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Foreword 

As an emerging Integrated Care System (ICS), we set an ambitious vision in January 2020 to 
change the way we collectively understand our population and manage our resources for 
population health, putting positive outcomes for citizens at front and centre. Since then, we have 
been working to lay the foundations and begin to build our capability and capacity as a system to 
embed a population health management approach at every level – from neighbourhood to Place, 
from Care Collaborative to system. 

The COVID-19 global pandemic demonstrated the urgency of this work. In the face of a public 
health emergency, we quickly learnt to work together and share data in a way we hadn't before to 
ensure that our COVID response was targeted and effective. The pandemic highlighted and 
increased inequalities in health outcomes and has rightly driven this up our agenda as a top priority 
for our ICS. Now more than ever we need robust, actionable insights about the needs of our whole 
population, and to work together proactively and innovatively to design care around those needs 
and reach out to those not able to access services, or experiencing inequalities in health care 
experience and outcomes. We need a population health management approach to shape proactive 
and anticipatory care, to inform prevention strategies, to target our resources and to better 
understand areas of pressure and risk. 

Leaders in Coventry and Warwickshire health and care system recognise that we need to start to 
change the way we plan, design and deliver health and care, and that this is about more than a 
traditional focus on care pathways. Our vision for population health has profile and traction across 
the ICS, and encompasses the wider determinants of health, health behaviours and lifestyles, and 
the communities we live in and with. Our population health management (PHM) capabilities will 
enable us to understand our population and plan our health and care provision through that lens. 

Over the past year, as we have taken part in the national PHM Development Programme, we have 
taken great strides forward in learning about what PHM looks like in practice and what it will take to 
make this our way of working in Coventry and Warwickshire. We have collaborated in new ways, 
begun to build new relationships right across the system, and have been given a glimpse of the 
impact that PHM could have on our population. Taking time out to do this in the midst of all the 
operational challenges of COVID escalation and recovery planning has not been easy, but 
feedback from senior leaders has confirmed that this has been the right thing to do. We have a real 
opportunity now to build on that activity and make this a change that lasts. 

Our ICS Vision states: “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”. If 
we are to genuinely take this whole population, whole person, whole life approach and shift to 
more proactive and preventative approaches, this must be underpinned by a commitment to 
embed PHM as ‘business as usual’ across each level of our Integrated Care System. This 
Roadmap sets out how we will do just that over the next five years. 

 Angela Brady,  
Chief Medical Officer, 
Coventry and Warwickshire 
ICB  

Phil Johns 
Chief Executive,  
Coventry and Warwickshire 
ICB  

Danielle Oum 
Chair,  
Coventry and Warwickshire 
ICS  
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Population Health Management – What is it and why is it important? 

Explaining PHM 

Population Health Management (PHM) improves population health through data-driven planning 
and delivery of proactive care, to achieve maximum impact. It employs analytical tools (e.g. 
segmentation, risk stratif ication, impactability modelling) to identify local ‘at risk’ groups of people; 
and brings multi-disciplinary teams together to use these insights to design and target activity to 
prevent ill-health, improve health outcomes and reduce inequalities. 

PHM analytical tools

 

Our Common Cause 

Our PHM programme is the enabler to delivering the NHS quintuple aim1, and the core purposes of 
the ICS: 

• improve outcomes in population health and healthcare  
• tackle inequalities in outcomes, experience and access  
• enhance productivity and value for money  

 

1Quintuple Aim taken from nationally-developed Population Health Management Flatpack, NHS England, NHS Digital 
and Public Health England, September 2018  

 

https://imperialcollegehealthpartners.com/wp-content/uploads/2018/07/Population-Health-Management-Flatpack-Version-1.0-Final-Sent.pdf
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• help the NHS support broader social and economic development. 

There are deep-rooted health inequalities within our populations in Coventry and Warwickshire, 
and we know that to tackle these we need to do things differently.  Our experience during the 
COVID-19 pandemic showed us the potential of sharing data to support our care delivery and 
respond to need in vulnerable populations. But it also highlighted some of the practical challenges 
and deficiencies in our data quality and infrastructure, and our ability to use insights effectively. 

