family or their friends;  

• Integrity – Holders of public office should not place themselves under any 
financial or other obligation to outside individuals or organisations that might 
seek to influence them in the performance of their official duties;  

• Objectivity – In carrying out public business, including making public 
appointments, awarding contracts, or recommending individuals for rewards 
and benefits, holders of public office should make choices on merit;  

 
1 The Good Governance Standards for Public Services , 2004, OPM and CIPFA  https://traverse.ltd/recent-work/reports/good-

governance-standard-public-services 
2 The seven key principles of the NHS Constitution 

http://www.nhs.uk/NHSEngland/thenhs/about/Pages/nhscoreprinciples.aspx   
3 The Equality Act 2010 http://www.legislation.gov.uk/ukpga/2010/15/contents   
4 UK Corporate Governance Code https://www.frc.org.uk/Our-Work/Codes-Standards/Corporate-governance/UK-Corporate-

Governance-Code.aspx   

https://traverse.ltd/recent-work/reports/good-governance-standard-public-services
https://traverse.ltd/recent-work/reports/good-governance-standard-public-services
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• Accountability – Holders of public office are accountable for their decisions 
and actions to the public and must submit themselves to whatever scrutiny is 
appropriate to their office;  

• Openness – Holders of public office should be as open as possible about all 
the decisions and actions they take. They should give reasons for their 
decisions and restrict information only when the wider public interest clearly 
demands;  

• Honesty – Holders of public office have a duty to declare any private interests 
relating to their public duties and to take steps to resolve any conflicts arising 
in a way that protects the public interest;  

• Leadership – Holders of public office should promote and support these 
principles by leadership and example.  

6.5. In addition, to support the management of conflicts of interest, all are expected to:  

• Do business appropriately: Conflicts of interest become much easier to 
identify, avoid and/or manage when the processes for needs assessments, 
consultation mechanisms, commissioning strategies and procurement 
procedures are right from the outset, because the rationale for all decision-
making will be clear and transparent and should withstand scrutiny;  

• Be proactive, not reactive: the ICB should seek to identify and minimise the 
risk of conflicts of interest at the earliest possible opportunity;  

• Be balanced and proportionate: Rules should be clear and robust but not 
overly prescriptive or restrictive. They should ensure that decision-making is 
transparent and fair whilst not being overly constraining, complex or 
cumbersome;  

• Be transparent: Document clearly the approach and decisions taken at every 
stage in the commissioning cycle so that a clear audit trail is evident;  

• Create an environment and culture where individuals feel supported and 
confident in declaring relevant information and raising any concerns.  

6.6. In addition to the above, all individuals covered by this policy need to bear in mind:  

• A perception of wrongdoing, impaired judgement or undue influence can be 
as detrimental as any of them actually occurring;  

• If in doubt, it is better to assume the existence of a conflict of interest and 
manage it appropriately rather than ignore it;  

• For a conflict of interest to exist, f inancial gain is not necessary.  

 
7. Declaring Conflicts of Interest 

7.1. Conflicts of interest are a common and sometimes unavoidable part of the 
delivery of healthcare. As such, it may not be possible or desirable to 
completely eliminate the risk of conflicts. Instead, it may be preferable to 
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recognise the associated risks and put measures in place to manage the 
conflicts appropriately when they do arise.  

7.2. There will be occasions where an individual declares an interest in good 
faith but, upon closer consideration, it is clear that this does not constitute a 
genuine conflict of interest.  

7.3. There will be other occasions where the conflict of interest is profound and 
acute. In such scenarios (such as where an individual has a direct financial 
interest which gives rise to a conflict, eg, employment outside the ICB or 
involvement with an organisation which benefits financially from contracts 
for the supply of goods and services to the ICB or aspires to be a new care 
model provider) it is likely that the ICB will want to consider whether, 
practically, such an interest is manageable at all. This can arise in both 
clinical and non-clinical staff/roles. If it is not, the appropriate course of 
action may be to refuse to allow the circumstances which gave rise to the 
conflict to persist. This may require an individual to step down from a 
particular role and/or move to another role within the ICB.  

7.4. The ICB will ensure that, as a matter of course, declarations of interest are 
made and regularly confirmed or updated. The ICB’s template declaration 
of interest form can be found at Appendix 1. 

7.5. All individuals covered by this policy must declare any interests. 
Declarations of interest must be made as soon as reasonably practicable 
and by law within 28 days after the interest arises (this could include an 
interest an individual is pursuing. 

7.6. Further occasions when declarations must be made are: 

• On appointment - Applicants for any appointment to the ICB or any of 
its committees will be asked to declare relevant interests.  When an 
appointment is made, a formal declaration of interests will again be 
made and recorded; 

• Six Monthly – The Register of Interests will be confirmed as accurate 
and up to date at least every six months;  

• When prompted by their organisation - Because of their role in spending 
taxpayers’ money, the ICB will ensure that, at least annually, all individuals 
covered by this policy are prompted to update their declarations of interest, or 
make a nil return where there are no interests or changes to declare; 

• At meetings - all attendees will be required to declare their interests 
as a standing agenda item for every Board, committee or working group 
meeting, before the item is discussed. Even if an interest is declared in 
the Register of Interests, it must be declared in meetings where matters 
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relating to that interest are discussed. Declarations of interest will be 
recorded in the minutes of meetings; 

• On changing role, responsibility or circumstances - Where an 
individual’s role, responsibility or circumstances change in a way that 
affects the individual’s interests (eg, where an individual takes up a new 
role outside the ICB or enters into a new business or relationship), a 
further declaration must be made to reflect the change in circumstances 
as soon as possible, and in any event within 28 days. This could involve 
a conflict of interest ceasing to exist or a new one materialising. It is the 
responsibility of the individual to make their declaration rather than 
waiting to be asked.   

7.7. Whenever interests are declared they must be promptly reported to the 
Governance Team who will ensure that the register of interests is updated 
accordingly.  

7.8. Where individuals are unsure whether a situation gives potential for a 
conflict of interest they must seek advice from their line manager, or the 
Governance Team or the Conflicts of Interest Guardian If in doubt, the 
individual concerned must assume that a potential conflict of interest exists 
and declare it. 

7.9. Any declaration of interest will be included in the Register of Interests.   

 
8. Register of Interests 

8.1. The ICB has a Register of Interests which records declared interests for all 
persons referred to in section 4 of this policy.  

8.2. The register will be confirmed as accurate and up to date at least every six 
months and reviewed at least annually by the Governing Body.  A template 
of the register of interests can be found at Appendix 2.  

 
9. Definitions and Examples of Gifts, Hospitality and Sponsorship 

Gifts 

9.1. A 'gift' is defined as any item of cash or goods, or any service, which is 
provided for personal benefit, free of charge or at less than its commercial 
value. Gifts include, for example, offers of cash or cash equivalents (eg, gift 
vouchers, lottery tickets, or trade cards) and non-cash gifts eg, pens, 
diaries, wine and spirits, hampers, electrical goods by suppliers, 
contractors, service users or their relatives. 

Hospitality 
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9.2. Hospitality means offers of meals, refreshments, travel, accommodation, 
and other expenses in relation to attendance at meetings, conferences, 
education and training events etc. Hospitality could include a company 
offering entertainment at a sports or arts event, a hospitality box or suite. 

Sponsorship  

9.3. Sponsorship can be defined as a person or organisation that provides or 
pledges money or hospitality to help fund an event. Examples include 
payment for a venue or provision of a lunch or drinks at a meeting where 
ICB’s business is conducted.  

 
10. Declaration and Register of Offers and Receipt of Gifts,  Hospitality and 

Sponsorship 

10.1. Individuals covered by this policy* must not accept gifts, hospitality or 
benefits of any kind from a third party which might be perceived by the 
public as compromising their professional judgement or integrity. All offers 
of gifts, hospitality and sponsorship will be recorded on the ICB’s Register 
of Gifts and Hospitality. A template Declaration of Gifts and Hospitality Form 
can be found at Appendix 3 and a template of the Register of Gifts and 
Hospitality can be found at Appendix 4. 

10.2. *This applies to Partner Member colleagues only when they are acting on 
behalf of the ICB under authority given to them by the ICB rather than in 
their partner organisation role. 

10.3. Individuals need to consider the risks associated with accepting offers of 
gifts, hospitality and entertainment when undertaking activities for or on 
behalf of the ICB or their partner organisation. This is especially important 
during procurement exercises, as the acceptance of gifts could give rise to 
real or perceived conflicts of interests, or accusations of unfair influence, 
collusion or canvassing. 

Gifts 

10.4. Individuals must not ask for any gifts. 

10.5. All gifts of any nature offered by suppliers or contractors linked (currently or 
prospectively) to the ICB’s business must be declined, whatever their value. 
The person to whom the gifts were offered must declare the offer using the 
Declaration of Gifts and Hospitality Form which must be countersigned by 
their manager and then passed to the Governance Team so the offer which 
has been declined can be recorded on the register.  

10.6. Gifts from suppliers or contractors doing business (or likely to do business) 
with the ICB’s must be declined, whatever their value (subject to this, low 
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cost branded promotional aids may be accepted and not declared where 
they are under the value of a common industry standard of £6). The person 
to whom the gifts were offered must also declare the offer using the 
Declaration of Gifts and Hospitality Form which must be countersigned by 
their manager and then passed to the Governance Team so the offer which 
has been declined can be recorded on the register. 

10.7. Gifts offered from other sources (e.g. patients, families, service users) must 
also be declined if accepting them might give rise to perceptions of bias or 
favouritism, and a common sense approach will be adopted as to whether 
or not this is the case. The only exceptions to the presumption to decline 
gifts relates to items of little financial value (ie, less than £10) such as 
diaries, calendars, stationery and other gifts acquired from meetings, events 
or conferences, and items such as flowers and small tokens of appreciation 
from members of the public to individuals for work well done. Gifts of this 
nature do not need to be declared to the Governance Team, nor recorded 
on the register.  

10.8. Gifts between £10 and £50 must be treated with caution and always 
declared.  
 

10.9. Gifts valued at over £50 must be treated with caution and only be accepted 
in exceptional circumstances, only on behalf of an organisation (i.e.to an 
organisation’s charitable funds) and not in a personal capacity, and only 
with prior approval of the Director of Governance and Corporate Affairs. 
These must be declared by individuals using the Declaration of Gifts and 
Hospitality Form which must be countersigned by their manager and then 
passed to the Governance Team so the offer which has been declined can 
be recorded on the register.  

 
10.10. A common sense approach will be applied to the valuing of gifts (using an 

actual amount, if known, or an estimate that a reasonable person would 
make as to its value). 
 

10.11. Multiple gifts from the same source over a 12 month period must be treated 
in the same way as single gifts over £50 where the cumulative value 
exceeds £50. 

 
10.12. Any personal gift of cash or cash equivalents (eg, vouchers, tokens, offers 

of remuneration to attend meetings whilst in a capacity working for or 
representing the ICB) must always be declined, whatever their value and 
whatever their source, and the offer which has been declined must be 
declared using the Declaration of Gifts and Hospitality Form which must be 
countersigned by their manager and then passed to the Governance Team 
so the offer which has been declined can be recorded on the register. 
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10.13. If there is any doubt as to whether the acceptance of a gift is appropriate, 
the matter should be referred to the Governance Team prior to the gift 
being accepted.  

 
10.14. It is recognised that there are exceptional cases where refusal of a gift will 

clearly offend a donor, cause embarrassment or appear discourteous. In 
these cases the donor should be advised that the permission of 
management will have to be sought as to whether or not the gift can be 
accepted. The Director of Governance and Corporate Affairs should be 
asked to decide whether to:  

 
• Allow the recipient to accept the gift; or  

• Return the gift to the donor with a suitably worded letter explaining why 
the gift cannot be accepted; or  

• Use or dispose of it, if possible, in or by the ICB.  
 
Hospitality  

 
10.15. The ICB or individual receiving the hospitality should never put themselves 

in a position where there could be any suspicion that their business 
decisions could have been influenced by accepting hospitality from others. 
However, individuals should be able to demonstrate that the acceptance or 
provision of hospitality would benefit the NHS or ICB, and be mindful that 
even hospitality of a small value may give rise to perceptions of impropriety 
and might influence behaviour.  
 

10.16. Individuals should not ask for or accept hospitality that may affect, or be 
seen to affect, their professional judgement. 

 
10.17. Hospitality must only be accepted when there is a legitimate business 

reason and it is proportionate to the nature and purpose of the event. 
 

10.18. Particular caution should be exercised when hospitality is offered by actual 
or potential suppliers or contractors, these can be accepted if modest and 
reasonable, but individuals should always obtain senior approval and 
declare these. 

 
10.19. Modest hospitality provided in normal and reasonable circumstances may 

be acceptable, although it should be on a similar scale to that which the ICB 
might offer in similar circumstances (eg, tea, coffee, light refreshments at 
meetings). A common sense approach should be adopted as to whether 
hospitality offered is modest or not. Hospitality of this nature does not need 
to be declared to the Governance Team, nor recorded on the register, 
unless it is offered by suppliers or contractors linked (currently or 
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prospectively) to the ICB’s business in which case all such offers (whether 
or not accepted) should be declared using the Declaration of Gifts and 
Hospitality Form which should be countersigned by their manager and then 
passed to the Governance Team so the offer which has been declined can 
be recorded on the register. 

 
10.20. Offers of hospitality which go beyond modest or of a type that the ICB itself  

might offer, should be politely refused. A non-exhaustive list of examples 
includes:  
 
• Hospitality of a value of above £25; and  

• In particular, offers of foreign travel and accommodation.  
 

10.21. There may be some limited and exceptional circumstances where 
accepting the types of hospitality referred to in paragraph 10.20 may be 
contemplated. Express prior approval should be sought from the Director 
of Governance and Corporate Affairs of the ICB before accepting such 
offers, and the reasons for acceptance should be recorded in the register 
of gifts and hospitality. Hospitality of this nature, whether accepted or not, 
should be declared using the Declaration of Gifts and Hospitality Form 
which should be countersigned by their manager and then passed to the 
Governance Team so the offer which has been declined can be recorded 
on the register. 
 

10.22. Particular caution is to be exercised where hospitality is offered by suppliers 
or contractors linked (currently or prospectively) to the ICB’s business. 
Offers of this nature can be accepted if they are modest and reasonable but 
advice must always be sought from the Governance Team as there may be 
particular sensitivities, for example if a contract re-tender is imminent. All 
offers of hospitality from actual or prospective suppliers or contractors 
(whether or not accepted) must be declared and recorded. 

 
10.23. Acceptance of frequent, regular or annual invitations to events or functions, 

particularly from the same source and where a considerable degree of 
hospitality is involved, may severely test the principles stated earlier and 
are to be refused. However, there may be instances where individuals 
receive invitations to events run by organisations where attendance is 
considered an integral element in building and maintaining relationships. In 
these circumstances it is important that the guidelines and procedures in 
this policy are followed. Where there is any doubt advice is to be sought 
from the Governance Team. 

 
10.24. The main point is that in accepting hospitality, individuals need to be aware 

of, and guard against, the dangers of misrepresentation or perception of 
favouritism. It is easier to justify meetings which relate directly to work, but 
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where these happen outside working hours and on purely social occasions 
then they need to be justified as not being a personal gift or benefit.  Where 
a contract is being negotiated, hospitality of any kind, including attendance 
of individuals at seasonal events hosted by suppliers or contractors, must 
not be accepted.  

 
10.25. There may be circumstances where hospitality is provided by the ICB to 

other organisations. The use of NHS funds for hospitality is to be carefully 
considered. All expenditure on these items must be capable of justification 
to both internal and external auditors as reasonable in the light of accepted 
practice in the public sector. Any hospitality provided would need to be 
recorded in the gifts, hospitality and sponsorship register. 

 
Commercial Sponsorship 

10.26. Individuals may be offered commercial sponsorship for courses, 
conferences, post/project funding, meetings and publications in connection 
with the activities which they carry out for or on behalf of the ICB. 

10.27. Individuals must only accept sponsorship to fund their attendance at     
relevant conferences, courses or work-related visits and sponsorship for 
meetings (including collaborative meetings), education and training events 
arranged directly by the ICB with the prior approval of the Chief Executive, 
who needs to ensure there can be no perception of a conflict of interest in 
relation to the motives of the organisation making the offer.  

 
11. Publication and Retention of Registers 

11.1. All individuals covered by this policy are required to declare interests and 
offers/receipt of gifts, hospitality and sponsorship, but it is recognised that 
some individuals are more likely than others to have a decision making 
influence on the use of taxpayers’ money, because of the requirements of 
their role. For the purposes of this policy these people are referred to as 
“decision makers ”. As a minimum, the ICB will publish a register of interests 
and a register of offers/receipt of gifts, hospitality and sponsorship of 
decision makers at least annually in a prominent place on our website and 
make the registers available at the headquarters upon request. 
 

11.2. The guidance given to ICB suggests that organisations should define 
decision makers according to their own context, but this should be justifiable 
and capture those groups that have a material influence on how taxpayers’ 
money is spent. 

 
11.3. The following non-exhaustive list describes who these ‘decision making’ 

individuals are likely to be: 
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• All Board and committee members; 
 

• Members of advisory groups which contribute to direct or delegated 
decision making on the commissioning or provision of taxpayer funded 
services such as working groups involved in service redesign or 
stakeholder engagement that will affect future provision of services; 
 

• Members of new care models joint provider / commissioner groups / 
committees; 
 

• Members of committees with a procurement decision-making remit; 
 

• Those at Agenda for Change band 8d and above; 
 

• Management, administrative and clinical staff who have the power to 
enter 
into contracts on behalf of the ICB; and 
 

• Management, administrative and clinical staff involved in decision 
making 
concerning the commissioning of services, purchasing of goods, 
medicines, medical devices or equipment, and formulary decisions. 

 
11.4. Interests and offers/ received gifts, hospitality and sponsorship of decision 

makers will remain on the public register for a minimum of 6 months after 
the interest(s) ceases. In addition, the ICB will retain a private record of 
historic interests and offers/receipt of gifts, hospitality and sponsorship for 
a minimum of 6 years after the date on which it expired. The ICB’’s 
published registers will state that historic records are retained by the ICB 
for the specified timeframe. 
 

11.5. Both registers will be publicly available via the ICB website, on request for 
inspection at the ICB’s headquarters and/or on request by post to the ICB’s 
headquarters, or by email to the ICB email address. 

 
11.6. In exceptional circumstances, where the public disclosure of information 

could give rise to a real risk of harm or is prohibited by law, an individual’s 
name and/or other information may be redacted from the publicly available 
register. Where an individual believes that substantial damage or distress 
may be caused, to him/herself or somebody else by the publication of 
information about them, they are entitled to request that the information is 
not published. Such requests must be made in writing. Decisions not to 
publish information will only be made by the ICB’s Conflicts of Interest 
Guardian, who will seek appropriate legal advice where required, and the 
ICB will retain a confidential un-redacted version of the register.  
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11.7. All persons who are required to make a declaration of interest(s) or a 
declaration of gifts, hospitality or sponsorship will be made aware that the 
register will be published in advance of publication. This will be done by the 
provision of a fair processing notice that details the identity of the data 
controller, the purposes for which the registers are held and published, and 
contact details for the data protection officer. This information will 
additionally be provided to individuals identified in the registers because 
they are in a relationship with the person making the declaration.  

11.8. Individuals who are not decision makers but who are still required to make 
a declaration of interest(s) or a declaration of gifts, hospitality and 
sponsorship will be made aware that the register(s) will be kept and how 
the information on the register(s) may be used or shared. This will be done 
by the provision of a separate fair processing notice that details the identity 
of the data controller, the purposes for which the register(s) are held, how 
the information on the register(s) may be used or shared and contact details 
for the data protection officer. This information must additionally be 
provided to individuals identified in the register(s) because they are in a 
relationship with the person making the declaration. This is the 
responsibility of the individual making the declaration. 

11.9. The ICB’s are also required to hold a Register of Procurement Decisions. 
Further details about the register are given in section 14 of this policy.  

 
11.10. The Registers will form part of the ICB’s Annual Report and Annual 

Governance Statement. A web link to the ICB’s registers is acceptable. 
 

12. Roles and responsibilities in the ICB  

12.1. Everyone covered by this policy has responsibility to appropriately manage 
conflicts of interest however some roles within the ICB has specific 
accountabilities and responsibilities which are outlined below. 

Chief Executive 

12.2 The Chief Executive has overall accountability for the ICB’s management 
of conflicts of interest.  Day to day executive accountability has been 
delegated to the Director of Governance and Corporate Affairs. 

 

Chief Officer for Planning and Performance 

12.3. The Chief Officer for Planning and Performance is responsible for ensuring 
that conflicts of interest are managed and recorded appropriately, and in 
accordance with this policy, throughout all procurements and contract 
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monitoring.  This includes maintenance and publication of the register of 
procurements.  

12.4. The Chief Officer for Planning and Performance is responsible for ensuring 
that conflicts of interest are managed and recorded appropriately, and in 
accordance with this policy, throughout the whole service design/re-design 
and commissioning cycle.  The Chief Officer for Planning and Performance 
is responsible for ensuring a Procurement Checklist is completed for all 
services commissioned. 

Director of Governance Corporate Affairs 

12.5. The Director of Governance Corporate Affairs has responsibility for the day-
to-day management of conflicts of interest matters and queries, including 
maintenance and publication of the register of declarations and the gifts 
and hospitality register. 