We are already seeing many examples of clinicians and commissioners taking a population health 
approach and thinking differently about how to plan and design care in an integrated way. What 
our PHM programme seeks to do is to elevate this activity by providing the strategic 
infrastructure to enable Population Health approaches to be used consistently, and for this 
to become our ‘business as usual’ right across our integrated care system at every level – 
the way we are looking at health and care on a day-to-day basis.  

Health Inequalities – Our case for change 

There are deep and increasing inequalities in health outcomes, access and experiences in our 
population. Life expectancy quantifies the differences between areas in the years of life lived; and 
therefore, illustrates well the health inequalities across Coventry & Warwickshire. 

Within Coventry, along the number 7 bus route: 

7.0 years is the difference in how long males are expected to live in two areas of Coventry, the gap 
increases to 10.1 years for females along the same route2. 

 

 

2 https://fingertips.phe.org.uk/local-
health#page/0/gid/1938133185/pat/402/par/E08000026/ati/3/iid/93283/age/1/sex/1/cat/-1/ctp/-
1/yrr/5/cid/4/tbm/1  
 

https://fingertips.phe.org.uk/local-health#page/0/gid/1938133185/pat/402/par/E08000026/ati/3/iid/93283/age/1/sex/1/cat/-1/ctp/-1/yrr/5/cid/4/tbm/1
https://fingertips.phe.org.uk/local-health#page/0/gid/1938133185/pat/402/par/E08000026/ati/3/iid/93283/age/1/sex/1/cat/-1/ctp/-1/yrr/5/cid/4/tbm/1
https://fingertips.phe.org.uk/local-health#page/0/gid/1938133185/pat/402/par/E08000026/ati/3/iid/93283/age/1/sex/1/cat/-1/ctp/-1/yrr/5/cid/4/tbm/1
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Within Warwickshire at Joint Strategic Needs Assessment level, according to the latest data, 6.7 
years is the difference in how long males will live in Bedworth and Kenilworth. There is a similar 
gap when we look at females (6.1 years between Newbold and Brownsover, and Rugby Rural 
South – both areas within Rugby Borough). 3 

 

We can start to tackle these inequalities by enabling actionable insights from rich and timely linked 
datasets, and working together to design care differently to meet the needs of our population – i.e. 
by taking a population health management approach. 

Integrated Care System national requirements 

The NHS Long Term Plan4 set out a vision for new Integrated Care Systems (ICSs) everywhere, 
increasingly focused on population health. Population Health Management creates the conditions 
and foundation for delivery of these national ambitions and a shift away from reactive care towards 
a model embodying active management of population health. 

Embedding PHM capability is now a core requirement of Integrated Care Systems. The Integrated 
Care Systems Design Framework5 articulates an expectation that ICSs will:  

• Agree a plan for embedding population health management capabilities and ensuring these 
are supported by the necessary data and digital infrastructure, such as linked data and 
digital interventions.  

• Cultivate a cross-system intelligence function to support operational and strategic 
conversations, as well as building platforms to enable better clinical decisions. This will 

 

3 Source: Life Expectancy 2015-19 at JSNA level, Fingertips 
4 The NHS Long Term Plan, January 2019 https://www.longtermplan.nhs.uk/  
5 Integrated Care Systems: Design Framework, NHS, June 2021 https://www.england.nhs.uk/wp-
content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf  

https://www.longtermplan.nhs.uk/
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
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require ICSs to have linked data, accessible by a shared analytical resource that can work 
on cross-system priorities. 

• Establish Place-based partnerships as key to the coordination and improvement of service 
planning and delivery, and as a forum to allow partners to collectively address wider 
determinants of health – with plans to be built up from population needs at neighbourhood 
and place level, ensuring primary care professionals are involved throughout this process. 
(In Coventry and Warwickshire this relates to our geographical Care Collaboratives.) 

Timeline6: 

By June 2022, to develop plans to put in place the systems, skills and data safeguards that will act 
as the foundation for PHM  

By April 2023, to have in place the technical capability required for population health 
management, including:  

• longitudinal linked data available to enable population segmentation and risk stratif ication;  
• using data and analytics to redesign care pathways and measure outcomes, with a focus 

on improving access and health equity for underserved communities. 

By April 2023, to put in place cross-system information governance arrangements, particularly 
between primary and secondary care and local government partners, that enable the safe and 
timely flow of information across the ICS and support the Integrated Care Board (ICB) to deliver its 
functions;  

By April 2023, to appoint a clear analytical lead for the Intelligence Function, with the responsibility 
for putting in place clear reporting arrangements into ICB and Integrated Care Partnership (ICP) 
decision-making forums (and, where appropriate, Place-based decision-making forums), to ensure 
insight into population need is informing local strategies and transformation priorities. 

 

6 2022/23 priorities and operational planning guidance, NHS, December 2021 
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Our Vision for Population Health Management 

We have developed a draft Vision for PHM which aims to provide a shared understanding of what 
it is that we are trying to embed as our way of working, and why. This is meaningful to those 
involved in this work so far, but we plan to develop it further through public and stakeholder 
engagement so that it is meaningful to everyone. 

Our draft Vision for PHM is: 

Empowering everyone to live well by joined-up, proactive, data-driven 
health and care  

 

Why are we doing this? 

We want to improve health and wellbeing outcomes. 

PHM enables us to target better care and support for communities. 

We focus on what matters to people - not just their illnesses. 

Addressing wider social issues is key to reducing inequalities. 

How do we do it? 

We understand the current and future needs of communities. 

We take a new partnership approach across health and care.  

We listen to people to understand their physical, mental and social wellbeing needs. 

We share data seamlessly between organisations to offer joined-up support. 

What is the result? 

We enable individuals to live as well as possible. 

Our services are joined-up, tailored and sustainable, making best use of resources. 

We promote independence and encourage proactive care. 

We enable people to start well, live well and age well.  



 
 
 
 
 
 

 
Page 11 of 42  

 

Document title to go here 

      
      

       
      

       

Population Health Management Roadmap 

Our commitment as partners  

Every part of our ICS has a role to play in embedding population health management as our 
‘business as usual’. In August 2020 we set out in our PHM Strategy some core values that 
underpin this way of working. These are further developed below. We need all partner 
organisations to make clear commitments about how we will work, commitments which transcend 
organisational boundaries and put positive outcomes for citizens front and centre. Our 
commitments are:  

 

We involve patients and 
clinicians in decision-making 
and care design. This means all 
organisations building capacity for 
meaningful stakeholder 
engagement and co-production, 
and committing to move towards a 
personalised model of care. 

We readily share data, whilst 
adhering to statutory 
requirements. This means all 
organisations contributing to and 
enabling the data and digital 
infrastructure required for population health management. 

We are rigorous in ensuring quality in the data we collect and analyse. This means all 
organisations taking steps to improve data quality, and to support data testing and quality 
improvement as part of onboarding data to a digital platform for PHM. 

We use the insights we have available to deliver value for our population. This means all 
partner organisations committing to enable their analysts to work in a different, collaborative way to 
develop actionable insights about the needs of our population. 

The needs of our population take priority over our organisational agendas. This means a 
commitment by decision-makers across the system to allocate resource and plan and design care 
collaboratively, based on population insights.  

We share a common vision and are all committed to making this a reality. This means that 
the shared vision for population health which will be set out in the Integrated Care Strategy – 
informed by PHM – drives all of our collective activity. 

We are open and transparent with each other and the public about decision-making. This 
means that we communicate the insights and evidence behind our decisions and make clear how 
we are using data to shape our services.  
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Our PHM Journey 

 

Early progress 

Since early 2020 we have been on a journey as a system to understand and begin to embed the 
required capacity and core capabilities for Population Health Management across our system. In 
August 2020 our system Partnership Executive Group approved a high level PHM Strategy which 
described an ambition to change the way we collectively understand our population and manage 
our resources for population health. 

In recent years we have begun to see innovative examples of PHM in practice in our response to 
the COVID-19 pandemic and as our Places have developed their local plans, as outlined in the 
case studies that accompany this Roadmap7, but the picture has been fragmented.   