     Conflicts of Interest Guardian  

12.6. The ICB’s Audit Chair undertakes the role of Conflicts of Interest Guardian.  
The Conflicts of Interest Guardian in collaboration with the ICB’s Director of 
Governance and Corporate Affairs: 

• Acts as a conduit for GP practice staff, members of the public and 
healthcare professionals who have any concerns with regards to 
conflicts of interest;  

• Is a safe point of contact for employees or workers of the ICB to raise 
any concerns in relation to this policy;  

• Supports the rigorous application of conflict of interest principles and 
policies;  

• Provides independent advice and judgment where there is any doubt 
about how to apply conflicts of interest policies and principles in an 
individual situation;  

• Provides advice on minimising the risks of conflicts of interest.  

12.7. Whilst the Conflicts of Interest Guardian has an important role within the 
management of conflicts of interest, executive members of the ICB’s Board 
have an on-going responsibility for ensuring the robust management of 
conflicts of interest, and all individuals covered by this policy will continue to 
have individual responsibility in playing their part on an ongoing and daily 
basis. 
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12.8. The Conflicts of Interest Guardian is required to attest annually to the NHS 
England and Improvement that the ICB has:  

• Had due regard to the statutory guidance on managing conflicts of 
interest; and  

• Implemented and maintained sufficient safeguards for the 
commissioning of primary care.  

Non-Executive Members  

12.9. Lay members play a critical role in the ICB, providing scrutiny, challenge 
and an independent voice in support of robust and transparent decision-
making and management of conflicts of interest. They chair a number of 
ICB committees, including the Finance and Performance Committee, Audit 
Committee and Primary Care Committee.  

Integrated Commissioning Committee  

12.10. The ICB’s Integrated Commissioning Committee has  Non-Executive 
Members as Chair and Vice Chair. To ensure appropriate oversight and 
assurance, and to ensure the ICB Audit Chair’s position as Conflicts of 
Interest Guardian is not compromised, the Audit Chair does not hold the 
position of Chair of the Integrated Commissioning Committee.  

12.11. In instances where the Chair is unavailable to attend the Integrated 
Commissioning Committee, the Vice-Chair will review the agenda in 
advance of the meeting to ensure that there are no specific items that would 
compromise their position as Conflicts of Interest Guardian.  In instances 
where there is felt to be a compromise the Chief Executive will chair the 
meeting for that item. The minutes of the meeting will record that the Chief 
Executive has chaired the meeting because the Vice-Chair has identified a 
potential compromise to his/her role. 

13. Governance Arrangements and Decision Making 

Appointing Governing Body or committee members and senior employees  

13.1. On appointing Board, committee members and senior staff, the ICB will 
consider on a case by case basis whether conflicts of interest should 
exclude individuals from being appointed to the relevant role.   

13.2. The ICB will assess the materiality of the interest, in particular whether the 
individual (or any person with whom they have a close association as listed 
in paragraph 5.3.4) could benefit (whether financially or otherwise) from any 
decision the ICB might make. This will be particularly relevant for Board and 
committee appointments, but will also be considered for all employees and 
especially those operating at senior level.  
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13.3. The ICB will also determine the extent of the interest and the nature of the 
appointee’s proposed role within the ICB. If the interest is related to an area 
of business significant enough that the individual would be unable to 
operate effectively and make a full and proper contribution in the proposed 
role, then that individual would not be appointed to the role.  

Outside Employment  

13.4.  Individuals covered by this policy are required to inform the ICB if they are 
employed or engaged in, or wish to be employed or engage in, any 
employment or consultancy work in addition to their work with the ICB. In 
addition, employees of the ICB are required to obtain prior permission to 
undertake such activity and the ICB reserves the right to refuse permission 
where it believes a conflict will arise which cannot be effectively managed. 

 
13.5. Examples of work which might conflict with the business of the ICB, 

including part-time, temporary and fixed term contract work, include:  

• Employment with another NHS body;  

• Employment with another organisation which might be in a position to 
supply goods/services to the ICB including paid advisory positions and 

 
• paid honorariums which relate to bodies likely to do business with the 

ICB;  

• Directorship of a GP federation or non-executive roles; and  

• Self-employment, including private practice, in a capacity which might 
conflict with the work of the ICB or which might be in a position to supply 
goods/services to the ICB.  

13.6. In particular, it is unacceptable for pharmacy advisers or other advisers, 
employees or consultants to the ICB on matters of procurement to 
themselves be in receipt of payments from the pharmaceutical or devices 
sector.  

Managing Conflicts of Interests at Meetings 

13.7. The Chair of a meeting of the ICB’s Board or any of its committees or groups 
has ultimate responsibility for deciding whether there is a conflict of interest 
and for taking the appropriate course of action in order to manage the 
conflict of interest.  

13.8. In the event that the Chair of a meeting has a conflict of interest, the Vice 
Chair is responsible for deciding the appropriate course of action in order to 
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manage the conflict of interest. If the Vice Chair is also conflicted then the 
remaining non-conflicted voting members of the meeting are required to 
agree between themselves how to manage the conflict(s).  

13.9. In making such decisions, the Chair (or Vice Chair or remaining non-
conflicted members as above) may wish to consult with the Conflicts of 
Interest Guardian (see paragraph 12.6) or another member of the Board.  

13.10. The ICB’s Director of Governance and Corporate Affairs, ICB relevant 
Executive Director and, if required, the Conflicts of Interest Guardian, will 
proactively consider ahead of meetings what conflicts are likely to arise and 
how they are to be managed, including taking steps to ensure that 
supporting papers for particular agenda items of private sessions/meetings 
are not sent to conflicted individuals in advance of the meeting where 
relevant.  

13.11. To support Chairs and Vice Chairs of the Board and its committees, these 
individuals are required to undertake Module 3 of the NHSEI approved 
Managing Conflicts of Interest on-line training. The training covers how 
Chairs are expected to manage conflicts of interest and how to identify and 
manage breaches of conflicts of interest rules. 

13.12. To support Chairs in their role, they will be provided with a declaration of 
interest checklist prior to meetings, which includes details of any 
declarations of conflicts which have already been identified or made by 
members of the group. A template declaration of interest checklist can be 
found at Appendix 5. A copy of the Register of Interests will also be available 
to Chairs. 

13.13. As a standing agenda item for both public and confidential meetings, Chairs 
of ICB meetings will ask at the beginning of each meeting if anyone has any 
conflicts of interest to declare in relation to the business to be transacted at 
the meeting. Each member of the group must declare any interests which 
are relevant to the business of the meeting whether or not those interests 
have previously been declared. Any new interests which are declared at a 
meeting are to be included on the ICB’s  Register of Interests to ensure it is 
up-to-date.  

13.14. Similarly, any new offers of gifts, hospitality or sponsorship (whether 
accepted or not) which are declared at a meeting will be included on the 
ICB’s Gifts, Hospitality and Sponsorship Register to ensure it is up-to-date.  

13.15. It is the responsibility of each individual member of the meeting to declare 
any relevant interests which they may have. However, should any other 
member of the meeting be aware of facts or circumstances which may give 
rise to a conflict of interests but which have not been declared then they 
must bring this to the attention of the Chair who will decide whether there is 
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a conflict of interest and the appropriate course of action to take in order to 
manage the conflict of interest.  

13.16. When a member of the meeting (including the Chair) has a conflict of 
interest in relation to one or more items of business to be transacted at the 
meeting, the Chair (or Vice Chair or remaining non-conflicted members 
where relevant as described above) must decide how to manage the 
conflict. The appropriate course of action will depend on the particular 
circumstances, but could include one or more of the following:  

• Where the Chair has a conflict of interest, deciding that the Vice Chair 
(or another non-conflicted member of the meeting if the Vice Chair is 
also conflicted) will chair all or part of the meeting;  

• Requiring the individual who has a conflict of interest (including the 
Chair or Vice Chair if necessary) not to attend the meeting;  

• Ensuring that the individual concerned does not receive the supporting 
papers or minutes of the meeting which relate to the matter(s) which 
give rise to the conflict;  

• Requiring the individual to leave the discussion when the relevant 
matter(s) are being discussed and when any decisions are being taken 
in relation to those matter(s). In private meetings, this could include 
requiring the individual to leave the room and in public meetings to 
either leave the room or join the audience;  

• Allowing the individual to participate in some or all of the discussion 
when the relevant matter(s) are being discussed but requiring them to 
leave the meeting when any decisions are being taken in relation to 
those matter(s). This may be appropriate where, for example, the 
conflicted individual has important relevant knowledge and experience 
of the matter(s) under discussion, which it would be of benefit for the 
meeting to hear, but this will depend on the nature and extent of the 
interest which has been declared. 

Noting the interest and ensuring that all attendees are aware of the nature 
and extent of the interest, but allowing the individual to remain and 
participate in both the discussion and in any decisions. This is only likely to 
be the appropriate course of action where it is decided that the interest 
which has been declared is either immaterial or not relevant to the matter(s) 
under discussion. The conflicts of interest case studies include examples 
of material and immaterial conflicts of interest. 

 
Occasions where more multiple members of a meeting are required to 

withdraw 
 

https://www.england.nhs.uk/publication/managing-conflicts-of-interest-ccg-case-studies/
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13.17. In many cases, eg, where a limited number of individuals have an interest, 
it should be straightforward for relevant individuals to be excluded from 
decision-making.  

13.18. Where more than 50% of the members of a meeting are required to 
withdraw from a meeting or part of it, owing to the arrangements agreed for 
the management of conflicts of interests or potential conflicts of interests, 
the Chair (or Vice Chair) will determine whether or not the discussion can 
proceed.  

13.19. In making this decision the Chair will consider whether the meeting is 
quorate, in accordance with the number and balance of membership set out 
in the standing orders and/or terms of reference for the meeting in question. 
Where the meeting is not quorate, owing to the absence of certain 
members, the discussion will be deferred until such time as a quorum can 
be convened. Where a quorum cannot be convened from the membership 
of the meeting, owing to the arrangements for managing conflicts of interest 
or potential conflicts of interests, the Chair of the meeting shall consult with 
the Conflicts of Interest Guardian or the Director of  Governance and 
Corporate Affairs on the appropriate action to be taken. This may include: 

Where the initial responsibility for the decision does not rest with the 
Board,  consider: 
• Requiring another of the Board’s committees or sub-committees (as 

appropriate) which can be quorate to progress the item of business, or 
if this is not possible;  

• Refer the decision to the Board and exclude all individuals with an 
interest in the decision from the decision making process. 

Where the initial decision rests with the Board, consider: 

• Co-opting individuals from the Health and Wellbeing Board or from 
another ICB onto it (taking care in ensuring that they do not also have 
a conflict of interest); 

• Inviting the Health and Wellbeing Board or another ICB to review the 
proposal – to provide additional scrutiny. 

13.20. These arrangements must be recorded in the minutes. 

Integrated Commissioning Committee 

13.21. Decisions, including procurement decisions, relating to the commissioning 
of primary care medical services will be made by the Primary Care 
Committee. 
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13.22. The membership of this Committee is constituted so as to ensure that the 
majority is held by non-Primary Medical Services Partner Members. Both 
the Chair and Vice-Chair are Non-Executive Members. Partner Members – 
Providers of Primary Medical Services of the Committee do not have voting 
rights on the Committee. The meetings will be held in public unless the ICB 
concludes it appropriate to exclude the public where it would be prejudicial 
to the public interest to hold that part of the meeting in public. Examples of 
where it may be appropriate to exclude the public are: 

• Information about individual patients or other individuals which includes 
sensitive personal data is to be discussed;  

• Commercially confidential information is to be discussed, for example 
the detailed contents of a provider’s tender submission;  

• Information in respect of which a claim to legal professional privilege 
could be maintained in legal proceedings is to be discussed;  

• To allow the meeting to proceed without interruption and disruption.  
13.23. Although not forming part of the membership of the Integrated 

Commissioning Committee, a standing invitation to attend this Committee 
will be open to Coventry and Warwickshire’s HealthWatches, the Local 
Medical Councils (LMC) and the Warwickshire Health and Wellbeing Board. 
Where appropriate, this will include attendance for items where the public 
is excluded from a particular item or meetings for reasons of confidentiality .  

13.24. Partner Members do not have voting rights on the Integrated 
Commissioning Committee, however, to ensure sufficient clinical input, the 
arrangements for primary medical care decision making do not preclude 
their participation in strategic discussions on primary care issues, subject to 
appropriate management of conflicts of interest. They apply to decision 
making on procurement issues and the deliberations leading up to the 
decision.  

Sub-Groups of the Integrated Commissioning Committee 

13.25. Whilst sub-groups of the Integrated Commissioning Committee can be 
established eg, to develop business cases and options appraisals, ultimate 
decision-making responsibility for the primary medical services functions 
rests with the Integrated Commissioning Committee. For example, whilst a 
sub-group could develop an options appraisal, it is required to take the 
options to the Integrated Commissioning Committee for their review and 
decision-making. The ICB will carefully consider the membership of any 
sub-groups and will also consider appointing a Non-Executive Member as 
the Chair of the group.  

13.26. It is important that the ICB ensures that conflicts of interests are managed 
appropriately within sub-groups. As an additional safeguard, any sub-
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groups formed will submit their minutes to the Integrated Commissioning 
Committee, detailing any conflicts and how they have been managed. The 
Integrated Commissioning Committee must be satisfied that conflicts of 
interest have been managed appropriately in its sub-groups and will take 
action where there are concerns. 

Minute-taking  

13.27. It is imperative that the ICB ensures complete transparency in its decision-
making processes through robust record-keeping. If any conflicts of interest 
are declared or otherwise arise in a meeting, the Chair is expected to ensure 
the following information is recorded in the minutes:  

• who has the interest;  
• the nature of the interest and why it gives rise to a conflict, 

including the magnitude of any interest;  
• the items on the agenda to which the interest relates;  

• how the conflict was agreed to be managed; and  

• evidence that the conflict was managed as intended (for example 
recording the points during the meeting when particular individuals left 
or returned to the meeting).  

14. Managing conflicts of interest throughout the commissioning cycle 

14.1. Conflicts of interest need to be managed appropriately throughout the whole 
commissioning cycle. At the outset of a commissioning process, the 
relevant interests of all individuals involved are to be identified and clear 
arrangements put in place to manage any conflicts of interest. This includes 
consideration as to which stages of the process a conflicted individual 
should not participate in, and, in some circumstances, whether that 
individual should be involved in the process at all. The conflicts of interest 
case studies include examples of material and immaterial conflicts of 
interest. The ICB will identify and appropriately manage any conflicts of 
interest that may arise where individuals are involved in both the 
management of existing contracts and the procurement of related / 
replacement contracts. 

 
Designing Service Requirements 

14.2. The way in which services are designed can either increase or decrease 
the extent of perceived or actual conflicts of interest. Particular attention will 
be given to public and patient involvement in service development.  

14.3. Public involvement supports transparent and credible commissioning 
decisions. It should happen at every stage of the commissioning cycle from 
needs assessment, planning and prioritisation to service design, 

https://www.england.nhs.uk/publication/managing-conflicts-of-interest-ccg-case-studies/
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procurement and monitoring. The ICB  has legal duties under the 2006 Act 
to properly involve patients and the public in their respective commissioning 
processes and decisions. 

Provider Engagement 

14.4. It is good practice to engage relevant providers, especially clinicians, in 
confirming that the design of service specifications will meet patient needs. 
This may include providers from the acute, primary, community, and mental 
health sectors, and may include NHS, third sector and private sector 
providers. Such engagement, done transparently and fairly, is entirely legal. 
However, conflicts of interest, as well as challenges to the fairness of the 
procurement process, can arise if a commissioner engages selectively with 
only certain providers (be they incumbent or potential new providers) in 
developing a service specification for a contract for which they may later 
bid. The ICB should be particularly mindful of these issues when engaging 
with existing / potential providers in relation to the development of new care 
models. 

 
14.5. The ICB will, as far as possible, specify the outcomes that it wishes to see 

delivered through a new service, rather than the way in which these 
outcomes are to be achieved. As well as supporting innovation, this will help 
to prevent bias towards particular providers in the specification of services. 

14.6. Such engagement will follow the three main principles of procurement law, 
namely equal treatment, non-discrimination and transparency. This 
includes ensuring that the same information is given to all at the same time 
and procedures are transparent. This mitigates the risk of potential legal 
challenge. 

14.7. The following principles will also be followed when engaging with potential 
service providers: 

• Engagement will be used to help shape the requirement to meet patient 
need and the ICB will take care not to gear the requirement in favour of 
any particular provider(s). Where appropriate, the advice of an 
independent clinical advisor on the design of the service will be 
secured; 

• At all stages potential providers will be made aware of how the service 
will be commissioned, eg, through competitive procurement or through 
the ‘Any qualified provider’ route; 

• Participants will be engaged on an equal basis, eg, ensuring openness 
of access to staff and information; 

• Procedures will be transparent; 
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• Commercial confidentiality of information received from providers will 
be maintained. 

 

Procurement and awarding grants 

14.8. The ICB needs to be able to recognise and manage any conflicts or potential 
conflicts of interest that may arise in relation to the procurement of any 
services or the administration of grants. “Procurement” relates to any 
purchase of goods, services or works and the term “procurement decision” 
should be understood in a wide sense to ensure transparency of decision 
making on spending public funds. The decision to use a single tender action, 
for instance, is a procurement decision and if it results in the ICB entering 
into a new contract, extending an existing contract, or materially altering the 
terms of an existing contract, then it is a decision that must be recorded.  

14.9. NHSE&I and ICB must comply with two different regimes of procurement 
law and regulation when commissioning healthcare services: the NHS 
procurement regime, and the European procurement regime:  

• The NHS procurement regime – the NHS (Procurement, Patient 
Choice and Competition (No.2)) Regulations 2013: made under S75 of 
the 2012 Act; apply only to NHS England and ICB s; enforced by NHS 
Improvement; and  

• The European procurement regime – Public Contracts Regulations 
2015 (PCR 2015): incorporate the European Public Contracts Directive 
into national law; apply to all public contracts over the threshold value 
(€750,000, currently £589,148); enforced through the Courts. The 
general principles arising under the Treaty on the Functioning of the 
European Union of equal treatment, transparency, mutual recognition, 
non-discrimination and proportionality may apply even to public 
contracts for healthcare services falling below the threshold value if 
there is likely to be interest from providers in other member states.  

14.10. Whilst the two regimes overlap in terms of some of their requirements, they 
are not the same – so compliance with one regime does not automatically 
mean compliance with the other.  

14.11. The National Health Service (Procurement, Patient Choice and 
Competition) (No.2) Regulations 20135 state:  

 
5 The National Health Service (Procurement, Patient Choice and Competition) (No. 2) Regulations 2013 

http://www.legislation.gov.uk/uksi/2013/500/contents/made 
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A relevant body must not award a contract for the provision of NHS health 
care services where conflicts, or potential conflicts, between the interests 
involved in commissioning such services and the interests involved in 
providing them affect, or appear to affect, the integrity of the award of that 
contract; and  

In relation to each contract that it has entered into for the provision of health 
care services for the purposes of the NHS, a relevant body  must keep a 
record of how it managed any such conflict in relation to NHS 
commissioning contracts it has entered into.   

14.12. Paragraph 24 of PCR 2015 states: “Contracting authorities shall take 
appropriate measures to effectively prevent, identify and remedy conflicts 
of interest arising in the conduct of procurement procedures so as to avoid 
any distortion of competition and to ensure equal treatment of all economic 
operators”. Conflicts of interest are described as “any situation where 
relevant staff members have, directly or indirectly, a financial, economic or 
other personal interest which might be perceived to compromise their 
impartiality and independence in the context of the procurement procedure”.  

14.13. The Procurement, Patient Choice and Competition Regulations (PPCCR) 
place requirements on commissioners to ensure that they adhere to good 
practice in relation to procurement, run a fair, transparent process that does 
not discriminate against any provider, do not engage in anti-competitive 
behaviour that is against the interest of patients, and protect the right of 
patients to make choices about their healthcare. Furthermore the PPCCR 
places requirements on commissioners to secure high quality, efficient NHS 
healthcare services that meet the needs of the people who use those 
services. The PCR 2015 are focussed on ensuring a fair and open selection 
process for providers.  

14.14. A procurement checklist template, provided in Appendix 6, sets out factors 
that the ICB will address when drawing up its plans to commission general 
practice services.  

14.15. The ICB will make the evidence of its management of conflicts publicly 
available, and the relevant information from the procurement template will 
be used to complete the Register of Procurement Decisions. Complete 
transparency around procurement will provide:  

• Evidence that the ICB is seeking and encouraging scrutiny of its 
decision-making process;  

• A record of the public involvement throughout the commissioning of the 
service;  
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• A record of how the proposed service meets local needs and priorities 
for partners such as the Health and Wellbeing Boards, local 
Healthwatch and local communities;  

• Evidence to the audit committee and internal and external auditors that 
a robust process has been followed in deciding to commission the 
service, in selecting the appropriate procurement route, and in 
addressing potential conflicts.  