A key focus of activity since early 2021 has been preparation for and participation in Wave 3 of the 
National PHM Development Programme. At the start of the programme, we reviewed our PHM 
maturity against the national PHM Maturity Matrix8 and set out our objectives.  We found that, 
whilst there was commitment to PHM at the most senior level, and a desire to see PHM embedded 
at every level of our health and care system, there was not yet a widespread understanding across 
and within our partner organisations about PHM. Similarly, while we had procured a local PHM 
data platform, this lacked system-wide ownership and understanding of the benefits it could 
deliver. 

 

Developing our PHM Roadmap 

As the PHM Development Programme drew to a close in June 2020, we worked to develop a 
system-wide Roadmap, outlining how the ICS will continue to develop capability in population 

 

7 Case studies at annex 1 
8 PHM Maturity Matrix, shared with materials for national PHM Development Programme. See annex 2 
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health management within and across partner organisations. This presents an opportunity to align 
strategic activity to sustain and scale PHM in Coventry and Warwickshire. 

Our Roadmap has been developed by a core reference group, with oversight from the PHM Board 
and Population Health, Inequalities and Prevention Programme Board, and has been informed by 
a series of group and individual interviews with around 60 senior stakeholders across our system9.  

 

Our way of working: embedding PHM as “business as usual” 

We want to see PHM embedded as business as usual across our system, and for population 
health to be everyone’s business. This means that it will be built into strategic planning at all levels. 
Transformation activity across our system presents an opportunity to drive forward our ambitions 
for population health, and all of this should be underpinned (enabled and supported) by our PHM 
capability. 

In 2021 we identif ied five key building blocks to be our priority areas of focus as we began to 
implement our PHM Strategy. These are aligned to the 4Is - the four, nationally-determined 
capabilities that ICSs should develop for PHM. Our Roadmap is framed around these capabilities, 
and builds on the progress we have made during Wave 3 of the National PHM Development 
Programme and existing PHM activity. 

 

 

  

 

9 See annex 3 for details of engagement to inform development of the Roadmap 
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Our focus going forward is on: 

• Building the digital, data-sharing and leadership capability to enable PHM at all levels of our 
system. 

• Developing analyst capacity and capability to support and enable use of actionable insights 
at all levels of the system. 

• Putting PHM into practice, especially at Place and PCN level, to design and deliver targeted 
care and improve population health outcomes. 

• Embedding a PHM approach in contracting and resource allocation within the new ICS 
arrangements. 

• Engaging with stakeholders and generating interest in, and appetite for, population health 
management – bringing it to life with tangible examples of how taking this approach makes 
a difference. 



 
 
 
 
 
 

 
Page 15 of 42  

 

Document title to go here 

      
      

       
      

       

Population Health Management Roadmap 

What system leaders have told us 

 

 

 

 

 

 

 

 

 

 

 

Key messages: 

• Population health is the right approach – The King’s Fund’s population health 
model has profile within our ICS. 

• Recognition of value of PHM in supporting shift to proactive, personalised and 
preventative care. 

• The health inequalities agenda has traction – PHM should underpin efforts to 
tackle inequalities. 

• PHM is currently seen as something separate, but it needs to be everyone’s 
business.  

• This means upskilling staff and embedding PHM across our workforce. 
• Importance of bringing PHM to life with case studies, and articulating purpose and 

value. 
• Care Collaboratives are a vehicle to enable us to support population health, and 

their priorities should be driven by PHM insights. 
• PHM can have most visible impact at Place and PCN, and needs strong Place 

leadership and ownership. 
• Start small and identify low hanging fruit – pick a small number of key priorities 

and do them well. 
• Resources are finite – we need to shift them. 
• PHM is already happening – it’s just not recognised as such. There is a risk that 

we ‘professionalise’ PHM or make it too technical. 