Support from Commissioning Support Units 

14.16. External services such as commissioning support units (CSUs) can play an 
important role in helping the ICB to decide the most appropriate 
procurement route, undertake procurements and manage contracts in ways 
that manage conflicts of interest and preserve the integrity of decision-
making. When using a CSU, the Director of Governance and Corporate 
Affairs will need to be assured that the CSU’s business processes are 
robust and enable the ICB to meet its duties in relation to procurement 
(including those relating to the management of conflicts of interest). This 
requires the CSU to declare any conflicts of interest it may have in relation 
to the work commissioned by the ICB.  

14.17. The ICB acknowledges that it cannot lawfully delegate commissioning 
decisions to an external provider of commissioning support. Although the 
ICB may require a CSU to play a key role in helping to develop 
specifications, preparing tender documentation, inviting expressions of 
interest and inviting tenders, the ICB itself will:  

• Determine and sign off the specification and evaluation criteria;  

• Decide and sign off decisions on which providers to invite to tender; 
and  

• Make final decisions on the selection of the provider. 
  

Register of Procurement Decisions  

14.18. The ICB’s Chief Officer for Planning and Performance will maintain a 
Register of Procurement Decisions taken, either for the procurement of a 
new service or any extension or material variation of a current contract. This 
will include: 

• The details of the decision;  

• Who was involved in making the decision (including the name of the 
ICB clinical lead, the ICB contract manager, the name of the decision 
making committee and the name of any other individuals with decision-
making responsibility);  
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• A summary of any conflicts of interest in relation to the decision and 
how this was managed by the ICB; and  

• The award decision taken.  
14.19. The Register of Procurement Decisions will be updated whenever a 

procurement decision is taken. A template of the Register of Procurement 
Decisions can be found at Appendix 7. 

14.20. Procurement decisions will remain on the Register of Procurement 
Decisions indefinitely. 

14.21. The Register of Procurement  Decisions will be publicly available via the 
following methods: published on the ICB website, on request for inspection 
at the ICB’s headquarters and/or on request by post to the ICB 
headquarters, or by email to the ICB email address. 

Declarations of interests for bidders / contractors  

14.22. As part of a procurement process, the ICB will ask bidders to declare any 
conflicts of interest. This allows the ICB to ensure that it complies with the 
principles of equal treatment and transparency. When a bidder declares a 
conflict, the ICB will decide how best to deal with it to ensure that no bidder 
is treated differently to any other. A declaration of interests for bidders / 
contractors template can be found at Appendix 8. 

14.23. It will not usually be appropriate to declare such a conflict on the register of 
procurement decisions, as it may compromise the anonymity of bidders 
during the procurement process. However, the ICB’s Contracting and 
Procurement Team will retain an internal audit trail of how the conflict or 
perceived conflict was dealt with to allow them to provide information at a 
later date if required. Commissioners are required under regulation 84 of 
the Public Contract Regulations 2015 to make and retain records of contract 
award decisions and key decisions that are made during the procurement 
process (there is no obligation to publish them). Such records must include 
“communications with economic operators and internal deliberations” which 
must include decisions made in relation to actual or perceived conflicts of 
interest declared by bidders. These records must be retained for a period of 
at least three years from the date of award of the contract.  

Contract Monitoring  

14.24. The management of conflicts of interest applies to all aspects of the 
commissioning cycle, including contract management.  

14.25. Any contract monitoring meeting needs to consider conflicts of interest as 
part of the process i.e., the Chair of a contract management meeting will 
invite declarations of interests; record any declared interests in the minutes 
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of the meeting; and manage any conflicts appropriately and in line with this 
policy. This equally applies where a contract is held jointly with another 
organisation such as the Local Authority or with other ICB s under lead 
commissioner arrangements.  

14.26. The individuals involved in the monitoring of a contract must not have any 
direct or indirect financial, professional or personal interest in the incumbent 
provider or in any other provider that could prevent them, or be perceived 
to prevent them, from carrying out their role in an impartial, fair and 
transparent manner.  

14.27. The ICB will be mindful of any potential conflicts of interest when 
disseminating any contract or performance information/reports on 
providers, and manage the risks appropriately. 

15. Raising Concerns and Breaches 

Raising Informal Concerns 

15.1. The ICB is committed to the principle of public accountability. It is the duty 
of every individual covered by this policy to speak up about genuine 
concerns in relation to the administration of the ICB’s policy on conflicts of 
interest management, and to report these concerns. These individuals must 
not ignore their suspicions or investigate themselves, but rather speak to 
Conflicts of Interest Guardian or the Director of Governance and Corporate 
Affairs. 

15.2. Individuals wishing to discuss any concerns on a strictly confidential basis 
are asked initially make contact with the Governance Team by email 
address to be added once created for ICB  and arrangements will be made 
to speak to either the Conflicts of Interest Guardian, or the Director of  
Governance and Corporate Affairs as required by the situation. 

Formal procedure for raising a concern or breach 

15.3. It is anticipated that concerns arising as a result of conflicts of interest will 
normally be resolved informally, without recourse to a formal process. If, 
however, the concern cannot be resolved informally or there is a clearly 
perceived breach, the process to be followed is set out below.  

15.4. Any non-compliance with this policy must be reported in accordance with 
the terms and procedure outlined in this policy, and the ICB’s 
Whistleblowing Policy (where the breach is being reported by an employee 
or worker of the ICB) or with the Whistleblowing Policy of the relevant 
employer organisation (where the breach is being reported by an employee 
or worker of another organisation). 
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15.5. Any matter raised under this procedure will be investigated thoroughly, 
promptly and confidentially and the outcome of the investigation reported 
back to the individual who raised the issue. 

15.6. A confidential record of concerns or breaches raised, how they have been 
investigated and the outcomes will be held by the Director of Governance 
and Corporate Affairs.  

15.7. Anonymised details of breaches will be published on the ICB’s website for 
the purpose of learning and development.  

15.8. The NHSE&I Regional Team will be advised of all breaches. 

 
Procedure 

15.9. The ICB’s formal procedure for raising a concern or breach in relation to 
conflicts of interests is made up of the following stages: 

Stage 1: Raising the concern or breach - Details must be submitted to 
the Chief Executive of the ICB in writing. Receipt will be acknowledged 
within three working days. 

 
Stage 2: Triage – Following receipt, the ICB may contact the individual to 
request clarification or further information. If the concern is not deemed by 
the Chief Executive to warrant proceeding further, the individual will be 
notified that no investigation will proceed and rationale for this decision 
explained.  
 
If the concern should be fast tracked to another organisation for legal, 
governance or safety reasons, the complainant will be informed of the 
course of action. 
 
Where a concern is in scope and not subject to fast tracking, it will proceed 
to the next stage. 
 
In most cases, the triage process will be carried out within five working days. 
 
Stage 3: Chief Officer Review – Following triage, the ICB’s Chief Officer, 
supported as required by the Director of Governance and Corporate Affairs, 
will review the details of the concern and any supporting evidence to 
determine whether a swift resolution can be achieved without the need to 
involve the Board. The Chief Executive may call a meeting of the parties 
concerned to discuss the matter without prejudice. If the Chief Executive is 
unavailable or if the concern involves the Chief Executive, the Chief 
Executive will review the concern and act in accordance with this procedure 
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as appropriate. The Conflicts of Interest Guardian will be made aware, and 
will make him/herself available for advice. 
 
Stage 4: The Board – If the concern cannot be resolved by the Chief 
Executive, an appropriate committee of the Board, chaired by the ICB’s 
Chair and involving the Conflicts of Interest Guardian will then formally 
review the details of the concern (with external advice as required) and may 
refer on to the Audit Committee to advise on the appropriateness of the 
procedure followed. 
 
Stage 5: The Decision – Following review of the concern, the ICB will notify 
the individual of the decision, explaining the rationale and, if necessary, any 
required course of action.   
 
Stage 6: Audit Committee - Details of all concerns and breaches 
investigated will be reported to the next available meeting of the Audit 
Committee. 
 
Stage 7: Notification to NHSE&I: Where a breach has occurred, the ICB 
will notify the NHSE&I regional team. 
 
Stage 8: Publication of Breaches: Where a breach has occurred, 
anonymised details of breaches will be published on the ICB’s website for 
the purpose of learning and development.  
 
It is expected that the procedure as a whole should not take longer than 
three months.  

 

Concerns by providers, patients and other third parties 

15.10. Providers, patients and other third parties can make a complaint to 
NHSE&I6 in relation to a commissioner’s conduct under the Procurement 
Patient Choice and Competition Regulations. The regulations are designed 
as an accessible and effective alternative to challenging decisions in the 
courts. 

Fraud or Bribery  

15.11. Any suspicions or concerns of acts of fraud or bribery can be reported to 
the NHS Counter Fraud Authority either online 
athttps://cfa.nhs.uk/reportfraudor by phone on 0800 0284060. This provides 
an easily accessible and confidential route for the reporting of genuine 

 
6 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/Subst
antiveGuidanceDec2013_0.pdf 
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suspicions of fraud within or affecting the NHS. All calls are dealt with by 
experienced trained staff and any caller who wishes to remain anonymous 
may do so. 

16. Implications of non-compliance 

16.1. Failure to comply with the ICB’s policies on conflicts of interest management 
can have serious implications for the ICB and any individuals concerned.  

Civil implications  

16.2. If conflicts of interest are not effectively managed, the ICB could face civil 
challenges to decisions is makes. For instance, if breaches occur during a 
service re-design or procurement exercise, the ICB risks a legal challenge 
from providers that could potentially overturn the award of a contract, lead 
to damages claims against the ICB, and necessitate a repeat of the 
procurement process. This could delay the development of better services 
and care for patients, waste public money and damage the ICB’s reputation. 
In extreme cases, individuals could face personal civil liability, for example 
a claim for misfeasance in public office.  

Criminal implications  

16.3. Failure to manage conflicts of interest could lead to criminal proceedings 
including for offences such as fraud, bribery and corruption. This could have 
implications for the ICB and linked organisations, and the individuals who 
are engaged by them.  

16.4. The Fraud Act 2006 created a criminal offence of fraud and defines three 
ways of committing it:  

• Fraud by false representation;  

• Fraud by failing to disclose information; and,  

• Fraud by abuse of position.  
16.5. An essential ingredient of the offences is that, the offender’s conduct must 

be dishonest and their intention must be to make a gain, or cause a loss (or 
the risk of a loss) to another. Fraud carries a maximum sentence of 10 years 
imprisonment and /or a fine if convicted in the Crown Court or 6 months 
imprisonment and/or a fine in the Magistrates’ Court. The offences can be 
committed by a body corporate.  

16.6. Bribery is generally defined as giving or offering someone a financial or 
other advantage to encourage that person to perform their functions or 
activities. The Bribery Act 2010 reformed the criminal law of bribery, making 
it easier to tackle this offence proactively in both the public and private 
sectors. It introduced a corporate offence which means that commercial 
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organisations, including NHS bodies, will be exposed to criminal liability , 
punishable by an unlimited fine, for failing to prevent bribery. The offences 
of bribing another person, being bribed and bribery of foreign public officials 
can also be committed by a body corporate. The Act repealed the UK’s 
previous anti-corruption legislation (the Public Bodies Corrupt Practices Act 
1889, the Prevention of Corruption Acts of 1906 and 1916 and the common 
law offence of bribery) and provides an updated and extended framework 
of offences to cover bribery both in the UK and abroad. The offences of 
bribing another person, being bribed or bribery of foreign public officials in 
relation to an individual carries a maximum sentence of 10 years 
imprisonment and/or a fine if convicted in the Crown Court and 6 months 
imprisonment and/or a fine in the Magistrates’ Court. In relation to a body 
corporate the penalty for these offences is a fine.  

Disciplinary implications 

16.7. Individuals who fail to disclose any relevant interests or who otherwise 
breach the ICB’s rules and policies relating to the management of conflicts 
of interest are subject to investigation and, where appropriate, to disciplinary 
action. The outcomes of such action may, if appropriate, result in the 
termination of their employment or position with the ICB.  

Professional regulatory implications  

16.8. Statutorily regulated healthcare professionals who work for, or are engaged 
by the ICB are under professional duties imposed by their relevant regulator 
to act appropriately with regard to conflicts of interest. The ICB will report 
statutorily regulated healthcare professionals to their regulator if it believes 
that they have acted improperly, so that these concerns can be investigated. 
The consequences for inappropriate action could include fitness to practise 
proceedings being brought against them, and they could, if appropriate, be 
struck off by their professional regulator as a result.  

 

17. Conflicts of interest training  

17.1. The ICB will ensure that all staff, Board members and committees of the 
ICB on the management of conflicts of interest complete the first module of 
NHSEI’s mandatory Conflicts of Interest on-line training on an annual basis. 
This is to ensure individuals understand what conflicts are and how to 
manage them effectively. Completion rates are recorded as part of the ICB’s 
annual conflicts of interest audit. 

17.2. All staff (excluding administrators), members of the Board and committees 
of the ICBs are required to complete the second module of NHSEI’s 
mandatory Conflicts of Interest on-line training on an annual basis. This is 
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to ensure that individuals understand how to manage conflicts of interest 
throughout the whole commissioning cycle and in recruitment processes. 

17.3. Chairs and Vice Chairs of the Board, Executive Directors, Heads of 
Departments and officers and managers of the Governance Team are 
required to complete the third module of NHSEI’s mandatory Conflicts of 
Interest on-line training on an annual basis. This is to ensure that these 
individuals understand how Chairs must manage conflicts of interest and 
how to identify and manage breaches of conflicts of interest rules. 

 

18. Breaches of the Policy 

18.1. Failure to comply with this policy will be addressed under the disciplinary 
processes in respect of employees of the ICB, or otherwise as set out in the 
ICB’s Constitution. Criminal acts will be reported to the ICB’s Local Counter 
Fraud Specialist for consideration of appropriate action and reported to the 
Police. 

19. Monitoring Compliance and Effectiveness of the Policy 

19.1. The policy will be reviewed every two years, or sooner should there be new 
guidance from NHSE&I, changes to statute, revised professional or clinical 
standards or local/national directives that affect, or could potentially affect, 
this policy. 

19.2. Individuals covered by this policy will be advised whenever a new version 
of this is approved and will be able to access it via the ICB’s website. Where 
required, training will be given. 

Internal Audit 

19.3. The ICB is required to undertake an audit of conflicts of interest 
management as part of their internal audit on an annual basis. The audit 
will be completed in accordance with the guidance published on NHSEI’s 
website and use the  template provided.  

19.4. The results of the audit will be reflected in the ICB’s annual governance 
statement and will be discussed in the end of year governance meeting with 
NHSEI regional teams.  

CCGS Improvement and Assessment Framework 

19.5. All ICB s will be required on an annual basis to confirm via self-certification:  

• That the ICB has a clear policy for the management of conflicts of 
interest in line with the statutory guidance and a robust process for the 
management of breaches;  
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• That the ICB has a minimum of two Non-Executive members;  

• That the ICB’s Audit Chair has taken on the role of the Conflicts of 
Interest Guardian;  

• The level of compliance with NHSEI mandated conflicts of interest on-
line training, as of 31 January annually.  

19.6. In addition, the ICB will be required to report on a quarterly basis via self-
certification whether the ICB:  

• Has processes in place to ensure individuals declare any interests 
which may give rise to a conflict or potential conflict as soon as they 
become aware of it, and in any event within 28 days, ensuring accurate 
up to date registers are complete for:  
o conflicts of interest; 
o procurement decisions; and  
o gifts and hospitality.  

• Has made these registers available on its website and, upon request, 
at the ICB’s headquarters.  

• Is aware of any breaches of its policies and procedures in relation to 
the management of conflicts of interest and how many:  

• Confirmation that anonymised details of the breach have been 
published on the ICB’s website;  

• Confirmation that they been communicated to NHSE&I.  
 

20. Equality and Diversity Statement 

20.1. The ICB is committed to ensuring that it treats all its members fairly, 
equitably and reasonably and that it does not discriminate against 
individuals or groups on the basis of age, disability, gender, gender 
reassignment, marriage and civil partnership, pregnancy and maternity, 
race, religion or belief, and sexual orientation. In addition, consideration 
should be shown to an individual’s background, trade union membership, 
or any other personal characteristic. 

20.2. In reviewing this policy, the ICB considered, as a minimum, the following 
questions: 

• Are the aims of this policy clear? 

• Are responsibilities clearly identified? 

• Has the policy been reviewed to ascertain any potential discrimination?  

• Are there any specific groups impacted upon? 
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• Is this impact positive or negative? 

• Could any impact constitute unlawful discrimination? 

• Are communication proposals adequate? 
• Does training need to be given? If so, is this planned? 

 
20.3. Adverse impact has been considered for age, disability, gender 

reassignment, marriage and civil partnership, pregnancy and maternity, 
race, religion or belief, sex, and sexual orientation. In addition, consideration 
has also been given to an individual’s background, trade union membership, 
or any other personal characteristic No adverse impacts have been 
identified.  

20.4. If you have any concerns or issues with the contents of this policy or have 
difficulty understanding how this policy relates to you or your role, please 
discuss them with the Conflicts of Interests Guardian, Chief Nursing Officer 
or the Corporate Governance Manager. 

 

 
21. References and Further Reading 

21.1. This policy should be read in conjunction with the following: 

• Counter Fraud, Bribery and Corruption Policy; 
• Managing Conflicts of Interest: Revised Statutory Guidance for CCGSs 

2017.Best Practice Update on Conflicts of Interest Management: Call 
to Action for CCGSs February 2019; 

• Better Collaboration Guidance.  
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Appendix 1 - Declarations of Interests Template  
 

Name:  

Position within, or relationship with, the ICB:  

 
Detail of interests held (complete all that are applicable). If there are no interests please 
indicate a ‘nil’ response: 
Type of 
Interest* 
*See reverse 
of form for 
details 

Description of Interest (including, 
for Indirect Interests, details of 
the 
relationship with the person who 
has the interest) 

Date interest 
relates from and to: 
 

Actions to be taken to 
mitigate risk 
(to be agreed with line 
manager or a senior ICB 
manager) 

  From To  

     

     

     

     

     

 
The information submitted will be held by the ICB for personnel or other reasons specified on this form 
and to comply with the organisation’s policies. This information may be held in both manual and 
electronic form in accordance with the Data Protection Act 2018. Information may be disclosed to third 
parties in accordance with the Freedom of Information Act 2000 and in the case of  “decision making 
staf f” (as defined in the statutory guidance on managing conflicts of interest for ICB’s) may be published 
in registers that the ICB holds. 
I confirm that the information provided above is complete and correct. I acknowledge that any changes 
in these declarations must be notified to the ICB as soon as practicable and no later than 28 days after 
the interest arises. I am aware that if  I do not make full, accurate and timely declarations then civil, 
criminal, or internal disciplinary action may result. 

Individuals should be aware that the information provided in this form will be added to the ICB’s registers 
which are held in hardcopy for inspection by the public and published on the ICB’s website.  Individuals 
must make any third party whose personal data they are providing in this form aware that the personal 
data will be held in hardcopy for inspection by the public and published on the ICB’s website and must 
inform the third party that the ICB’s privacy policy is available on the ICB’s website. I do / do not 
[delete as applicable] give my consent for this information to published on registers that the ICB holds. 
If  consent is NOT given please give reasons in the box below: 

 
 

 
Print Name:    Signature:      Date:  
 
Line Manager:    Line Manager Signature:   Date:  
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Please return to Email address to be added once created for ICB 
 
 
Types of conflicts of interest 

Type of Interest  Description 
Financial Interests 

 

This is where an individual may get direct financial benefits from the 
consequences of a commissioning decision. This could include, for example, being: 
• A director, including a non-executive director, or senior employee in a private 

company or public limited company or other organisation which is doing, or 
which is likely, or possibly seeking to do, business with health or social care 
organisations; This includes involvement with a potential provider of a new care 
model; 

• A shareholder (of more than 5% of the issued shares), partner or owner of a 
private or not for profit company, business or consultancy which is doing, or 
which is likely, or possibly seeking to do, business with health or social care 
organisations; 

• A management consultant for a provider; or 
• A provider of clinical private practice. 
This could also include an individual being: 
• In employment outside of the ICB; 
• In receipt of secondary income; 
• In receipt of a grant from a provider; 
• In receipt of any payments (for example honoraria, one off payment, day 

allowances or travel or subsistence) from a provider; 
• In receipt of research funding, including grants that may be received by the 

individual or any organisation in which they have an interest or role; and 
• Having a pension that is funded by a provider (where the value of this might be 

affected by the success or failure of the provider). 
Non-Financial 
Professional 
Interests 

 

This is where an individual may obtain a non-financial professional benefit 
from the consequences of a commissioning decision, such as increasing their 
professional reputation or status or promoting their professional career. This 
may , for example, include situations where the individual is: 
• An advocate for a particular group of patients; 
• A GP with special interests e.g., in dermatology, acupuncture etc. 
• An active member of a particular specialist professional body (although routine 

GP membership of the RCGP, BMA or a medical defence organisation would 
not usually by itself amount to an interest which needed to be declared); 

• An advisor for CQC or NICE; 
• Engaged in a research role; 
• The development and holding of patients and other intellectual property rights 

which allow staff to protect something that they create, preventing unauthorised 
use of products or copying of protected ideas; or 

• Partner members of the Board and committees of the ICB, must declare details 
of their roles and responsibilities held within their partner organisations.  

Non-Financial 
Personal Interests 

 

This is where an individual may benefit personally in ways which are not directly 
linked to their professional career and do not give rise to a direct financial benefit. 
This could include, for example, where the individual is: 
• A voluntary sector champion for a provider; 
• A volunteer for a provider; 
• A member of a voluntary sector board or has any other position of authority in or 

connection with a voluntary sector organisation; 
• A member of a political party; 
• Suffering from a particular condition requiring individually funded treatment; or 
• A member of a lobby or pressure group with an interest in health and care. 

Indirect Interests This is where an individual has a close association with an individual who has 
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 a financial interest, a non-financial professional interest or a non-financial 
personal interest in a commissioning decision (as those categories are described 
above). This should include, for example,: 
• Spouse / partner; 
• Close family member or relative e.g., parent, grandparent, child, grandchild or 

sibling; 
• Close friend or associate; or 
• Business partner. 

  



 

 

114 

 

 

Appendix 2 – Register of Interests Template 

Name 

Current 
position 
(s) held- 

i.e. Board 
Member 
e.g. Non-

Executive 
Member 

Employee 
or other  

Declared 
Interest 

(Name of the 
organisation 
and nature of 

business) 

Type of Interest 
  

Nature 
of 

Interest 

Date of 
Interest Action taken to 

mitigate risk 

Is the 
interest 
direct or 
indirect? 

From To 
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Appendix 3 – Declaration of Gifts and Hospitality Form Template 
Recipient 
Name 

Position Date 
of 
Offer  

Date of 
Receipt (if 
applicable) 

Details of 
Gift / 
Hospitality 

Estimated 
Value 

Supplier 
/ Offeror 
Name 

and 
Nature 
of 
Business 

Details of 
Previous 
Offers or 

Acceptance 
by this 
Offeror/ 
Supplier  

Details of 
the officer 
reviewing 

and 
approving 
the 
declaration 
made and 
date 

Declined 
or 
Accepted? 

Reason 
for 
Accepting 

or 
Declining 

Other 
Comments 

  

 

          

  

 

          

 

The information submitted will be held by the ICB for personnel or other reasons specified on 
this form and to comply with the organisation’s policies. This information may be held in both 
manual and electronic form in accordance with the Data Protection Act 2018. Information may 
be disclosed to third parties in accordance with the Freedom of Information Act 2000 and in 
the case of “decision making staff” (as defined in the statutory guidance on managing conflicts 
of interest for ICBs) may be published in registers that the ICB holds. 
 
I confirm that the information provided above is complete and correct. I acknowledge that any 
changes in these declarations must be notif ied to the ICB as soon as practicable and no later 
than 28 days after the interest arises. I am aware that if I do not make full, accurate and timely 
declarations then civil, criminal, professional regulatory or internal disciplinary action may 
result. 
 
Individuals should be aware that the information provided in this form will be added to the 
ICB’s registers which are held in hardcopy for inspection by the public and published on the 
ICB’s website.  Individuals must make any third party whose personal data they are providing 
in this form aware that the personal data will be held in hardcopy for inspection by the public 
and published on the ICB’s website and must inform the third party that the ICB’s privacy 
policy is available on the ICB’s website. 
 
I do / do not (delete as applicable) give my consent for this information to published on 
registers that the ICB holds. If consent is not given please give reasons: 
 

 

 

 
Signed:          Date: 
 
Signed:    Position:     Date: 
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(Line Manager or a Senior ICB Manager) 
 
Please return to Email address to be added once created for ICB 
 
Appendix 4 – Register of Gifts and Hospitality Template 

Recipient 
Name 

Position Date 
of 
Offer  

Date of 
Receipt (if 
applicable) 

Details of 
Gift / 
Hospitality 

Estimated 
Value 

Supplier 
/ Offeror 
Name 
and 
Nature 
of 

Business 

Details of 
Previous 
Offers or 
Acceptance 
by this 
Offeror/ 

Supplier  

Details of 
the officer 
reviewing 
and 
approving 
the 

declaration 
made and 
date 

Declined 
or 
Accepted? 

Reason 
for 
Accepting 
or 
Declining 

Other 
Comments 
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Appendix 5 – Declaration of Interest Checklist for Meeting Chairs  

Under the 2006 Act, there is a legal obligation to manage conflicts of interest appropriately. It 
is essential that declarations of interest and actions arising from the declarations are recorded 
formally and consistently across all ICB’s Board and committee meetings. This checklist has 
been developed with the intention of providing support in conflicts of interest management to 
the Chair of the meeting- prior to, during and following the meeting. It does not cover the 
requirements for declaring interests outside of the committee process. 

Timing Checklist for Chairs Responsibility 

 
In advance  
of the meeting 

1. The agenda to include a standing item on declaration of 
interests to enable individuals to raise any issues and/or make a 
declaration at the meeting. 

 

2. A definition of conflicts of interest must also be accompanied 
with each agenda to provide clarity for all recipients. 

 
3. Agenda to be circulated to enable attendees (including 

visitors) to identify any interests relating specifically to the 
agenda items being considered. 

 
4. Members must contact the Chair as soon as an actual or 

potential conflict is identified. 
 

5. Chair to review report front sheet which details any 
previous conflicts of interest declared and how this was 
managed i.e., at sub-committee, working group, etc., or any 
anticipated conflicts identified. 

 

6. A copy of the members’ declared interests is checked to 
establish any actual or potential conflicts of interest that may 
occur during the meeting. 

 

Meeting Chair and secretariat 
 
 
 
 
 
Meeting Chair and secretariat 
 
 
Meeting Chair and secretariat 
 
 
 
Meeting members 
 
 
Meeting Chair  
 
 
 
 
Meeting Chair  
 

 
During the meeting 

7. Check and declare the meeting is quorate and ensure that 
this is noted in the minutes of the meeting.  

 
8. Chair requests members to declare any interests in agenda 

items- which have not already been declared, including the 
nature of the conflict. 

 
9. Chair makes a decision as to how to manage each interest 

which has been declared, including whether / to what extent 
the individual member should continue to participate in the 
meeting, on a case by case basis, and this decision is 
recorded. 

 
10. As minimum requirement, the following must be recorded 

in the minutes of the meeting: 
• Individual declaring the interest; 
• At what point the interest was declared; 
• The nature of the interest; 
• The Chair’s decision and resulting action taken; 
• The point during the meeting at which any individuals 

retired from and returned to the meeting - even if an 
interest has not been declared; 

• Visitors in attendance who participate in the meeting 
must also follow the meeting protocol and declare any 
interests in a timely manner. 
 

A template for recording any interests during meetings is 
detailed below.   

Meeting Chair  
 
 
Meeting Chair 
 
 
 
Meeting Chair and secretariat 
 
 
 
 
 
Secretariat 
 

 
Following the meeting 

11. All new interests declared at the meeting must be promptly  
updated onto the declaration of interest form; 

 
12. All new completed declarations of interest will be transferred 

onto the register of interests. 

Individual(s)  declaring 
interest(s) 
 
Corporate Governance Manager  
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Declarations of Interest at Meetings 

 
Meeting:  
Meeting Date:  

Chair:  

Minute Taker:  
 

   Type of Interest  

(see guidance) (tick) 

 When was the 
interest identified? 
(tick) 

Agenda Item 
(Description) 

Attendees 
with 
identified 
conflicts 
of interest 

Details of 
Potential 
Interest 
/Declared 
Interest 
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Action Taken at the 
meeting (to be 
determined at the 
meeting by the  
Chair) 

Potential 
Interest 
identified 
before 
the 
meeting? 

Interest 
declared 
at the 
meeting? 
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Appendix 6 – Procurement Checklist Template  

Service: 

Question Comment/ Evidence 

1. How does the proposal deliver good or improved 
outcomes and value for money – what are the 
estimated costs and the estimated benefits? How 
does it reflect the ICB’s proposed commissioning 
priorities? How does it comply with the ICB’s 
commissioning obligations?  

 

2. How have you involved the public in the decision to 
commission this service? 

 

3. What range of health professionals have been 
involved in designing the proposed service? 

 

4. What range of potential providers have been 
involved in considering the proposals? 

 

5. How have you involved your Health and Wellbeing 
Board(s)? How does the proposal support the 
priorities in the relevant joint health and wellbeing 
strategy (or strategies)? 

  

6. What are the proposals for monitoring the quality of 
the service? 

  

7. What systems will there be to monitor and publish 
data on referral patterns? 

  

8. Have all conflicts and potential conflicts of interests 
been appropriately declared and entered in registers?  

  

9. In respect of every conflict or potential conflict, you 
must record how you have managed that conflict or 
potential conflict. Has the management of all conflicts 
been recorded with a brief explanation of how they 
have been managed?   
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Service: 

Question Comment/ Evidence 

10. Why have you chosen this procurement 
route e.g., single action tender?7 

  

11. What additional external involvement will 
there be in scrutinizing the proposed decisions? 

 

12. How will the ICB make its final commissioning 
decision in ways that preserve the integrity of the 
decision-making process and award of any contract? 

  

Additional question when qualifying a provider on a list or framework or preselection for tender 
(including but not limited to any qualified provider) or direct award (for services where national tariffs 
do not apply) 

13. How have you determined a fair price for the 
service?  

  

Additional questions when qualifying a provider on a list or framework or preselection for tender 
(including but not limited to any qualified provider) where GP practices are likely to be qualified 
providers 

14. How will you ensure that patients are aware of the 
full range of qualified providers from whom they can 
choose? 

  

Additional questions for proposed direct awards to GP providers 

15. What steps have been taken to demonstrate that 
the services to which the contract relates are capable 
of being provided by only one provider? 

  

16. In what ways does the proposed service go 
above and beyond what GP practices should be 
expected to provide under the GP contract? 

 

17. What assurances will there be that a GP practice 
is providing high-quality services under the GP 
contract before it has the opportunity to provide any 
new services? 

  

 
7Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) (No 2) 

Regulations 2013 and guidance (e.g. that of Monitor).  
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To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information. 

Signed: 

On behalf of: 

Date: 

Please return to Email address to be added once created for ICB 
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Appendix 7 – Register of Procurement Decisions Template  
Ref 
No 

Contract/                      
Service 
title 

Procurement 
description 

Existing 
contract or 
new 
procurement 
(if existing 
include 
details) 

Procurement 
type – ICB 
procurement, 
collaborative 
procurement 
with partners 

ICB 
clinical 
lead 

 ICB 
contract 
manager 

Decision 
making 
process 
and name 
of 
decision 
making 
committee 

Summary of 
conflicts of 
interest 
declared  
and how 
these were 
managed 

Contract 
Award 
(supplier 
name & 
registered 
address)  

Contract 
value 
(£) 
(Total) 

Contract 
value to  
ICB 
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Appendix 8 – Declarations of Interests Form for Bidders/Contractors   

Declaration of conflict of interests for bidders/contractors (part 1) 

Name of Organisation:  

Details of interests held: 

Type of Interest 
 
Details 

Provision of services or 
other work for the ICB or 
NHS England and NHS 
Improvement 

 
 
 

Provision of services or 
other work for any other 
potential bidder in respect 
of this project or 
procurement process 

 

Any other connection with 
the ICB or NHS England 
and NHS Improvement, 
whether personal or 
professional, which the 
public could perceive may 
impair or otherwise 
influence the ICB or any of 
its members’ or employees’ 
judgements, decisions or 
actions 

 

 
To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information. 

Signed: 

On behalf of: 

Date: 
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Declaration of conflict of interests for bidders/contractors (part 2) 

Name of Relevant Person [complete for all Relevant Persons] 

 

Details of interests held: 

Type of Interest Details 
Personal interest or that 
of a family member, 
close friend or other 
acquaintance? 

Provision of services or 
other work for the ICB or 
NHS England and NHS 
Improvement 

 
 

 

Provision of services or 
other work for any other 
potential bidder in respect of 
this project or procurement 
process 

 
 
 
 

 

Any other connection with 
the ICB or NHS England and 
NHS Improvement, whether 
personal or professional, 
which the public could 
perceive may impair or 
otherwise influence the ICB’s 
or any of its members’ or 
employees’ judgements, 
decisions or actions 

  

 

To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information. 

Signed: 

On behalf of: 

Date: 
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Appendix 7: Risk Management Policy  
 

Hyperlink to where saved on ICB website to be inserted by 1 July – see folder of 
accompanying documents for review process. 
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Appendix 8: Use of Seal and Authorisation of Documents 
 

1 Introduction 
 

1.1 In Section 6 of the ICB’s standing orders (appendix 2 of the Constitution) sets 
out the general principles around the use of the ICB’s Seal. 

1.2 The following individuals are authorised to authenticate its use of the Seal by 
their signature, and are authorised to execute a document on behalf of the ICB 
by their signature: 

a) the Chief Executive Officer. 
b) the Chair. 
c) the Chief Finance Officer. 
 

1.3 Any other individual who has been delegated the ability to execute a document 
in writing by the Chief Executive Officer may also be authorised. 

2 Use of the Seal 

2.1 The Seal must be used for all the following documents:  

• All contracts for the purchase / lease of land and / or building.  
• All contracts for capital works exceeding £100,000.  
• All lease agreements where the annual lease charge exceeds £10,000 per 

annum and the period of the lease exceeds beyond five years.  
• Any other lease agreement where the total payable under the lease 

exceeds £100,000. 
• Any contract or agreement with organisations other than NHS or other 

government bodies, including local authorities, where the annual costs 
exceed or are expected to exceed £500,000. 
 

3 Approval for use of the Seal 

3.1 The Senior Officer looking to use the seal is responsible for ensuring that the 
following considerations have been met before the Seal is used: 

• Financial implications 
• Whether legal advice has been sought 
• That Standing Orders and Prime Financial Policies have been complied 

with 
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3.2 Once the use of the seal has been granted, the Senior Officer should inform the 
Head of Governance and Corporate Affairs and provide details for inclusion in 
the register. 

4 Urgent Use 

4.1 If the Seal is required to be used urgently, the Senior Officer responsible must 
provide a full briefing to whichever individual is to sign the document, prior to 
presentation of the document for signature and sealing. 

5 Custody of the Seal 

5.1 The secure custody of the Seal is the responsibility of the Chief Executive 
Officer who will be supported in this by the Head of Governance and Corporate 
Affairs. 
 

5.2 The Seal will be kept locked and can be accessed by contacting the Head of 
Governance and Corporate Affairs (or in their absence one of the Corporate 
Team PAs). 

6 Register of Sealing 

6.1 The Chief Executive Officer is responsible for ensuring a register is maintained 
of every document sealing and will be supported in this by the Head of 
Governance and Corporate Affairs. 

7 Sealing and signature of Documents and Completion of the Register 

7.1 The relevant lead Senior Officer should liaise with the Head of Governance and 
Corporate Affairs to access the seal and register. 
 

7.2 The Seal must be affixed in the presence of two authorised signatories and the 
document witnessed by them. (Preferably this should not be the Senior Officer 
who sought approval for its use or who is leading on the issue) 
 

7.3 The register must be completed, signed and dated by the authorised 
individuals at the time of sealing preferably. 
 

7.4 Where any document will be a necessary step in legal proceedings on behalf of 
the ICB it must be signed by the Chief Executive Officer. 
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Appendix 9: Guidance on petitions to NHS Coventry and 
Warwickshire Integrated Care Board 

 
1 What is a petition 

1.1 A petition represents the expression of the views of the people who sign it and 
petitions are an important mechanism for the expression of community views 
and the public voice. However, to avoid the danger of listening only to active, 
vocal groups, petitions should not be viewed in isolation but as one piece of 
evidence and information which contributes to an overall picture of public 
sentiment. An NHS organisation would be remiss for not taking into account 
relevant material when making decisions and therefore, it must decide whether 
any petition is relevant in the circumstances 

1.2 National guidance indicates that petitions, to be valid, should not contain 
potentially false, libellous or defamatory statements and should contain 
verifiable contact information for the signatories. 

1.3 In the absence of national guidance specific to managing petitions received by 
an ICB NHS Coventry and Warwickshire Integrated Care Board (the ‘ICB’) will 
consider a petition substantive if it reaches 1% of the total population of the 
ICB. 

2 Petition Process  
 
2.1 In order to be received for consideration by the ICB, petitions should meet the 

criteria outline below:  
 

2.2 Petition Criteria: 

• Petitions can only be started and signed by people living, working or 
studying in the ICB area. 

• It should ask for a clear action from the ICB – this should be a 
statement  

• (maximum 250 words) covering the main subject of the petition and 
details of action you wish the ICB to take 

• Petitions may be received in paper or electronic format. 
• It should include:  

- the organisation to which the petitions is being addressed  
- the proposition which is being promoted by the petition  
- the timeline over which the petition has been collected  
- the following information about each petitioner should be included:  
- Name; address; signature (in case of a written petition); email 

address (in the case of an electronic petition; the name and 
address of the petition organiser, who must be resident within the 



 

 

129 

 

 

area to which the petition relates, should be printed on the first 
page of the petition 

 
2.3 Petitions should be submitted for the attention of the Chair either by post: 

NHS Coventry and Warwickshire Integrated Care Board, Westgate House, 
Market St, Warwick CV34 4DE. (There is no provision for petitions to be 
accepted by the Chair in person). 

 
Or email to email address to be added 

 
2.4 The ICB will formally acknowledge receipt to the petition organiser within 3 

working days.    
 

2.5 The Director of Corporate Affairs will review the petition to ensure it meets the 
ICB’s petition criteria.  Please see below for the reasons for rejecting a 
petition.  
 

2.6 If the petition is accepted then it should receive appropriate and proportionate 
consideration at the next available Board meeting. The Board may: 

• Note the petition as a piece of information to consider when making 
decisions on the issue; 

• Ask ICB officers to investigate the issue and provide more information 
to be considered at a future meeting; 

• Respond to the petitioner explaining why the ICB does not intend to 
take the action requested; 

• Decide to take the action requested. 
 
2.7 Any petitions received as part of a formal public consultation should be 

formally recorded in the analysis of the response to any formal consultation. 
 

2.8 All petitions accepted will be shared with the local Healthwatch.  
 

2.9 The organiser of the petition will receive a formal response from the Chair 
confirming if the petition has been accepted or rejected, the reasons for this 
should be given, set out against a transparent set of criteria 

3 Rejecting a Petition 
 
3.2 A petition will be rejected if it does not meet the petition criteria as outlined 

above. If the ICB rejects a petition, it will explain why and where possible 
suggest other ways for the issue to be raised. 
 

3.3 A petition should be rejected for the following reasons: 
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• If it concerns issues which are outside the ICB’s remit/focuses on a 
matter relevant to another organisation. 

• It requests information available via Freedom of Information legislation. 
• The information contained is confidential, false, defamatory or offensive 

in its views; if it contains language that may cause offence, is 
provocative or extreme in its views. This includes petitions that attack, 
criticise or negatively focus on an individual or a group of people 
because of characteristics such as their age, disability, ethnic origin, 
gender identity, medical condition, nationality, race, religion, sex, or 
sexual orientation. 

• It covers the same or substantially similar subject matter to another petition 
received within the previous six months.  

• If it is considered as confidential, libellous, false or defamatory, for example if 
it contains information which may be protected by an injunction or court order; 
contains material which is potentially confidential, commercially sensitive, or 
which may cause personal distress or loss. 
 

3.4 Where a petition does not meet the requirements set out in the criteria above then 
the Chief Executive Officer will respond in writing within ten working days to confirm 
that the petition has been received and that, as the petition does not meet the criteria, 
no response will be provided.  
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	1. Introduction
	1.1 Foreword from the Chair of the ICB
	Health and care is going through a period of unprecedented change as we strive to meet the ongoing challenges of restoring services that have been challenged by the pandemic.  These challenges also bring with them opportunities to do things differentl...
	NHS England has set out the following as the four core purposes of ICSs:
	a) improve outcomes in population health and healthcare.
	b) tackle inequalities in outcomes, experience and access.
	c) enhance productivity and value for money.
	d) help the NHS support broader social and economic development.
	The ICS will bring partners together to deliver on these aims, and to address the challenges across our system, many of which were evident before the start of the pandemic. Through working more closely together we have a better opportunity than ever t...
	Across Coventry and Warwickshire, people are committed to working together to ensure health and care services are high quality and meeting the needs of our communities. As a system, we are fortunate to have strength and variety across the local health...
	The two Health and Wellbeing Boards across the two local authorities are a strong asset to our system and provide strength through the cross-sector activities and experiences the members bring. The group work to improve the health and wellbeing of loc...
	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. We value diversity across our...
	Our Integrated Care Board
	At the heart of health decision making will be our Integrated Care Board (ICB), delivering our shared strategic priorities within the NHS and connecting to partnerships across Coventry and Warwickshire Integrated Care System. This constitution and ass...
	Our ICB will use our resources and powers to achieve demonstrable progress on the core purposes of the ICS, collaborating to tackle complex challenges, including:
	 improving the health of children and young people
	 supporting people to stay well and independent
	 acting sooner to help those with preventable conditions
	 supporting those with long-term conditions or mental health issues
	 caring for those with multiple needs as populations age
	 getting the best from collective resources so people get care as quickly as possible
	 improving access, experience and outcomes for groups and communities underserved by current health and care provision.

	1.2 Name
	1.2.1 The name of this Integrated Care Board is Coventry and Warwickshire Integrated Care Board (“the ICB”).

	1.3 Area Covered by the Integrated Care Board
	1.3.1 The area covered by the ICB is coterminous with the area covered by Coventry City Council and Warwickshire County Council.