“We need to be honest 
about the issues we have 
and be willing to be radical 
about where we spend 
resource” (NHS Trust 
Chair) 

“PHM and tackling health 
inequalities should be a core 
part of day job for all 
executives” (NHS Trust Chief 
Executive) 

“For busy GPs, we 
need to show how it’s a 
win for business, and 
not over-complicate it” 
(Primary Care leader) 

“Health inequalities and 
PHM should be the 
golden thread running 
through everything we 
do” (Chief  Nursing 
Of f icer) 

“PHM should be baked into 
our ICS decision-making 
structures” (ICB Chief 
Of f icer) 

“PHM is a way of 
working – not a ‘thing’” 
(Consultant in Public 
Health) 
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Our Delivery Plan 

Our Delivery Plan10 sets out specific actions to spread, scale and sustain our population health 
management capabilities over the next five years. The high-level actions are outlined below, 
framed around the nationally-defined ‘4Is’ of Infrastructure, Intelligence, Interventions and 
Incentives, with an underpinning enabling workstream of stakeholder engagement and culture shift. 

It is important to recognise that these actions do not sit with one organisation or team, and are not 
just system-level actions. As the detailed plan shows, all ICS partners have a role to play across all 
of the capabilities.  

A key focus for the implementation of the Roadmap will be the roll-out of our local digital data 
platform, which will – in time – provide a near real-time linked dataset across all Coventry and 
Warwickshire data systems. Data will be normalised and standardised, and the platform will 
provide PHM analytics self-service tooling. The contract for this platform includes an ongoing 
transformation support offer, enabling us to scale and sustain the learning from the PHM 
development programme through the early implementation of the data platform. This support will 
be aligned to our Delivery Plan, and in the short-term we have agreed a specific focus on: 

• continued support for the Place and Primary Care Networks that participated in Wave 3 of 
the National PHM Development Programme to progress their PHM-led interventions and 
embed and share learning; 

• progressing system-wide actuarial coaching to support the development of a common local 
projection model to support resource and workforce planning; and 

• building analytical support and capability, particularly in the area of evaluation of 
interventions. 

Some of our learning from the PHM Development Programme was about the challenge for 
colleagues – both frontline clinical staff and senior leaders at system and Place – of committing 
time outside of the ‘day job’ to participate in lengthy workshops. This approach risks exacerbating 
the sense that PHM is something separate, novel and requiring a level of expertise. As we 
implement our Roadmap, we are seeking to shift this approach and to wrap support around 
existing priorities and activity, providing external expertise into that where it can add value. We also 
want to support colleagues across the system to recognise where they are already taking a PHM 
approach, and to amplify this activity. 

In this way, we will seek to embed PHM as ‘business as usual’ and ‘everyone’s business’ across 
our system.  

 

10 Full Delivery Plan at annex 4 
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Coventry & Warwickshire PHM Roadmap – high level actions  
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Our Governance Arrangements for PHM 

The PHM Roadmap will be approved and owned by Coventry and Warwickshire Integrated Care 
Board, with a clear commitment that this is how we are going to work as an ICS and that it will 
require whole system buy-in, at all levels, and is not a discrete activity delivered by one part of the 
system. 

The current governance for the PHM programme is outlined below. Membership at all levels is 
broad, with representation from all ICS partner organisations.  

The PHM Board will provide detailed oversight of the delivery of the PHM Roadmap. Its role is to 
lead the delivery of the vision and strategy for Population Health Management in Coventry and 
Warwickshire, and oversee implementation of the PHM programme and associated resource. 
Membership includes representation from Public Health, Adult Social Care, Data and Analyst 
leadership, Digital Transformation Board, Clinical Forum, Place PHM leads, Primary Care, Acute 
Providers and ICB Finance. Third party providers are invited as guests on a meeting by meeting 
basis, and excluded for private items. Members are encouraged to provide delegates where they 
are unable to attend, to ensure there is appropriate representation and involvement of all partners 
in Board decision-making. 

The link with the Digital Transformation Board (DTB) is important, as this Board has responsibility 
for the system’s overall digital strategy which is key to delivery of our PHM capabilities. The chair 
of the DTB also co-chairs the PHM Board. 