	1.4 Statutory Framework
	1.4.1 The ICB is established by order made by NHS England under powers in the 2006 Act.
	1.4.2 The ICB is a statutory body with the general function of arranging for the provision of services for the purposes of the health service in England and is an NHS body for the purposes of the 2006 Act.
	1.4.3 The main powers and duties of the ICB to commission certain health services are set out in sections 3 and 3A of the 2006 Act. These provisions are supplemented by other statutory powers and duties that apply to ICBs, as well as by regulations an...
	1.4.4 In accordance with section 14Z25(5) of, and paragraph 1 of Schedule 1B to, the 2006 Act the ICB must have a constitution, which must comply with the requirements set out in that Schedule.  The ICB is required to publish its constitution (section...
	1.4.5 The ICB must act in a way that is consistent with its statutory functions, both powers and duties. Many of these statutory functions are set out in the 2006 Act but there are also other specific pieces of legislation that apply to ICBs.  Example...
	a) Having regard to and acting in a way that promotes the NHS Constitution (section 2 of the Health Act 2009 and section 14Z32 of the 2006 Act)
	b) Exercising its functions effectively, efficiently and economically (section 14Z33 of the 2006 Act)
	c) Duties in relation children including safeguarding, promoting welfare etc (including the Children Acts 1989 and 2004, and the Children and Families Act 2014)
	d) Adult safeguarding and carers (the Care Act 2014)
	e) Equality, including the public-sector equality duty (under the Equality Act 2010) and the duty as to health inequalities (section 14Z35)
	f) Information law, (for instance, data protection laws, such as the UK General Data Protection Regulation 2016/679 and Data Protection Act 2018, and the Freedom of Information Act 2000), and
	g) Provisions of the Civil Contingencies Act 2004.
	1.4.6 The ICB is subject to an annual assessment of its performance by NHS England which is also required to publish a report containing a summary of the results of its assessment.
	1.4.7 The performance assessment will assess how well the ICB has discharged its functions during that year and will, in particular, include an assessment of how well it has discharged its duties under:
	a) section 14Z34 (improvement in quality of services)
	b) section 14Z35 (reducing inequalities)
	c) section 14Z38 (obtaining appropriate advice)
	d) section 14Z43 (duty to have regard to effect of decisions)
	e) section 14Z44 (public involvement and consultation)
	f) sections 223GB to 223N (financial duties), and
	g) section 116B(1) of the Local Government and Public Involvement in Health Act 2007 (duty to have regard to assessments and strategies).
	1.4.8 NHS England has powers to obtain information from the ICB (section 14Z58 of the 2006 Act) and to intervene where it is satisfied that the ICB is failing, or has failed, to discharge any of its functions or that there is a significant risk that i...

	1.5 Status of this Constitution
	1.5.1 The ICB was established on [date] by [name and reference of establishment order], which made provision for its constitution by reference to this document.
	1.5.2 This constitution must be reviewed and maintained in line with any agreements with, and requirements of, NHS England set out in writing at establishment.

	1.6 Variation of this Constitution
	1.6.1 In accordance with paragraph 15 of Schedule 1B to the 2006 Act this constitution may be varied in accordance with the procedure set out in this paragraph.   The constitution can only be varied in two circumstances:
	a) where the ICB applies to NHS England in accordance with NHS England’s published procedure6 and that application is approved; and
	b) where NHS England varies the constitution of its own initiative, (other than on application by the ICB).
	1.6.2 The procedure for proposal and agreement of variations to the constitution is as follows:
	a) the Chief Executive Officer or the Chair may periodically propose amendments to the constitution which shall be considered and approved by the Board. Approval by the Board will be in accordance with the arrangements for decision making as set out i...
	b) proposed amendments to this constitution will not be implemented until an application to NHS England for variation has been approved.

	1.7 Related Documents
	1.7.1 This Constitution is also supported by a number of documents which provide further details on how governance arrangements in the ICB will operate.
	1.7.2 The following are appended to the constitution and form part of it for the purpose of clause 1.6 and the ICB’s legal duty to have a constitution:
	a) Standing orders - which set out the arrangements and procedures to be used for meetings and the processes to appoint the ICB committees.
	1.7.3 The following do not form part of the constitution but are required to be published.
	a) the Scheme of Reservation and Delegation (SoRD) - sets out those decisions that are reserved to the Board of the ICB and those decisions that have been delegated in accordance with the powers of the ICB and which must be agreed in accordance with a...
	b) the Functions and Decision Map (FDM) - a high level structural chart that sets out which key decisions are delegated and taken by which part or parts of the system.  The Functions and Decision map also includes decision making responsibilities that...
	c) the Standing Financial Instructions (SFIs) - which set out the arrangements for managing the ICB’s financial affairs
	d) the ICB Governance Handbook – This brings together all the ICB’s governance documents so it is easy for interested people to navigate.  It includes:
	 the above documents a) – c)
	 Terms of reference for all committees and sub-committees of the Board that exercise ICB functions
	 Delegation arrangements for all instances where ICB functions are delegated, in accordance with section 65Z5 of the 2006 Act, to another ICB, NHS England, an NHS trust, NHS foundation trust, local authority, combined authority or any other prescribe...
	 Terms of reference of any joint committee of the ICB and another ICB, NHS England, an NHS trust, NHS foundation trust, local authority, combined authority or any other prescribed body; or to a joint committee of the ICB and one or those organisation...
	 the up-to-date list of eligible providers of primary medical services under clause 3.6.2.
	e) Key policy documents - which should also be included in the Governance Handbook or linked to it:
	 Standards of Business Conduct Policy
	 Conflicts of interest Policy and Procedures
	 Policy for public involvement and engagement (Communities Strategy)
	 Inequalities Strategy.


	2. Composition of The Board of the ICB
	2
	2.1 Background
	2.1.1 This part of the constitution describes the membership of the Integrated Care Board. Further information about the criteria for the roles and how they are appointed is in section 3.
	2.1.2 Further information about the individuals who fulfil these roles can be found on our website [add link].
	2.1.3 In accordance with paragraph 3 of Schedule 1B to the 2006 Act, the membership of the ICB (referred to in this constitution as “the Board” and members of the ICB are referred to as “Board Members”) consists of:
	a) a Chair
	b) a Chief Executive Officer
	c) at least three Ordinary members.
	2.1.4 The membership of the ICB (the Board) shall meet as a unitary board and shall be collectively accountable for the performance of the ICB’s functions.
	2.1.5 NHS England Policy requires the ICB to appoint the following additional Ordinary Members:
	a) three executive members, namely:
	 Chief Finance Officer
	 Chief Medical Officer
	 Chief Nursing Officer.
	b) at least two independent non-executive members.
	2.1.6 The Ordinary Members include at least three members who will bring knowledge and a perspective from their sectors.  These members (known as Partner Members) nominated by the following, and appointed in accordance with the procedures set out in S...
	 NHS trusts and foundation trusts who provide services within the ICB’s area and are of a prescribed description
	 the primary medical services (general practice) providers within the area of the ICB and are of a prescribed description
	 the local authorities which are responsible for providing Social Care and whose area coincides with or includes the whole or any part of the ICB’s area.
	While the Partner Members will bring knowledge and experience from their sector and will contribute the perspective of their sector to the decisions of the board, they are not to act as delegates of those sectors.

	2.2 Board Membership
	2
	2.1
	2.2
	2.2.1 The ICB has seven Partner Members:
	a) Three Partner Members - NHS Trusts and Foundation Trusts
	b) Two Partner Members – Providers of Primary Medical Services
	c) Two Partner Member(s) - Local Authorities.
	2.2.2 The ICB has also appointed the following further Ordinary Members to the Board:
	a) Five independent non-executive members.
	2.2.3 The ICB has also appointed the following further Executive Member to the Board:
	a) Chief Transformation Officer.
	2.2.4 The Board is therefore composed of the following members:
	a) Chair
	b) Chief Executive Officer
	c) Three Partner member(s) NHS and Foundation Trusts, one of whom will have the knowledge and experience in connection with services relating to the prevention, diagnosis and treatment of mental illness
	d) Two Partner member(s) Primary Medical Services
	e) Two Partner member(s) Local Authorities
	f) Five non-executive members
	g) Chief Finance Officer
	h) Chief Medical Officer
	i) Chief Nursing Officer
	j) Chief Transformation Officer.
	2.2.5 The Chair will exercise their function to approve the appointment of the ordinary members with a view to ensuring that at least one of the Ordinary Board Members will have knowledge and experience in connection with services relating to the prev...
	2.2.6 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 effectively to carry out its functions and will take such steps a...

	2.3 Regular Participants and Observers at Board Meetings
	2.3
	2.3.1 The Board may invite specified individuals to be Participants or Observers at its meetings in order to inform its decision-making and the discharge of its functions as it sees fit.
	2.3.2 Participants will receive advanced copies of the notice, agenda and papers for Board meetings. They may be invited to attend any or all of the Board meetings, or part(s) of a meeting by the Chair.  Any such person may be invited, at the discreti...
	a) Healthwatch representative(s)
	b) the Directors of Public Health for Coventry and Warwickshire
	c) Voluntary and Communities Social Enterprise representative(s)
	d) other Directors of the ICB.
	2.3.3 Observers will receive advanced copies of the notice, agenda and papers for Board meetings. They may be invited to attend any or all of the Board meetings, or part(s) of a meeting by the Chair. Any such person may not address the meeting and may...
	2.3.4 Participants and / or observers may be asked to leave the meeting by the Chair in the event that the Board passes a resolution to exclude the public as per the Standing Orders.


	3. Appointments Process for the Board
	3
	3.1 Eligibility Criteria for Board Membership
	3.1.1 Each member of the ICB must:
	a) comply with the criteria of the “fit and proper person test”
	b) be willing to uphold the Seven Principles of Public Life (known as the Nolan Principles)
	c) fulfil the requirements relating to relevant experience, knowledge, skills and attributes set out in a role specification.

	3.2 Disqualification Criteria for Board Membership
	3.2.1 A Member of Parliament.
	3.2.2 A person whose appointment as a board member (“the candidate”) is considered by the person making the appointment as one which could reasonably be regarded as undermining the independence of the health service because of the candidate’s involvem...
	3.2.3 A person who, within the period of five years immediately preceding the date of the proposed appointment, has been convicted:
	a) in the United Kingdom of any offence, or
	b) outside the United Kingdom of an offence which, if committed in any part of the United Kingdom, would constitute a criminal offence in that part, and, in either case, the final outcome of the proceedings was a sentence of imprisonment (whether susp...
	3.2.4 A person who is subject to a bankruptcy restrictions order or an interim bankruptcy restrictions order under Schedule 4A to the Insolvency Act 1986, sections 56A to 56K of the Bankruptcy (Scotland) Act 1985 or Schedule 2A to the Insolvency (Nort...
	3.2.5 A person who, has been dismissed within the period of five years immediately preceding the date of the proposed appointment, otherwise than because of redundancy, from paid employment by any Health Service Body.
	3.2.6 A person whose term of appointment as the chair, a member, a director or a governor of a health service body, has been terminated on the grounds:
	a) that it was not in the interests of, or conducive to the good management of, the health service body or of the health service that the person should continue to hold that office
	b) that the person failed, without reasonable cause, to attend any meeting of that health service body for three successive meetings
	c) that the person failed to declare a pecuniary interest or withdraw from consideration of any matter in respect of which that person had a pecuniary interest, or
	d) of misbehaviour, misconduct or failure to carry out the person’s duties.
	3.2.7 A health care professional (within the meaning of section 14N of the 2006 Act) or other professional person who has at any time been subject to an investigation or proceedings, by any body which regulates or licenses the profession concerned (“t...
	a) the person’s suspension from a register held by the regulatory body, where that suspension has not been terminated
	b) the person’s erasure from such a register, where the person has not been restored to the register
	c) a decision by the regulatory body which had the effect of preventing the person from practising the profession in question, where that decision has not been superseded, or
	d) a decision by the regulatory body which had the effect of imposing conditions on the person’s practice of the profession in question, where those conditions have not been lifted.
	3.2.8 A person who is subject to:
	a) a disqualification order or disqualification undertaking under the Company Directors Disqualification Act 1986 or the Company Directors Disqualification (Northern Ireland) Order 2002, or
	b) an order made under section 429(2) of the Insolvency Act 1986 (disabilities on revocation of administration order against an individual).
	3.2.9 A person who has at any time been removed from the office of charity trustee or trustee for a charity by an order made by the Charity Commissioners for England and Wales, the Charity Commission, the Charity Commission for Northern Ireland or the...
	3.2.10 A person who has at any time been removed, or is suspended, from the management or control of any body under:
	a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) Act 1990(f) (powers of the Court of Session to deal with the management of charities), or
	b) section 34(5) or of the Charities and Trustee Investment (Scotland) Act 2005 (powers of the Court of Session to deal with the management of charities).

	3.3 Chair
	3.3.1 The ICB Chair is to be appointed by NHS England, with the approval of the Secretary of State.
	3.3.2 In addition to criteria specified at 3.1, this member must fulfil the following additional eligibility criteria:
	a) the Chair will be independent.
	3.3.3 Individuals will not be eligible if:
	a) they hold a role in another health and care organisation within the ICB area
	b) any of the disqualification criteria set out in 3.2 apply.
	3.3.4 The first term of office for the Chair will be up to a maximum of three years. Subsequent terms will be three years. The total number of terms a Chair may serve is three terms.

	3.4 Chief Executive Officer
	3.4.1 The Chief Executive Officer will be appointed by the Chair of the ICB in accordance with any guidance issued by NHS England.
	3.4.2 The appointment will be subject to approval of NHS England in accordance with any procedure published by NHS England
	3.4.3 The Chief Executive Officer must fulfil the following additional eligibility criteria:
	a) be an employee of the ICB or a person seconded to the ICB who is employed in the civil service of the State or by a body referred to in paragraph 18(4)(b) of Schedule 1B to the 2006 Act.
	3.4.4 Individuals will not be eligible if:
	a) any of the disqualification criteria set out in 3.2 apply
	b) subject to clause 3.4.3(a), they hold any other employment or executive role.

	3.5 Partner Members - NHS Trusts and Foundation Trusts
	3.5.1 These Partner Members are jointly nominated by the Partners which provide services within the ICB area and are of a description to be inserted in accordance with the regulations33:
	a) Coventry and Warwickshire Partnership NHS Trust
	b) George Eliot Hospital NHS Trust
	c) University Hospitals Coventry and Warwickshire NHS Trust
	d) South Warwickshire NHS Foundation Trust
	e) West Midlands Ambulance Trust.
	3.5.2 These members must fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) be an Executive Director of one of the NHS Trusts or FTs within the ICB’s area
	b) Specify any other criteria as may be set out in any NHS England guidance.
	3.5.3 Individuals will not be eligible if:
	a) any of the disqualification criteria set out in 3.2 apply
	b) add any exclusion criteria set out in NHS England guidance.
	3.5.4 These Members will be appointed by the appointment panel subject to the approval of the Chair.
	3.5.5 The appointment process will be as follows:
	 When a vacancy arises, each eligible organisation listed at 3.5.1.a will be invited to make one nomination
	 Eligible organisations may nominate individuals from their own organisation or another organisation
	 All eligible organisations will be requested to confirm whether they jointly agree to nominate the whole list of nominated individuals, with a failure to confirm within five working days being deemed to constitute agreement. If there are more agreem...
	 The full list of nominees will be considered by a panel convened by the Chief Executive
	 The panel will assess the suitability of the nominees against the requirements of the role (published before the nomination process is initiated) and will confirm that nominees meet the requirements set out in clause 3.5.2 and 3.5.3
	 In the event that there is more than one suitable nominee, the panel will select the most suitable for appointment.
	 The Chair will determine whether to approve the appointment of the most suitable nominee as identified under b).
	3.5.6 The term of office for these Members will be three years and the total number of terms they may serve is unlimited.

	3.6 Partner Members - Providers of Primary Medical Services.
	3.6.1 These Partner Members are jointly nominated by providers of primary medical services for the purposes of the health service within the integrated care board’s area, and (ii) are description to be inserted in accordance with the regulations].
	3.6.2 The list of relevant providers of primary medical services for this purpose is published as part of the Governance Handbook.  The list will be kept up to date but does not form part of this constitution
	3.6.3 This member must fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) Specify any other criteria set out by NHS England’s guidance
	3.6.4 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply;
	b) Add any criteria set out in NHSE guidance.
	3.6.5 These members will be appointed by the appointment panel subject to the approval of the Chair.
	3.6.6 The appointment process will be as follows:
	 When a vacancy arises, each eligible organisation described at 3.6.1 and listed in the Governance Handbook will be invited to make one nomination
	 The nomination of an individual must be seconded by two other eligible organisations
	 Eligible organisations may nominate individuals from their own organisation or another organisation
	 All eligible organisations will be requested to confirm whether they jointly agree to nominate the whole list of nominated individuals, with a failure to confirm within five working days being deemed to constitute agreement. If there are more agreem...
	 The full list of nominees will be considered by a panel convened by the Chief Executive
	 The panel will assess the suitability of the nominees against the requirements of the role (published before the nomination process is initiated) and will confirm that nominees meet the requirements set out in clause 3.6.3 and 3.6.4
	 In the event that there is more than one suitable nominee, the panel will select the most suitable for appointment.
	 The Chair will determine whether to approve the appointment of the most suitable nominee as identified under b).
	3.6.7 The term of office for this Partner Member will be three years and the total number of terms they may service is unlimited.

	3.7 Partner Members - Local Authorities
	3.7.1 These Partner Members are jointly nominated by the local authorities whose areas coincide with, or include the whole or any part of, the ICB’s area.  Those local authorities are:
	a) Coventry City Council
	b) Warwickshire County Council.
	3.7.2 This member will fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) Be the Chief Executive or hold a relevant Executive level role of one of the bodies listed at 3.7.1
	b) Specify any other criteria set out by NHS England’s guidance.
	3.7.3 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply
	b) [Add any criteria set out in NHS E guidance].
	3.7.4 This member will be appointed by the appointment panel subject to the approval of the Chair.
	3.7.5 The appointment process will be as follows:
	a) Joint Nomination
	 When a vacancy arises, each eligible organisation listed at 3.7.1 will be invited to make one nomination
	 Eligible organisations may nominate individuals from their own organisation or another organisation
	 All eligible organisations will be requested to confirm whether they jointly agree to nominate the whole list of nominated individuals, with a failure to confirm within five working days being deemed to constitute agreement. If there are more agreem...
	b) Assessment, selection, and appointment subject to approval of the Chair under c)
	 The full list of nominees will be considered by a panel convened by the Chief Executive
	 The panel will assess the suitability of the nominees against the requirements of the role (published before the nomination process is initiated) and will confirm that nominees meet the requirements set out in clause 3.7.2 and 3.7.3
	 In the event that there is more than one suitable nominee, the panel will select the most suitable for appointment.
	c) Chair’s approval
	 The Chair will determine whether to approve the appointment of the most suitable nominee as identified under b).
	3.7.6 The term of office for this Partner Member will be 3 years and the total number of terms they may service is unlimited terms.

	3.8 Chief Medical Officer
	3.8.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) Be an employee of the ICB or a person seconded to the ICB who is employed in the civil service of the State or by a body referred to in paragraph 18(4)(b) of Schedule 1B to the 2006 Act
	b) Be a registered Medical Practitioner with the regulatory body (GMC)
	c) Specify any other criteria set out by NHS England’s guidance.
	3.8.2 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply
	b) Add any criteria set out in NHS England guidance.
	3.8.3 This member will be appointed by an appointment panel following a competitive process and will be subject to the approval of the Chair.

	3.9 Chief Nursing Officer
	3.9.1 This member will fulfil the eligibility criteria set out at 3.1 and also the  following additional eligibility criteria:
	a) Be an employee of the ICB or a person seconded to the ICB who is employed in the civil service of the State or by a body referred to in paragraph 18(4)(b) of Schedule 1B to the 2006 Act
	b) Be a registered Nurse and hold registration with the NMC
	c) Specify any other criteria set out by NHS England’s guidance.
	3.9.2 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply
	b) Add any criteria set out in NHS England guidance.
	3.9.3 This member will be appointed by an appointment panel following a competitive process and will be subject to the approval of the Chair.

	3.10 Chief Finance Officer
	3.10.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) Be an employee of the ICB or a person seconded to the ICB who is employed in the civil service of the State or by a body referred to in paragraph 18(4)(b) of Schedule 1B to the 2006 Act
	b) Qualified accountant with full membership of one of the five accountancy institute members of the Consultative Committee of Accountancy Bodies or the Chartered Institute of Management Accountants
	c) Specify any other criteria set out by NHS England’s guidance.
	3.10.2 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply
	b) [Add any criteria set out in NHS England guidance].
	3.10.3 This member will be appointed by an appointment panel following a competitive process and will be subject to the approval of the Chair

	3.11 Chief Transformation Officer
	3.11.1 The Chief Transformation Officer must fulfil the following additional eligibility criteria:
	b) be an employee of the ICB or a person seconded to the ICB who is employed in the civil service of the State or by a body referred to in paragraph 18(4)(b) of Schedule 1B to the 2006 Act.
	3.11.2 Individuals will not be eligible if:
	c) any of the disqualification criteria set out in 3.2 apply
	d) subject to clause 3.4.3(a), they hold any other employment or executive role.

	3.12 Independent Non-Executive Members
	3.12.1 The ICB will appoint five independent Non-Executive Members, one of whom will be appointed as the Deputy Chair by the Chair.
	3.12.2 These members will be appointed by an appointment panel subject to the approval of the Chair.
	3.12.3 These members will fulfil the eligibility criteria set out at 3.1 and also the   following additional eligibility criteria:
	a) Not be employee of the ICB or a person seconded to the ICB
	b) Not hold a role in another health and care organisation in the ICS area
	c) One shall have specific knowledge, skills and experience that makes them suitable for appointment to the Chair of the Audit Committee
	d) Another should have specific knowledge, skills and experience that makes them suitable for appointment to the Chair of the Remuneration Committee
	e) The remaining will have specific knowledge, skills and experience that enables them to express an informed view and effectively discharge the functions of the ICB
	f) Have a strong interest in the area served by the ICS
	g) Specify any other criteria set out by NHS England’s guidance.
	3.12.4 Individuals will not be eligible if:
	a) Any of the disqualification criteria set out in 3.2 apply
	b) They hold a role in another health and care organisation within the ICB area
	c) They hold substantial conflicts of interests that would interfere with their ability to be independent and offer an impartial perspective
	d) add any criteria set out in NHS England guidance.
	3.12.5 The term of office for an independent non-executive member will be three years and the total number of terms an individual may serve is three terms after which they will no longer be eligible for re-appointment.

	3.13 Board Members: Removal from Office
	3.13.2 With the exception of the Chair, Board members shall be removed from office if any of the following occurs:
	a) If they no longer fulfil the requirements of their role or become ineligible for their role as set out in this constitution, regulations or guidance
	b) If they fail to attend a minimum of 75% of the meetings to which they are invited unless agreed with the Chair in extenuating circumstances
	c) If they are deemed to not meet the expected standards of performance at their annual appraisal
	d) If they have behaved in a manner or exhibited conduct which has or is likely to be detrimental to the honour and interest of the ICB and is likely to bring the ICB into disrepute. This includes but it is not limited to dishonesty; misrepresentation...
	e) Are deemed to have failed to uphold the Nolan Principles of Public Life
	f) Are subject to disciplinary proceedings by a regulator or professional body.
	3.13.3 Members may be suspended pending the outcome of an investigation into whether any of the matters in 3.13.2 apply.
	3.13.4 Executive Directors (including the Chief Executive Officer) will cease to be Board members if their employment in their specified role ceases, regardless of the reason for termination of the employment.
	3.13.5 The Chair of the ICB may be removed by NHS England, subject to the approval of the Secretary of State.
	3.13.6 If NHS England is satisfied that the ICB is failing or has failed to discharge any of its functions or that there is a significant risk that the ICB will fail to do so, it may:
	a) terminate the appointment of the ICB’s Chief Executive Officer; and
	b) direct the chair of the ICB as to which individual to appoint as a replacement and on what terms.

	3.14 Terms of Appointment of Board Members
	3.14.1 With the exception of the Chair and Non-executive members, arrangements for remuneration and any allowances will be agreed by the Remuneration Committee in line with the ICB remuneration policy and any other relevant policies published on the I...
	3.14.2 Other terms of appointment will be determined by the Remuneration Committee.

	3.15 Specific arrangements for appointment of Ordinary Members made at establishment

	4. Arrangements for the Exercise of our Functions.
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	4.1 Good Governance
	4.1.1 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.
	4.1.2 The ICB has adopted a Code of Conduct 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. A copy of this Code...

	4.2 General
	4.2.1 The ICB will:
	a) comply with all relevant laws including but not limited to the 2006 Act and the duties prescribed within it and any relevant regulations
	b) comply with directions issued by the Secretary of State for Health and Social Care
	c) comply with directions issued by NHS England
	d) have regard to statutory guidance including that issued by NHS England
	e) take account, as appropriate, of other documents, advice and guidance issued by relevant authorities, including that issued by NHS England
	f) respond to reports and recommendations made by local Healthwatch organisations within the ICB area.
	4.2.2 The ICB will develop and implement the necessary systems and processes to comply with (a)-(e) above, documenting them as necessary in this constitution, its governance handbook and other relevant policies and procedures as appropriate.

	4.3 Authority to Act
	4.3.1 The ICB is accountable for exercising its statutory functions and may grant authority to act on its behalf to:
	a) any of its members or employees
	b) a committee or sub-committee of the ICB.
	4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, an NHS trust, NHS foundation trust, NHS England, a local authority, combined authority or any other body prescribed in Regulations, for the ICB’s functions to be exercised...
	4.3.3 Where arrangements are made under section 65Z5 or section 75 of the 2006 Act the board must authorise the arrangement, which must be described as appropriate in the SoRD.

	4.4 Scheme of Reservation and Delegation
	4.4.1 The ICB has agreed a scheme of reservation and delegation (SoRD) which is published in full on the ICB website.
	4.4.2 Only the Board may agree the SoRD and amendments to the SoRD may only be approved by the Board.
	4.4.3 The SoRD sets out:
	a) those functions that are reserved to the board
	b) those functions that have been delegated to an individual or to committees and sub committees
	c) those functions delegated to another body or to be exercised jointly with another body, under section 65Z5 and 65Z6 of the 2006 Act.
	4.4.4 The ICB remains accountable for all of its functions, including those that it has delegated. All those with delegated authority are accountable to the Board for the exercise of their delegated functions.

	4.5 Functions and Decision Map
	4.5.1 The ICB has prepared a Functions and Decision Map which sets out at a high level its key functions and how it exercises them in accordance with the SoRD.
	4.5.2 The Functions and Decision Map is published [INSERT web address]
	4.5.3 The map includes:
	a) Key functions reserved to the Board of the ICB
	b) Commissioning functions delegated to committees and individuals
	c) Commissioning functions delegated under section 65Z5 and 65Z6 of the 2006 Act to be exercised by, or with, another ICB, an NHS trust, NHS foundation trust, local authority, combined authority or any other prescribed body
	d) functions delegated to the ICB (for example, from NHS England).

	4.6 Committees and Sub-Committees
	4.6.1 The ICB may appoint committees and arrange for its functions to be exercised by such committees.  Each committee may appoint sub-committees and arrange for the functions exercisable by the committee to be exercised by those sub-committees.
	4.6.2 All committees and sub-committees are listed in the SoRD.
	4.6.3 Each committee and sub-committee established by the ICB operates under terms of reference agreed by the Board.  All terms of reference are published in the Governance Handbook.
	4.6.4 The Board remains accountable for all functions, including those that it has delegated to committees and subcommittees and therefore, appropriate reporting and assurance arrangements are in place and documented in terms of reference. All committ...
	a) Submit regular decision or assurance reports to the board
	b) Committee Chair to attend Board meetings
	c) Comply with internal audit findings and Committee effectiveness reviews
	d) Comply with any other reporting requirements set out in the Committee Terms of Reference.
	4.6.5 Any committee or sub-committee established in accordance with clause 4.6 may consist of, or include, persons who are not ICB Members or employees.
	4.6.6 All members of committees and sub-committees that exercise the ICB commissioning functions will be approved by the Chair. The Chair will not approve an individual  to such a committee or sub-committee if they consider that the appointment could ...
	4.6.7 All members of committees and sub-committees are required to act in accordance with this constitution, including the standing orders as well as the SFIs and any other relevant ICB policy.
	4.6.8 The following committees will be maintained:
	a) Audit Committee: This committee is accountable to the Board and provides an independent and objective view of the ICB’s compliance with its statutory responsibilities. The committee is responsible for arranging appropriate internal and external aud...
	The Audit Committee will be chaired by an independent non-executive member (other than the Chair of the ICB) who has the qualifications, expertise or experience to enable them to express credible opinions on finance and audit matters.
	b) Remuneration Committee: This committee is accountable to the Board for matters relating to remuneration, fees and other allowances (including pension schemes) for employees and other individuals who provide services to the ICB.
	The Remuneration Committee will be chaired by an independent non-executive member other than the Chair or the Chair of Audit Committee.
	4.6.9 The terms of reference for each of the above committees are published in the governance handbook.
	4.6.10 The Board has also established a number of other committees to assist it with the discharge of its functions. These committees are set out in the SoRD and further information about these committees, including terms of reference, are published i...

	4.7 Delegations made under section 65Z5 of the 2006 Act
	4.7.1 As per 4.3.2 The ICB may arrange for any functions exercisable by it to be exercised by or jointly with any one or more other relevant bodies (another ICB, NHS England, an NHS trust, NHS foundation trust, local authority, combined authority or a...
	4.7.2 All delegations made under these arrangements are set out in the ICB Scheme of Reservation and Delegation and included in the Functions and Decision Map.
	4.7.3 Each delegation made under section 65Z5 of the Act will be set out in a delegation arrangement which sets out the terms of the delegation72. This may, for joint arrangements, include establishing and maintaining a pooled fund.  The power to appr...
	4.7.4 The Board remains accountable for all the ICB’s functions, including those that it has delegated and therefore, appropriate reporting and assurance mechanisms are in place as part of agreeing terms of a delegation and these are detailed in the d...
	4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into strategic or other transformation discussions with its partner organisations on an informal basis.


	5. Procedures for Making Decisions
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	5.1 Standing Orders
	5.1.1 The ICB has agreed a set of standing orders which describe the processes that are employed to undertake its business.  They include procedures for:
	 conducting the business of the ICB
	 the procedures to be followed during meetings, and
	 the process to delegate functions.
	5.1.2 The Standing Orders apply to all committees and sub-committees of the ICB unless specified otherwise in terms of reference which have been agreed by the Board.
	5.1.3 A full copy of the Standing Orders is included in Appendix 2 and form part of this constitution.

	5.2 Standing Financial Instructions (SFIs)
	5.2.1 The ICB has agreed a set of SFIs which include the delegated limits of financial authority set out in the SoRD.
	5.2.2 A copy of the SFIs published within the Governance Handbook.


	6. Arrangements for Conflict of Interest Management and Standards of Business Conduct
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	6.1 Conflicts of Interest
	6.1.1 As required by section 14Z30 of the 2006 Act, the ICB has made arrangements to manage any actual and potential conflicts of interest to ensure that decisions made by the ICB will be taken and seen to be taken without being unduly influenced by e...
	6.1.2 The ICB has agreed policies and procedures for the identification and management of conflicts of interest which are published within the Governance Handbook on the ICB website.
	6.1.3 All Board, committee and sub-committee members, and employees of the ICB, will comply with the ICB policy on conflicts of interest in line with their terms of office and/ or employment.  This will include but not be limited to declaring all inte...
	6.1.4 All delegation arrangements made by the ICB under Section 65Z5 of the 2006 Act will include a requirement for transparent identification and management of interests and any potential conflicts in accordance with suitable policies and procedures ...
	6.1.5 Where an individual, including any individual directly involved with the business or decision-making of the ICB and not otherwise covered by one of the categories above, has an interest, or becomes aware of an interest which could lead to a conf...
	6.1.6 The ICB has appointed the Audit Chair to be the Conflicts of Interest Guardian. In collaboration with the ICB’s governance lead, their role is to:
	a) Act as a conduit for members of the public and members of the partnership who have any concerns with regards to conflicts of interest
	b) Be a safe point of contact for employees or workers to raise any concerns in relation to conflicts of interest
	c) Support the rigorous application of conflict of interest principles and policies
	d) Provide independent advice and judgment to staff and members where there is any doubt about how to apply conflicts of interest policies and principles in an individual situation
	e) Provide advice on minimising the risks of conflicts of interest.

	6.2 Principles
	6.2.1 In discharging its functions the ICB will abide by the following principles:
	a) Decision-making must be concerned with meeting the statutory duties of ICB at all times, including the four aims. Any individual involved in decisions relating to ICB functions must be acting clearly in the interests of the ICB and of the public, r...
	b) ICBs have been created to give statutory NHS providers, local authority and primary medical services (general practice) nominees a role in decision-making. Any individuals undertaking ICB roles or duties will be expected to act in accordance with t...
	c) There should be a clear distinction between those whose input informs decisions, including shaping the ICB’s understanding of how best to meet patients’ needs and deliver care for their populations, and those who are taking decisions
	d) The personal and professional interests of all ICB board members, ICB committee members and ICB staff who are involved in decision taking need to be declared, recorded and managed appropriately in accordance with ICB policy
	e) Actions to mitigate Conflicts of Interests should be proportionate and should seek to preserve the spirit of collective decision-making wherever possible
	f) Where decisions are being taken as part of a formal competitive procurement of services, any individual who is associated with an organisation that has a vested interest in the procurement should recuse themselves from the process
	g) The way conflicts of interest are declared and managed should contribute to a culture of transparency about how decisions are made.

	6.3 Declaring and Registering Interests
	6.3.1 The ICB maintains registers of the interests of:
	a) Members of the ICB
	b) Members of the Board’s committees and sub-committees
	c) Its employees.
	6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest are published on the ICB website.
	6.3.3 All relevant persons as per 6.1.3 and 6.1.5 must declare any conflict or potential conflict of interest relating to decisions to be made in the exercise of the ICB’s commissioning functions.
	6.3.4 Declarations should be made as soon as reasonably practicable after the person becomes aware of the conflict or potential conflict and in any event within 28 days.  This could include interests an individual is pursuing. Interests will also be d...
	6.3.5 All declarations will be entered in the registers as per 6.3.1.
	6.3.6 The ICB will ensure that, as a matter of course, declarations of interest are made and confirmed, or updated at least annually.
	6.3.7 Interests (including gifts and hospitality) of decision-making staff will remain on the public register for a minimum of six months.  In addition, the ICB will retain a record of historic interests and offers/receipt of gifts and hospitality for...
	6.3.8 Activities funded in whole or in part by third parties who may have an interest in ICB business such as sponsored events, posts and research will be managed in accordance with the ICB policy to ensure transparency and that any potential for conf...

	6.4 Standards of Business Conduct
	6.4.1 Board members, employees, committee and sub-committee members of the ICB will at all times comply with this Constitution and be aware of their responsibilities as outlined in it.  They should:
	a) act in good faith and in the interests of the ICB
	b) follow the Seven Principles of Public Life; set out by the Committee on Standards in Public Life (the Nolan Principles)
	c) comply with the ICB Standards of Business Conduct Policy, and any requirements set out in the policy for managing conflicts of interest.
	6.4.2 Individuals contracted to work on behalf of the ICB or otherwise providing services or facilities to the ICB will be made aware of their obligation to declare conflicts or potential conflicts of interest.  This requirement will be written into t...


	7. Arrangements for ensuring Accountability and Transparency
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	7.1
	7.1.1 The ICB will demonstrate its accountability to local people, stakeholders and NHS England in a number of ways, including by upholding the requirement for transparency in accordance with paragraph 11(2) of Schedule 1B to the 2006 Act.
	7.2 Principles
	7.2.1 In discharging our functions the ICB will abide by the following principles:
	a) The ICB is committed to working transparently and openly
	b) The ICB’s constitution and standing orders are consistent with this principle and are published on the ICB website and available for review at an ICB Office
	c) Section 7 of the constitution sets out how the ICB will hold regular public meetings, advertised in advance with publicly available agenda and papers. The public will have the opportunity to ask questions at the meetings and minutes will be  publis...
	d) Section 5 of the constitution sets out the ICB’s approach to decision-making
	e) The ICB will provide regular and accessible updates on its vision, plans and progress against priorities through public meetings and other means of communication, including its website
	f) The ICB will adhere to the constitution in making its decisions. Any perceived conflicts of interest will be addressed according to section 6.
	g) Board members must act in line with the Nolan principles
	h) The ICB will publish an Engagement Strategy which will confirm how the ICB will involve and engage with the public. set out its approach to transparency in greater detail within its Engagement Strategy.

	7.3 Meetings and publications
	7.3.1 Board meetings, and committees composed entirely of board members or which include all board members, will be held in public except where a resolution is agreed to exclude the public on the grounds that it is believed to not be in the public int...
	7.3.2 Papers and minutes of all meetings held in public will be published.
	7.3.3 Annual accounts will be externally audited and published.
	7.3.4 A clear complaints process will be published.
	7.3.5 The ICB will comply with the Freedom of Information Act 2000 and with the Information Commissioner Office requirements regarding the publication of information relating to the ICB.
	7.3.6 Information will be provided to NHS England as required.
	7.3.7 The constitution and governance handbook will be published as well as other key documents including but not limited to:
	 Conflicts of interest Policy and Procedures
	 Registers of interests
	 The Scheme of Reservation and Delegation (SORD)
	 Prime Financial Policies
	 Standing Financial Instructions (SFIs)
	 Functions and Decisions Map
	 Standards of Business Conduct Policy
	 Policy for public involvement and engagement (Communities Strategy)
	 Inequalities Strategy.
	 
	7.3.8 The ICB will publish, with our partner NHS trusts and NHS foundation trusts, a plan at the start of each financial year that sets out how the ICB proposes to exercise its functions during the next five years.  The plan will explain how the ICB p...
	 section 14Z34 (improvement in quality of services)
	 section 14Z35 (reducing inequalities)
	 section 14Z43 (have regard to effect of decisions)
	 section 14Z44 (public involvement and consultation) and
	 sections 223H and 223J (financial duties).
	And
	a) proposed steps to implement the ICP Strategy and Coventry Health and Wellbeing Board and Warwickshire Health and Wellbeing Board’s local health and wellbeing strategies.

	7.4 Scrutiny and Decision Making
	7.4.1 At least three independent non-executive members will be appointed to the board including the Chair; and all of the board and committee members will comply with the Nolan Principles of Public Life and meet the criteria described in the Fit and P...
	7.4.2 Healthcare services will be arranged in a transparent way, and decisions around who provides services will be made in the best interests of patients, taxpayers and the population, in line with the rules set out in the NHS Provider Selection Regime.
	7.4.3 The ICB will comply with the requirements of the NHS Provider Selection Regime including:
	a) Add local arrangements to describe.
	7.4.4 The ICB will comply with local authority health overview and scrutiny requirements.

	7.5 Annual Report
	7.5.1 The ICB will publish an annual report in accordance with any guidance published by NHS England and which sets out how it has discharged its functions and fulfilled its duties in the previous financial year and in particular how it has discharged...
	a) 14Z34 (improvement in quality of services)
	b) 14Z35 (reducing inequalities)
	c) 14z43 (have regard to the effect of decisions)
	d) 14Z44 (public involvement and consultation).
	7.5.2 The annual report will also review the extent to which the ICB has exercised its functions in accordance with the plans published under section:
	a) 14Z50 (Integrated Care System plan), and
	b) 14Z54 (capital resource use plan).
	7.5.3 Review any steps the board has taken to implement any joint health and wellbeing strategy to which it was required to have regard under section 116B(1) of the Local Government and Public Involvement in Health Act 2007.


	8. Arrangements for Determining the Terms and Conditions of Employees.
	8
	8.1
	8.1.1 The ICB may appoint employees, pay them remuneration and allowances as it determines and appoint staff on such terms and conditions as it determines.
	8.1.2 The Board has established a Remuneration Committee which is chaired by a Non-Executive member other than the Chair or Audit Chair.
	8.1.3 The membership of the Remuneration Committee is determined by the Board.  No employees may be a member of the Remuneration Committee but the Board ensures that the Remuneration Committee has access to appropriate advice by:
	a) enabling the Chair of the Committee to invite individuals such as the Chief Executive Officer, Chief Finance Officer, HR Advisor and external advisors to attend all or part of a meeting as and when appropriate. Such attendees will not be eligible t...
	8.1.4 The Board may appoint independent members or advisers to the Remuneration Committee who are not members of the board.
	8.1.5 The main purpose of the Remuneration Committee is to exercise the functions of the ICB regarding remuneration included in paragraphs 18 to 20 of Schedule 1B to the 2006 Act. The terms of reference agreed by the board are published within the Gov...
	8.1.6 The duties of the Remuneration Committee include:
	a) Setting the ICB pay policy and standard terms and conditions including adoption of any pay frameworks for all employees including senior managers/directors (including board members) who are not being paid under a national pay framework
	b) Oversight of executive board member performance
	c) other duties as set out in the terms of reference.
	8.1.7 The ICB may make arrangements for a person to be seconded to serve as a member of the ICB’s staff.