The PHM Board reports into the Population Health Inequalities and Prevention Programme Board, 
which oversees the connected workstreams of the population health framework, inequalities, 
prevention and PHM. This Board reports for assurance into the Commissioning, Planning and 
Population Health Committee of the Integrated Care Board, which has oversight of development of 
PHM as one of its specific responsibilities. 
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Our resource commitment to PHM 

Our PHM programme requires whole system commitment and resource. Outlined below are the 
current commitments, with identif ied risks. It should be noted that, in addition to the dedicated staff 
commitment identif ied below, PHM already benefits from the involvement of a large number of 
other professionals across all organisations, for whom supporting PHM implementation is a core 
part of their role. 

Local PHM data platform contract Dedicated staff resource commitment 

Funding was committed via SWFT for 2 years to 
kickstart implementation of local PHM data 
platform 

Chief  Population Health and Inequalities Officer 
(f ixed term - 1yr) - part of role 

Contract for the platform includes significant 
transformation support offer aligned to the 
Roadmap 

Population Health Transformation Officer (0.8) - 
part of role 

Contract 2 + 8 years PHM Coordinator (f ixed term – 1yr) 

 
Head of  Programme Delivery – Population Health 
Management Data Platform (fixed term – 2yrs) – to 
be appointed 

 
Business Intelligence PHM team (X3) – Head of 
BI, PHM; Senior Business Intelligence Manager – 
PHM; Analyst – PHM (vacant) 

 
Communications and Engagement Lead (PHM) 
(f ixed term - 2yrs) – to be appointed 

Total 
allocated 

2 years’ funding committed £560k annual costs 

Gaps / Risks £14.5m funding gap over 
contract lifetime 

Fixed term posts – unclear recurrent funding  

 

There are some other PHM programme costs that are not yet budgeted for. These include 
recruitment of a designated Programme Clinical Safety Officer, and resourcing of an IT support 
function for the platform in order to support log-on requests, password help, diagnosing and solving 
software faults, and managing patient opt-outs. 
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Risks to delivery of our PHM Programme 

  Risk  Mitigation  
1.  Lack of understanding, 

commitment and ownership 
of PHM by system leaders.  

Senior stakeholder interviews to inform 
development of a Roadmap to scale and 
sustain PHM, to be signed off by ICB. System 
Action Learning Sets as part of the PHM 
Development Programme (PHMDP).   

2.  Resourcing: failure to 
secure required long-term 
funding for digital 
infrastructure. 

PHM requirements embedded in Digital 
Transformation Strategy.  

3.  PHM data platform 
implementation: failure to 
identify/recruit key project 
team members.   

Funding for the positions agreed (January 
2022) and recruitment commenced. 

4.  PHM data platform 
implementation: risk that 
we cannot realise the 
intended benefits of the 
project within the initial two 
years of the contract.  

Ongoing contract negotiations to extend the 
break period.  

5.  Information governance: 
failure to secure agreement 
by partners to data-
sharing.  

IG lead identif ied and series of engagement 
workshops held to inform IG arrangement. 
Robust DPIA and related documentation 
approved by IGAG. 

6.   Communications and 
engagement: failure in 
comms and engagement 
creating lack of awareness 
and understanding, and 
undermining support for the 
programme.   

Support from system Comms and Engagement 
lead; explore potential to deploy funding for 
comms and engagement support to facilitate 
creation of and implementation of a comms and 
engagement plan for PHM.  

7.  Fragmentation of PHM 
initiatives: impact on wider 
programme in terms of 
alignment, messaging and 
resourcing. 

Work to ensure alignment of activity, nationally 
and locally.  

8.  Capacity and willingness 
within system to deliver 
PHM core capabilities at 
time of transition and 
significant operational 
pressure.  

PHMDP to build capacity and capability; 
Roadmap to be signed off by ICB identifying 
how this will be scaled and sustained.   

9.  Analytical capability: 
mismatch of analyst skills.  

PHMDP Analytical workstream and ongoing 
transformation support developing skills of 
system analysts. DSU function to be 
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established, drawing on support of regional 
Decision Support Centre and network.  

10.  Clinical engagement: 
system operational 
pressures impacting 
capacity of clinicians to 
engage with PHM 
programme.  