	9. Arrangements for Public Involvement
	9
	9.1
	9.1.1 In line with section 14Z44(2) of the 2006 Act the ICB has made arrangements to secure that individuals to whom services which are, or are to be, provided pursuant to arrangements made by the ICB in the exercise of its functions, and their carers...
	a) the planning of the commissioning arrangements by the Integrated Care Board
	b) the development and consideration of proposals by the ICB
	c) for changes in the commissioning arrangements where the implementation of the proposals would have an impact on the manner in which the services are delivered to the individuals (at the point when the service is received by them), or the range of h...
	d) decisions of the ICB affecting the operation of the commissioning arrangements where the implementation of the decisions would (if made) have such an impact.
	9.1.2 In line with section 14Z52 of the 2006 Act the ICB has made the following arrangements to consult its population on its system plan:
	9.1.3 The ICB has adopted the ten principles set out by NHS England for working with people and communities.
	a) Put the voices of people and communities at the centre of decision-making and governance, at every level of the ICS
	b) Start engagement early when developing plans and feed back to people and communities how it has influenced activities and decisions
	c) Understand your community’s needs, experience and aspirations for health and care, using engagement to find out if change is working
	d) Build relationships with excluded groups – especially those affected by inequalities
	e) Work with Healthwatch and the voluntary, community and social enterprise sector as key partners
	f) Provide clear and accessible public information about vision, plans and progress to build understanding and trust
	g) Use community development approaches that empower people and communities, making connections to social action
	h) Use co-production, insight and engagement to achieve accountable health and care services
	i) Co-produce and redesign services and tackle system priorities in partnership with people and communities
	j) Learn from what works and build on the assets of all partners in the ICS – networks, relationships, activity in local places.
	9.1.4 In addition the ICB has agreed the principles set out in the Communities Strategy.
	9.1.5 These principles will be used when developing and maintaining arrangements for engaging with people and communities.
	9.1.6 These arrangements, include:

	Appendix 1: Definitions of Terms Used in this Constitution
	Appendix 2: Standing Orders
	1. Introduction
	2. Amendment and review
	3. Interpretation, application and compliance
	4. Meetings of the Integrated Care Board
	4.1. Calling Board Meetings
	a) The Chair may call a meeting at any time by giving not less than 14 calendar days’ notice in writing.
	b) One third of the members of the Board may request the Chair to convene a meeting by notice in writing, specifying the matters which they wish to be considered at the meeting. If the Chair refuses, or fails, to call a meeting within seven calendar d...
	c) In emergency situations the Chair may call a meeting with two days’ notice by setting out the reason for the urgency and the decision to be taken.

	4.2. Chair of a meeting
	4.3. Agenda, supporting papers and business to be transacted
	4.4. Petitions
	4.5. Nominated Deputies
	4.6. Virtual attendance at meetings
	4.7. Quorum
	a) Either the Chief Executive Officer or the Chief Finance Officer
	b) Either the Chief Medical Officer or the Chief Nursing Officer
	c) At least one independent member
	d) At least one Partner Member.
	a) No person can act in more than one capacity when determining the quorum
	b) An individual who has been disqualified from participating in a discussion on any matter and/or from voting on any motion by reason of a declaration of a conflict of interest, shall no longer count towards the quorum.

	4.8. Vacancies and defects in appointments
	4.9. Decision making
	a) All members of the Board who are present at the meeting will be eligible to cast one vote each
	b) Absence is defined as being absent at the time of the vote but this does not preclude anyone attending by teleconference or other virtual mechanism from participating in the meeting, including exercising their right to vote if eligible to do so
	c) For the sake of clarity, any additional Participants and Observers (as detailed within paragraph 5.6. of the Constitution) will not have voting rights
	d) A resolution will be passed if more votes are cast for the resolution than against it
	e) If an equal number of votes are cast for and against a resolution, then the Chair (or in their absence, the person presiding over the meeting) will have a second and casting vote
	f) Should a vote be taken, the outcome of the vote, and any dissenting views, must be recorded in the minutes of the meeting.
	Disputes
	Urgent decisions

	4.10. Minutes
	4.11. Admission of public and the press
	5. Suspension of Standing Orders
	6. Use of seal and authorisation of documents.
	a) the Chief Executive Officer
	b) the Chair
	c) the Chief Finance Officer
	a) the Chief Executive Officer
	b) the Chair
	c) the Chief Finance Officer
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	1. Introduction
	1.1 Welcome to the Governance Handbook for Coventry and Warwickshire Integrated Care Board. This is where you can find all of the documents related to the structures, systems and processes we put in place to ensure the proper management of our work.
	1.2 As an organisation we are open and accountable to the population we serve and are committed to putting people at the heart of everything we do. You can find out more about our work with people and communities in our Communities Strategy (a link to...
	1.3 If you want to be part of our decision making for health and care services then we would be delighted to hear from you and there are many different ways you can get involved. The “Functions and Decisions Map” on page xx will show you where all of ...
	1.4 We hope this handbook is a useful tool to find out more about how we do things, but if you have any questions or queries, please visit our website and we’ll be happy to help.

	2. Purpose
	2
	2.1 The purpose of this document is to bring together a range of corporate statutory documents in one place and is described as the NHS Coventry and Warwickshire Integrated Care Board Governance Handbook (the "Handbook").
	2.2 The Handbook is not a legal requirement; however, it supports the ICB’s Constitution and is an approach that will assist the ICB to build a consistent corporate approach and form part of the corporate memory.
	2.3 This handbook is updated annually by the Governance Team, and published on the ICB’s website. Any changes to the content of the handbook will be reviewed by the Audit Committee and recommended for adoption by the ICB’s Board.
	2.4 Patient and Public Engagement
	2.4.1 The ICB shall ensure that while discharging its general duties and functions it shall make arrangements to secure public involvement in planning, development and the decision making of the ICB through established mechanisms as outlined in the IC...

	2.5 Risk Management

	3. Roles and Responsibilities
	3.1. Members of the Board
	3.1.1. 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 ...
	3.1.2. In addition to the information provided below, further information is provided in section 3 of the ICB’s Constitution.
	3.2. Chair of the Board
	3.2.1. The Chair is responsible for:
	 leading the board in setting a vision, strategy and clear objectives for the ICS/ICB in delivering on the four core purposes of the ICS, the triple aim and the body’s regulatory responsibilities.
	 holding the ICS Leader/ICB Chief Executive to account for delivery of the strategy of the ICS/ICB, the plan for the delivery of health services for the population and effective stewardship of public money.
	 working with Local Government partners to establish the Integrated Care Partnership, establishing a strong relationship between the Board and the Partnership, and a dynamic which encourages a strong focus on health and care outcomes for the population.
	 shaping the new ICS Partnership and aligning the work of the ICB, with local government through the ICB.
	 establishing shared strategic priorities within the NHS in partnership with local government to tackle population health challenges and enhance services across health and social care.
	 advocating for and championing diversity, health equality and social justice. Fostering strong partnership arrangements with local government and wider partners to deliver these aims.
	 ensuring the ICS is responsive to people and communities – and that public, patient and carer voices are embedded in all of the ICS’s/ICB’s plans and activities.
	 leading the system through aligning partners in the implementation of the Long Term Plan and the People Plan, overseeing progress against their objectives.
	 overseeing the purposeful arrangements for effective clinical and professional care leadership throughout the ICS.
	 ensuring the NHS plays its part in social and economic development and achieving environmental sustainability, including the Carbon Net Zero commitment.

	3.3. Deputy Chair
	3.3.1.  The Deputy Chair of the Board will undertake the chairmanship and corporate leadership duties of the Chair when the Chair has a conflict of interest or is otherwise unavailable.
	3.3.2. The Deputy Chair will be selected by the Chair from the Non-Executive Members of the Board.
	3.4. Chief Executive Officer
	3.4.1. The principal duties of the role are as follows:
	 leading the organisation to meet population health needs, allocating resources to deliver the plan.
	 working with partner organisations to develop a “one workforce” strategy for effective clinical and professional care leadership across the ICS.
	 leading a system-wide strategy on data and digital, driving joint working on estates, procurement, supply chain and commercial strategies.
	 developing and delivering the plan that embeds patient voice and stakeholder engagement, acting as a leader for diversity, health inequalities and social justice.
	 ensuring the NHS’ full engagement in the ICB social and economic development, environment sustainability and in addressing the wider determinants of health.
	 ensuring relevant services are in place to deliver the four core purposes of Integrated Care Systems and the triple aim.  Facilitating transformation of services and oversee delivery of improved outcomes for the ICS population.
	 fostering a culture of research, innovation,  learning and continuous improvement to support the delivery of high-quality services.
	 alongside the Chair, leading the system in implementation of the Long-Term Plan and People Plan, overseeing progress against objectives.
	 supporting the delivery of the ICS/ICB objectives and regulatory responsibilities by ensuring effective governance, performance management arrangements and controls are implemented.

	3.5. Chief Finance Officer
	3.5.1.  The Chief Finance Officer is responsible for:
	 developing the funding strategy for the ICS to support the board in achieving the four statutory aims of integrated care systems, including consideration of place-based budgets, and making use of benchmarking to make sure that funds are deployed as ...
	 ensure that the ICB meets the financial targets set for it by NHS England and NHS Improvement, including living within the overall revenue and capital allocation, and the administration costs limit.
	 jointly with other system partners, ensuring that the Integrated Care System (ICS) delivers its financial targets.
	 supporting the development and delivery of the long-term plan of the ICB. They will ensure this reflects and integrates the strategies of all relevant partner organisations of the ICS, with a particular focus on developing a shared financial and res...
	 providing financial leadership and influence across the ICS to ensure that opportunities to drive improvements in population outcomes which includes collaborating and providing financial leadership with key partners (across health, care and wider) t...
	 alongside ICB colleagues, working to develop digitally enabled transformation (including financial outcome focused transformation) and the clinical/care elements of a sustainable People Plan for the ICS workforce.

	3.6. Chief Medical Officer
	3.6.1. The principal duties of the role are as follows:
	 accountability jointly with the Chief Nursing Officer for:
	o  all matters relating to the relevant professional colleagues across the clinical and care workforce employed by the ICB.
	o leading on overseeing quality of health services within the ICS including sharing intelligence and working with other key partners and regulators, across and outside of the System, to improve quality of care and outcomes.
	o securing multi-professional clinical and care leadership in delivery of the ICB’s objectives and to form part of the wider network of clinical and care leaders in the region and nationally.
	 to hold an influential executive role and have shared accountability for the development and delivery of the long-term clinical strategy of the ICB, ensuring this reflects and integrates the strategies of all relevant partner organisations within th...
	 to be accountable for providing high quality clinical and professional leadership of the ICB’s activities and for securing professional clinical and care leadership in delivery of the ICB’s objectives.
	 to be designated accountable for statutory and non-statutory functions that the ICB will need to perform as agreed with the Chief Executive Officer.
	 To be responsible for building partnerships and collaborating with provider collaboratives, public health, local government, other partners, and local people to deliver better access, improvements in life outcomes and reductions in health inequity.
	 as an ICB board member, to ensure that population health management, innovation and research supports continuous improvements in health and well-being, including digitally enabled clinical transformation, and the clinical and care elements of a sust...
	 to influence and work collaboratively with key partners as part of the wider System  to create opportunities to make sustainable long-term improvements to population health.

	3.7. Chief Nursing Officer
	3.7.1. The principal duties of the role are as follows:
	 accountability jointly with the Chief Medical Officer for:
	o all matters relating to the relevant professional colleagues across the clinical and care workforce employed by the ICB;
	o leading on overseeing quality of health services within the ICS including sharing intelligence and working with other key partners and regulators, across and outside of the System, to improve quality of care and outcomes;
	o securing multi-professional clinical and care leadership in delivery of the ICB’s objectives and to form part of the wider network of clinical and care leaders in the region and nationally;
	 to hold an influential executive role and shared accountability for the development and delivery of the long-term clinical strategy of the ICB, ensuring this reflects and integrates the strategies of all relevant partner organisations within the ICS.
	 to be accountable for providing high quality clinical and professional leadership of the ICB’s activities and for securing professional clinical and care leadership in delivery of the ICB’s objectives.
	 to be designated accountable for statutory and non-statutory functions that the ICB will need to perform as agreed with the Chief Executive Officer.
	 to be responsible for building partnerships and collaborating with provider collaboratives, public health, local government, other partners, and local people to deliver better access, improvements in life outcomes and reductions in health inequity.
	 as an ICB board member, ensure that population health management, innovation and research support continuous improvements in patient services including digitally enabled clinical and care transformation and the clinical and care elements of a sustai...
	 to influence and work collaboratively with key partners as part of the wider System  to create opportunities to make sustainable long-term improvements to population health.

	3.8.  Chief Transformation Officer
	3.8.1. To be added
	3.9. Partner Members
	3.9.1. Working alongside the Chair, other non-executives, executive directors and other partner members and as equal members of a unitary board, the purpose of these roles is as follows:
	 Taking collective responsibility for developing and implementing the strategy for the ICB that delivers excellent outcomes for the population ensuring that the four statutory aims are delivered:
	o improve outcomes in population health and healthcare.
	o tackle inequalities in outcomes, experience and access.
	o enhance productivity and value for money.
	o help the NHS support broader social and economic development.
	 Holding collective responsibility with the other members of the Board to ensure corporate accountability for the performance of the ICB as part of the wider ICS, including developing and maintaining a positive working relationship with the Integrate...
	 Working together with other Board members to ensure their behaviours:
	o create the conditions for success.
	o promote open and transparent decision making.
	o constructively and respectfully challenge.
	 Setting the standards and promoting values based leadership in all interactions with stakeholders, partners and colleagues. Member partners will have an impartial focus, providing an external view of the ICB according to their skills and expertise.

	3.10. Independent Non-Executive Members
	3.10.1. The principal duties of the role are as follows:
	 Bringing independent and respectful challenge to the plans, aims and priorities of the ICB.
	 Promoting open and transparent decision-making that facilitates consensus aimed to deliver exceptional outcomes for the population.
	 Setting the vision, strategy and clear objectives for the ICB in delivering on the four core purposes of the ICS, the triple aim of improved population health, quality of care and cost-control.
	 Aligning partners in transforming the Long Term Plan and the People Plan into real progress.
	 Promoting dialogue and consensus with local government and broader partners, to ensure effective joint planning and delivery for system working and mutual accountability.
	 Supporting the success of the ICP in establishing shared strategic priorities within the NHS, in partnership with local government, to tackle population health challenges and enhance services across health and social care.
	 Advocating diversity, health equality and social justice to close the gap on health inequalities and achieve the service changes that are needed to improve population health.
	 Ensuring the ICB is responsive to people and communities and that public, patient and carer voices are embedded in all of the ICB’s plans and activities.
	 Oversight of purposeful arrangements for effective leadership of clinical and professional care throughout the ICB and the ICS.
	 Ensuring the NHS plays its part in social and economic development and achieving environmental sustainability, including the Carbon Net Zero commitment.
	 Providing visible leadership in developing a healthy and inclusive culture for the organisation..
	In addition to these duties:
	 one Non-Executive Member will also perform the role of the Chair of the Audit Committee, the role of which is to seek assurance that financial reporting and internal control principles are applied, to maintain an appropriate relationship with the au...
	 one Non-Executive Member will also perform the role of the Chair of the Remuneration Committee, which is accountable to the Board for matters relating to remuneration, fees and other allowances (including pension schemes) for employees and other ind...
	 one Non-Executive Member will also perform the role of the Lead for inequalities, whose role is to work across the committees and is accountable to the Board to ensure addressing inequalities is central and not peripheral to decisions made by the ICB.

	4. Decisions and Functions Map
	5. Delegation of statutory function
	5.1. There is no delegation of statutory function as of 1 July 2022.
	6. Scheme of Reservation and Delegation
	7. Governance Structure
	Clinical Executive
	8. Terms of Reference Review Log for Committees
	9. Terms of Reference for Committees
	10. Terms of Reference for Individual Funding Request Panel Individual Funding Request and Review Panel
	11. Terms of Reference for Non-Executive Remuneration Panel
	12. Prime Financial Policies
	1 Introduction
	1.1 General
	1.1.1 These prime financial policies and supporting detailed financial policies shall have effect as if incorporated into the ICB’s  constitution.
	1.1.2 The prime financial policies are part of the ICB’s control environment for managing the organisation’s financial affairs. They contribute to good corporate governance, internal control and managing risks. They enable sound administration, lessen...
	1.1.3 In support of these prime financial policies, the ICB has prepared more detailed policies, approved by the Board known as detailed financial policies. The ICB refers to these prime and detailed financial policies together as the Integrated Care ...
	1.1.4 These prime financial policies identify the financial responsibilities which apply to everyone working for the ICB or operating on behalf of it. They do not provide detailed procedural advice and should be read in conjunction with the detailed f...
	1.1.5 A list of the  ICB’s detailed financial policies will be published and maintained on the  ICB’s website. Alternatively, a paper copy can be requested by contacting the Chief Finance Officer at the ICB’s headquarter address.
	1.1.6 Should any difficulties arise regarding the interpretation or application of any of the prime financial policies then the advice of the Chief Finance Officer must be sought before acting. The user of these prime financial policies should also be...
	1.1.7 Failure to comply with prime financial policies and standing orders can in certain circumstances be regarded as a disciplinary matter that could result in dismissal.
	1.2 Overriding Prime Financial Policies
	1.2.1 If, for any reason these prime financial policies are not complied with, full details of the non-compliance and any justification for non-compliance and the circumstances around the non-compliance shall be reported to the next formal meeting of ...
	1.3 Responsibilities and Delegation
	1.3.1 The roles and responsibilities of  ICB’s members, employees, members of the Board, members of the Board’s committees and sub-committees, members of the ICB’s committee and sub-committee (if any) and persons working on behalf of the ICB are set o...
	1.3.2 The financial decisions delegated by members of the ICB are set out in the ICB’s Constitution.
	1.4 Contractors and their Employees
	1.4.1 Any contractor or employee of a contractor who is empowered by the ICB to commit the ICB to expenditure or who is authorised to obtain income shall be covered by these instructions. It is the responsibility of the Chief Executive Officer to ensu...
	1.5 Amendment of Prime Financial Policies
	1.5.1 To ensure that these prime financial policies remain up-to-date and relevant, the Chief Finance Officer will review them at least annually.
	1.5.2 Following consultation with the Chief Executive Officer and scrutiny by the Board’s Audit Committee, the Chief Executive Officer will recommend amendments, as fitting, to the Audit Committee who will endorse any amendments for Board’s approval.
	1.5.3 As these prime financial policies are an integral part of the  ICB’s constitution, any amendment will not come into force until the ICB applies to NHS England and Improvement and that application is granted.
	2 Internal Control
	2.1 The Board is required to establish an Audit Committee with terms of reference agreed by the Board (see Appendix 2 of the ICB’s constitution for further information).
	2.2 The Chief Executive Officer has overall responsibility for the ICB’s systems of internal control.
	2.3 The Chief Finance Officer will ensure that:
	POLICY – The ICB will put in place a suitable control environment and effective internal controls that provide reasonable assurance of effective and efficient operations, financial stewardship, probity and compliance with laws and policies.
	3 Audit
	3.1 The Chief Finance Officer and the  ICB’s internal auditor will have direct and unrestricted access to Audit Committee members and the Chair of the Board and the Chief Executive Officer for any significant issues arising from audit work that manage...
	3.2 The Chief Finance Officer and the ICB’s external auditor will have access to the Audit Committee and the Chief Executive Officer to review audit issues as appropriate. All Audit Committee members, the Chair of the Board and the Chief Executive Off...
	3.3 The Chief Finance Officer will ensure that:
	3.4 Role of Internal Audit
	3.4.1 Internal Audit shall independently review, appraise and report upon:
	3.5 External Audit
	POLICY – The ICB will keep an effective and independent internal audit function and fully comply with the requirements of external audit and other statutory reviews.
	3.5.1 The external auditor is appointed and paid for by the ICB. The Audit Committee must ensure a cost-efficient service. If there are any problems relating to the service provided by the external auditor, then these should be raised with the externa...
	4 Fraud and Corruption
	4.1 The Board’s Audit Committee will satisfy itself that the ICB has adequate arrangements in place for countering fraud and shall review the outcomes of counter fraud work. It shall also approve the counter fraud work programme.
	4.2 The Board’s Audit Committee will ensure that the ICB has arrangements in place to work effectively with NHS Protect.
	4.3 The Board shall nominate a suitable person to carry out the duties of the Local Counter Fraud Specialist as specified by the DH Fraud and Corruption Manual.
	4.4 The Board shall ensure that its members and, as far as reasonably practicable, the ICB as a whole conduct all business with due consideration of general duties and obligations arising from the Bribery Act 2010.
	4.5 The Local Counter Fraud Specialist will provide a written report, at least annually, on counter fraud work within the ICB.
	4.6 The Local Counter Fraud Specialist will report to the Chief Finance Officer.
	4.7 Security Management:
	5 Expenditure Control
	5.1 The ICB is required by statutory provisions to ensure that its expenditure does not exceed the aggregate of allocations from NHS England and any other sums it has received and is legally allowed to spend.
	5.2 The Chief Executive Officer has overall executive responsibility for ensuring that the ICB complies with its statutory obligations, including its financial and accounting obligations, and that it exercises its functions effectively, efficiently an...
	POLICY – The ICB requires all staff to always act honestly and with integrity to safeguard the public resources they are responsible for. The ICB will not tolerate any fraud perpetrated against it and will actively chase any loss suffered.
	5.3 The Chief Finance Officer will:
	6 Allocations
	6.1 The ICB’s Chief Finance Officer will:
	7 Commissioning, Strategy, Budgets, Budgetary Control and Monitoring
	7.1 The Chief Executive Officer will compile and submit to the Board an ICB strategy which takes into account financial targets and forecast limits of available resources.
	7.2 The Board will approve consultation arrangements for the ICB’s five year plan which sets out how the ICB will discharge its duties as set out in 7.3.8 of the Constitution and the proposed steps it will take to implement the ICP Strategy and Covent...
	7.3 Prior to the start of the financial year the Chief Finance Officer will, on behalf of the Chief Executive Officer, prepare and submit budgets for approval by Board.
	7.4 The Chief Finance Officer shall monitor financial performance against budget and plan, periodically review them, and report to the Board. This report should include explanations for variances. These variances must be based on any significant depar...
	POLICY – The ICB will produce and publish an annual commissioning plan that explains how it proposes to discharge its financial duties. The ICB will support this with comprehensive medium term financial plans and annual budgets.
	7.5 The Chief Executive Officer is responsible for ensuring that information relating to the ICB’s accounts or to its income or expenditure, or its use of resources is provided to NHS England and Improvement as requested.
	8 Annual Accounts and Reports
	8.1 The Chief Finance Officer will ensure the ICB:
	9 Information Technology
	9.1 The Chief Finance Officer is responsible for the accuracy and security of the ICB’s computerised financial data and shall:
	POLICY – The ICB will produce and submit to NHS England accounts and reports in accordance with all statutory obligations, relevant accounting standards and accounting best practice in the form and content and at the time required by NHS England.
	POLICY – The ICB will ensure the accuracy and security of its computerised financial data.
	9.2 In addition, the Chief Finance Officer shall ensure that new financial systems and amendments to current financial systems are developed in a controlled manner and thoroughly tested prior to implementation. Where this is undertaken by another orga...
	10 Accounting Systems
	10.1 The Chief Finance Officer will ensure:
	10.2 Where another health organisation or any other agency provides a computer service for financial applications, the Chief Finance Officer shall periodically seek assurances that adequate controls are in operation.
	11 Bank Accounts
	11.1 The Chief Finance Officer will:
	POLICY – The ICB will run an accounting system that creates management and financial accounts.
	POLICY – The ICB will keep enough liquidity to meet its current commitments.
	11.2 The Board shall approve the banking arrangements.
	12 Income, Fees and Charges and Security of Cash, Cheques and Other Negotiable Instruments
	12.1 The Chief Finance Officer is responsible for:
	13 Tendering and Contracting Procedure
	13.1 The ICB shall ensure that the firms/individuals invited to tender (and where appropriate, quote) are among those on approved lists or where necessary a framework agreement. Where in the opinion of the Chief Finance Officer, it is desirable to see...
	POLICY – the ICB will:
	POLICY – The ICB will:
	13.2 The Board may only negotiate contracts on behalf of the CB, and the ICB may only enter into contracts, within the statutory framework set up by the 2006 Act, as amended by the 2012 Act. Such contracts shall comply with:
	13.3 In all contracts entered into, the ICB shall endeavour to obtain best value for money. The Chief Executive Officer shall nominate an individual who shall oversee and manage each contract on behalf of the ICB.
	14 Commissioning
	14.1 The ICB will coordinate its work with NHS England and Improvement, other clinical commissioning groups, local providers of services, local authority, including through Health & Wellbeing Boards, patients and their carers and the voluntary sector ...
	14.2 The Chief Executive Officer will establish arrangements to ensure that regular reports are provided to the Finance and Performance Committee detailing actual and forecast expenditure and activity for each contract.
	14.3 The Chief Finance Officer will maintain a system of financial monitoring to ensure the effective accounting of expenditure under contracts. This should provide a suitable audit trail for all payments made under the contracts whilst maintaining pa...
	15 Risk Management
	15.1 The Chief Executive Officer shall ensure that the ICB has a programme of assurance management, in accordance with current Department of Health assurance framework requirements, which must be approved and monitored by the Board.
	POLICY –Working in partnership with relevant national and local stakeholders, the ICB will commission certain health services to meet the reasonable requirements of the persons for whom it has responsibility.
	POLICY –Working in partnership with relevant national and local stakeholders, the ICB will commission certain health services to meet the reasonable requirements of the persons for whom it has responsibility.
	POLICY – The ICB will put arrangements in place for evaluation and management of its risks.
	15.2 The programme of risk management shall include:
	15.3 The existence, integration and evaluation of the above elements will assist in providing a basis to make a statement on the effectiveness of Internal Control within the Annual Report and Accounts as required by current Department of Health guidance.
	15.4 Details of the processes and responsibilities relating to the management of risk and assurance including processes to populate and score risks are set out in the ICB’s Risk Policy and Strategy which is available on the ICB’s website or upon reque...
	16  Payroll
	16.1 The Chief Finance Officer will ensure that the payroll service selected:
	16.2 In addition the Chief Finance Officer shall set out comprehensive procedures for the effective processing of payroll.
	17 Non-pay Expenditure
	POLICY – The ICB will put arrangements in place for an effective payroll service.
	POLICY – The ICB will seek to obtain the best value for money goods and services received.
	17.1 The Board will approve the level of non-pay expenditure on an annual basis. Delegated financial limits for non-pay expenditure will be determined by the Chief Finance Officer and reviewed annually and approved by the Audit Committee.
	17.2 The Chief Executive Officer shall set out procedures on the seeking of professional advice regarding the supply of goods and services.
	17.3 The Chief Finance Officer will:
	17.4 Joint Finance Arrangements with Local Authorities and Voluntary Bodies.
	Payments to local authorities and voluntary organisations made under the powers of Sections 256 and 257 of the NHS Act 2006 shall comply with procedures laid down by the Chief Finance Officer which shall be in accordance with these Acts and the 2000 D...
	18 Capital Investment, Fixed Asset Registers and Security of Assets
	18.1 The Chief Executive Officer will:
	18.2 The Chief Finance Officer will prepare detailed procedures for the disposals of assets.
	POLICY – The ICB will put arrangements in place to manage capital investment, maintain an asset register recording fixed assets and put in place polices to secure the safe storage of the ICB’s fixed assets.
	19 Retention of Records
	19.1 The Chief Executive Officer shall:
	20 Trust Funds and Trustees
	20.1 The Chief Finance Officer shall ensure that each trust fund which the ICB is responsible for managing is managed appropriately with regard to its purpose and to its requirements.
	21 Acceptance of Gifts by Staff and Link to Standards of Business Conduct
	21.1 The Chief Finance Officer shall ensure that all staff are made aware of ICB policy on acceptance of gifts and other benefits in kind by staff (see Managing Conflicts of Interest Policy, Appendix x of the Governance Handbook).
	21.2 Details of all hospitality received by staff shall be entered in a register maintained by the Director of Corporate Affairs.
	22 Commissioning Support Service
	22.1 The Chief Finance Officer will be responsible for ensuring a comprehensive Service Level Agreement is in place for services provided by any selected Commissioning Support Service.
	22.2 The Chief Finance Officer will endeavour to ensure that the contract for such services represents value for money.
	22.3 The Chief Finance Officer will ensure the Board can be assured as to the accuracy and quality of services delivered by any selected Commissioning Support Service.
	POLICY – The ICB will put arrangements in place to retain all records in accordance with NHS Code of Practice Records Management 2006 and other relevant notified guidance.
	POLICY – The ICB will put arrangements in place to provide for the appointment of trustees if the ICB holds property on trust.
	13. Standing Financial Instructions (Detailed)
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	Appendix 2: The Nolan Principles of Public Life
	These principles apply to all aspects of public life. The ICB has set them out here for the benefit of all who serve the public in any way.
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	Standards of Business Conduct Policy
	Contents
	1. Standards of Business Conduct
	1.1 Employees of the NHS Coventry and Warwickshire Integrated Care Board (‘the ICB’) and members of the ICB Board (‘the Board’) and its Committees, Sub-Committees, and Joint Committees will at all times comply with the ICB’s Constitution and be aware ...
	11 act in good faith and in the interests of the ICB;
	12 follow the Seven Principles of Public Life, set out by the Committee on Standards in Public Life (the Nolan Principles - Appendix 2);
	13 comply with the standards set out in the Professional Standards Authority guidance (Standards for Members of NHS Boards and Clinical Commissioning Group Governing Bodies in England) the relevant Standards as issued by NHS England; and
	14 comply with the CCG’s Standards Of Business Conduct, including the requirements set out in the policy for managing conflicts of interest. This policy will be available on the ICB’s website and is outlined in Appendix 5 of this Handbook. Alternative...
	1.2 Individuals contracted to work on behalf of the ICB or otherwise providing services or facilities to the ICB will be made aware of their obligation with regard to declaring conflicts or potential conflicts of interest. This requirement will be wri...
	2. Conflicts of Interest
	2.1 As required by section 14O of the 2006 Act, (as amended by the Health and Social Care Act 2012 and the Health and Care Act 2022 and know hereafter as the ‘2006 Act’) the ICB will make arrangements to manage conflicts and potential conflicts of int...
	2.2 Employees of the ICB and members of the Board and its Committees, Sub-Committees, and Joint Committees will comply with the ICB policy on conflicts of interest.  Where an individual, including any individual directly involved with the business or ...
	2.3 For these purposes, a conflict of interest occurs when there is the possibility that a person’s judgement may be influenced by a secondary interest they hold. Such conflict may arise from:
	2.4 If in doubt, the individual concerned should assume that a potential conflict of interest exists.
	2.5 Declaring and Registering Interests
	2.5.1 The ICB will maintain a Register of Interests of:
	a) Employees;
	b) Committee and Sub-Committee members of the ICB; and
	c) Members of the Board (and its Committees, Sub-Committees, and Joint Committees).
	2.5.2 The ICB will, as a minimum, publish the registers of conflicts of interest and gifts and hospitality of decision making staff at least annually on the ICB website and make them available at our headquarters upon request.
	2.5.3  All individuals covered by the ICB’s Managing Conflicts of Interest and Gifts, Hospitality and Sponsorship Policy must declare any interests. Declarations of interest must be made as soon as reasonably practicable and by law within 28 days afte...
	2.6 Managing Conflicts of Interest: general
	a) Act as a conduit for GP practice staff, members of the public and healthcare professionals who have any concerns with regards to conflicts of interest;
	b) Be a safe point of contact for employees or workers of the ICB to raise any concerns in relation to conflicts of interest;
	c) Support the rigorous application of conflict of interest principles and policies;
	d) Provide independent advice and judgment to staff and members of the Board and its Committees, Sub-Committees and Joint Committees where there is any doubt about how to apply conflicts of interest policies and principles in an individual situation
	e) Provide advice on minimising the risks of conflicts of interest.
	a) has not been declared, either in the register or orally, they will declare this at the start of the meeting;
	b) has previously been declared, in relation to the scheduled or likely business of the meeting, the individual concerned will bring this to the attention of the chair of the meeting, together with details of arrangements which have been confirmed for...
	The Chair of the meeting will then determine how this should be managed and inform the member of their decision. Where no arrangements have been confirmed, the chair of the meeting may require the individual to withdraw from the meeting or part of it....
	2.6.4  Where the chair of any meeting of the ICB, including Board and its Committees,  and Joint Committees, has a personal interest, previously declared or otherwise, in relation to the scheduled or likely business of the meeting, they must make a de...
	2.6.5 Where no arrangements have been confirmed, the Deputy Chair may require the chair to withdraw from the meeting or part of it. Where there is no Deputy Chair, the Members of the meeting will select one.
	2.6.6 Any declarations of interests, and arrangements agreed in any meeting of the ICB, the Board of its Committees, sub-Committees, or Joint Committees will be recorded in the minutes.
	2.6.7 Where more than fifty per cent (50%) of the Members of a meeting are required to withdraw from a meeting or part of it, owing to the arrangements agreed for the management of conflicts of interests or potential conflicts of interests, the Chair ...
	2.6.8 In making this decision the Chair will consider whether the meeting is quorate, in accordance with the number and balance of membership set out in the standing orders and/or terms of reference for the meeting in question. Where the meeting is no...
	This may include:
	Where the initial responsibility for the decision does not rest with the Board, consider:
	Where the initial decision rests with the Board, consider:
	2.7 Managing Conflicts of Interest: contractors and people who provide services to the ICB
	2.7.1 Anyone seeking information in relation to a procurement, or participating in a procurement, or otherwise engaging with the ICB in relation to the potential provision of services or facilities to the ICB, will be required to make a declaration of...
	2.7.2 Anyone contracted to provide services or facilities directly to the ICB will be subject to the same provisions of the ICB’s Constitution in relation to managing conflicts of interests. This requirement will be set out in the contract for their s...
	2.8 Transparency in Procuring Services
	2.8.3 Copies of this Procurement Strategy will be available on the ICB’s website. Alternatively, interested persons will be able to obtain a hard copy upon application to the ICB’s headquarters.
	2.8.4 The ICB will maintain a Register of Procurement Decisions taken, either for the procurement of a new service or any extension or material variation of a current contract. This will include:
	2.8.5 The “Register of Procurement Decisions” will be updated whenever a procurement decision is taken. The Register of Procurement Decisions is available for public inspection on written request. The register is published on the ICB’s website. The re...
	3. The ICB as Employer
	3.1 The ICB recognises that its most valuable asset is its people. It will seek to enhance their skills and experience and is committed to their development in all ways relevant to the work of the ICB.
	3.2 The ICB will seek to set an example of best practice as an employer and is committed to offering all staff equality of opportunity. It will ensure that its employment practices are designed to promote diversity and to treat all individuals equally.
	3.3 The ICB will ensure that it employs suitably qualified and experienced staff who will discharge their responsibilities in accordance with the high standards expected of staff employed by the ICB. All staff will be made aware of the ICB’s Constitut...
	3.4 The ICB will maintain and publish policies and procedures (as appropriate) on the recruitment and remuneration of staff to ensure it can recruit, retain and develop staff of an appropriate calibre. The ICB will also maintain and publish policies o...
	3.5 The ICB will ensure that its rules for recruitment and management of staff provide for the appointment and advancement on merit on the basis of equal opportunity for all applicants and staff.
	3.6 The ICB will ensure that employees' behaviour reflects the values, aims and principles set out above.
	3.7 The ICB will ensure that it complies with all aspects of employment law.
	3.8 The ICB will ensure that its employees have access to such expert advice and training opportunities as they may require in order to carry out their responsibilities effectively.
	3.9 The ICB will adopt a Code of Conduct 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.
	3.10 A copy of this Code of Conduct is detailed within the ICB’s Dignity at Work policy and will be available on the ICB’s website. Alternatively, interested persons will be able to obtain a hard copy upon application to the ICB’s headquarters.
	3.11 The ICB recognises and confirms that nothing in or referred to in the ICB’s Constitution or Governance Handbook (including in relation to the issue of any press release or other public statement or disclosure) will prevent or inhibit the making o...
	4. Appointment and Remuneration Staff
	4.1 The ICB may appoint such persons to be employees of the ICB as it considers appropriate. The ICB must:
	a) employ its employees on such terms and conditions as the ICB considers appropriate; and
	b) pay its employees, remuneration and travelling or other allowances as determined by the Board.
	4.2 The ICB may, for or in respect of such of its employees as it may determine, make arrangements for providing pensions, allowances or gratuities. Such arrangements may include the establishment and administration, by the ICB or another party, or on...
	4.3 The arrangements described at paragraph 4.1 above include arrangements for the provision of pensions, allowances or gratuities by way of compensation to or in respect of employees who suffer loss of office or employment or loss or diminution of em...
	4.4 In settling remuneration levels, pension arrangements, allowances, gratuities and any other payments for ICB employees, the ICB will need to have regard to any national directives and agreements including those set out within the NHS Agenda for Ch...
	5. Remuneration of the Board
	5.1 The ICB will pay members of the Board such remuneration and travelling or other allowances, pensions and/or gratuities as it considers appropriate.
	5.2 The arrangements described at paragraph 5.1 above may include the establishment and administration, by the ICB or another party, of one or more pension schemes of which the members of the Board may become members.
	5.3 The arrangements described at paragraph 5.1 include arrangements for the provision of pensions, allowances or gratuities by way of compensation to or in respect of any members of the Board who suffer loss or diminution of emoluments.
	5.4 For the avoidance of doubt, the ICB may make arrangements for the provision of pensions for employees in accordance with paragraph 4.2 and such employees shall not also be entitled to become members of any pension scheme established pursuant to pa...
	6. Chief Executive
	6.1 The ICB must have Chief Executive.
	6.2 The Chief Executive appointment process is subject to requirements set out by NHS England and the process will include a ICB panel convened by the Chair.  The appointment is subject to formal ratification by NHS England following selection and nom...
	6.3 The ICB may, for or in respect of its Executive, make arrangements for providing remuneration and travelling or other allowances, pensions, allowances or gratuities, including arrangements for the provision of pensions, allowances or gratuities by...
	7. Chief Finance Officer
	7.1 The ICB must have a Chief Finance Officer.
	7.2 The Chief Finance Officer is to be appointed by a panel convened by the Chief Executive.
	7.3 The ICB may, for or in respect of its Chief Finance Officer, make arrangements for providing remuneration and travelling or other allowances, pensions, allowances or gratuities, including arrangements for the provision of pensions, allowances or g...
	Additional Powers in Respect of Payment of Allowances
	7.4 The ICB may pay such travelling or other allowances as it considers appropriate to Members of any Committee or sub-Committee or Joint Committee of the Board.
	8. Transparency
	8.1 The ICB will adhere to principles of transparency and accountability as set out in the Constitution.
	8.2 The ICB will publish annually an annual report and a present the ICB’s annual report at a public meeting. Additionally, these documents will be made available to the public by publishing on the ICB website, making copies available to HealthWatch a...
	8.3 Key communications issued by the ICB including the notices of procurements, public consultations, public Board meeting dates, times, venues and certain papers will be published on the ICB’s website.
	8.4 The ICB may use other means of communication, including circulating information by post or making information available in venues or service accessible to the public.
	8.5.1  The ICB’s Constitution is informed by a number of documents which approve further details on how the ICB will operate. These are the ICB’s:
	a) Standing Orders which set out the arrangements for meetings and the appointment process to elect the ICB’s representatives and appoint to the ICB’s committees, linking to the Board (detailed in the ICB’s Constitution);
	b) Scheme of reservation and delegation which sets out those decisions that are reserved for the membership as a whole and those decisions that are the responsibilities of the ICB’s Board, the Board’s Committees, sub-Committees and Joint Committees an...
	c) Prime financial policies which set out the arrangements for managing the ICB’s financial affairs (detailed in section 7 of the Governance Handbook).
	9. Confidentiality
	9.1 The expression “Confidential Information” as used in this policy means any information which any individual may have or have acquired in relation to the ICB or a partner organisation and is in addition to any statutory, professional or other duty ...
	9.2 Confidential Information excludes information that was not provided when subject to any duty of confidence and which has become public knowledge other than as a direct or indirect result of a breach of this confidentiality provision.
	9.3 Each individual shall at all times use best endeavours to keep confidential any Confidential Information and shall not use or disclose Confidential Information except as required by law or regulation.
	No individual shall make or permit or authorise the making of any press release or other public statement or disclosure concerning any commissioning aspect of the ICB or any partner organisations without the prior written consent of the Board.
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	5. What are Conflicts of Interest?
	Partner Members of the Board and committees of the  ICB, are required to declare details of their roles and responsibilities held within their partner organisations.
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	Appendix 1 - Declarations of Interests Template
	The information submitted will be held by the ICB for personnel or other reasons specified on this form and to comply with the organisation’s policies. This information may be held in both manual and electronic form in accordance with the Data Protect...
	I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to the ICB as soon as practicable and no later than 28 days after the interest arises. I am aware that if I do...
	Individuals should be aware that the information provided in this form will be added to the ICB’s registers which are held in hardcopy for inspection by the public and published on the ICB’s website.  Individuals must make any third party whose person...
	Appendix 2 – Register of Interests Template
	Appendix 3 – Declaration of Gifts and Hospitality Form Template
	The information submitted will be held by the ICB for personnel or other reasons specified on this form and to comply with the organisation’s policies. This information may be held in both manual and electronic form in accordance with the Data Protect...
	I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to the ICB as soon as practicable and no later than 28 days after the interest arises. I am aware that if I do...
	Individuals should be aware that the information provided in this form will be added to the ICB’s registers which are held in hardcopy for inspection by the public and published on the ICB’s website.  Individuals must make any third party whose person...
	I do / do not (delete as applicable) give my consent for this information to published on registers that the ICB holds. If consent is not given please give reasons:
	Signed:          Date:
	Signed:    Position:     Date:
	(Line Manager or a Senior ICB Manager)
	Please return to Email address to be added once created for ICB
	Appendix 4 – Register of Gifts and Hospitality Template
	Appendix 5 – Declaration of Interest Checklist for Meeting Chairs
	Under the 2006 Act, there is a legal obligation to manage conflicts of interest appropriately. It is essential that declarations of interest and actions arising from the declarations are recorded formally and consistently across all ICB’s Board and co...
	Declarations of Interest at Meetings
	Appendix 6 – Procurement Checklist Template
	To the best of my knowledge and belief, the above information is complete and correct. I undertake to update as necessary the information.
	Signed:
	On behalf of:
	Date:
	Please return to Email address to be added once created for ICB
	Appendix 7 – Register of Procurement Decisions Template
	Appendix 8 – Declarations of Interests Form for Bidders/Contractors
	Declaration of conflict of interests for bidders/contractors (part 1)
	To the best of my knowledge and belief, the above information is complete and correct. I undertake to update as necessary the information.
	Signed:
	On behalf of:
	Date:
	To the best of my knowledge and belief, the above information is complete and correct. I undertake to update as necessary the information.
	Signed:
	On behalf of:
	Date:
	Appendix 7: Risk Management Policy
	Appendix 8: Use of Seal and Authorisation of Documents
	NHS Coventry and Warwickshire Integrated Care Board, Westgate House, Market St, Warwick CV34 4DE. (There is no provision for petitions to be accepted by the Chair in person).
	Or email to email address to be added