PHMDP engaging clinicians and creating 
champions. Roadmap and PHM Data Platform 
early use cases to extend this further. 
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Annex 1 – Local Case Studies 

 

 

  



  
 
 
 
 
 

 
Page 23 of 42  

 

Document title to go here 

Population Health Management Roadmap 

Annex 2 – PHM Maturity Matrix 

 

 

22

PHM maturity matrix: core PHM capabilities overview

Infrastructure Intelligence Interventions Incentives

Organisational and 
human factors such as 
dedicated systems 
leadership and decision 
making on population 
health and PHM 

Digitised health & care 
prov iders and common 
integrated health and 
care record 

Linked health and care 
data architecture and a 
single version of the truth 

Information Gov ernance 
– whole system data 
sharing and processing 
arrangements that ensure 
data is shared safely 
securely and legally

Adv anced analytical tools
and software and system 
wide multi-disciplinary 
analytical teams, 
supplemented by specialist 
skil ls 

Analyses and actionable 
insight – to understand 
health and wellbeing needs 
of the population, 
opportunities to improve 
care, manage risks and 
reduce inequalities 

Alignment of multi-
disciplinary analytical 
and improv ement teams 
to work with and advise 
providers and clinical teams 

Dev elopment of a cross 
system ICS intelligence 
function providing support 
to all levels of system

Care model design and 
delivery through’ proactive 
and anticipatory care 
models with a focus on 
prevention and early 
intervention and reducing 
health inequalities 

Community well-being –
asset based approach, 
social prescribing and 
social value projects 

Citizen co-production in 
designing and 
implementing new 
proactive integrated care 
models 

Monitoring and 
ev aluation of patient 
outcomes and impact of 
intervention to feed into 
continuous improvement 
cycle

Incentiv es alignment –
value and population health 
based contracting and 
blended payment models 

Workforce dev elopment 
and modelling – upskil l ing 
teams, realigning and 
creating new roles

Enabling gov ernance to 
empower more agile 
decision making within 
integrated teams

23

 Preliminary Foundation Advanced

Infrastructure 

• Organisational and human factors such as
dedicated system leadership and decision
making on population health and PHM

• Some linking of traditional data flows 
between primary andsecondary care.  

• Information governance arrangements in 
place between commissioners and primary
and secondary care providers tosupport 
analysis of population health.  

• No clear PHM vision sharedacross the 
system. 

• Individual and sporadic population health 
and health inequalities leadership.  

• Digitised health & care providers and
common integrated health and care record
plan in place

• Linked health and care data

• Whole system linked primary, secondary, community, 
mental health care data available for direct care and care
redesign, with plans to link wider data sources, including 
social care and other wider determinants –and an ICS-
wide IG framework thatallows analysis and identification 
for carepurposes 

• Clear plans for converging shared care records with 
linked data for PHM 

• System wide IG arrangements which allow for analysis 
of de-identified patient level data for care design 
purposes and smooth re-identification for clinical 
purposes.  

• Development of a PHM data and analytics platform that 
provides insights to support strategic, operational and 
clinical decisions

• Clear vision for PHM at system and place level, with 
somePCNs engaged and involved.  

• Clear multi-professional leadership throughout the different
tiers of the ICS, with named leads for health inequalities.  

• Single integrated health and care record that
features PHM insights, based on the linked 
data set. 

• Full flows of data from all health and social 
care sourcesavailable for direct care and care
planning, including demonstrable efforts to link
patient level information on wider 
determinants (housing, unemployment, 
income etc). 

• Information Governance- whole system data 
sharing and processing arrangements that 
ensure data is shared safely, securely and 
legally

• Fully-fledged PHM data and analytics platform
that is maintained by the 
ICS intelligence function and is well 
understood by decision-makers. 

• Cross system leadership and vision clearly 
articulated and embedded across the system,
with a clear health inequalities responsibility. 

Intelligence 

• Traditional reporting, intelligencesystems 
and analytical outputs acting at 
organisation level withlimited 
clinicalengagement. 

• Use of analytical teams andsupport units 
to provide population health analytical 
insight, but not in a systematic and 
consistent way across the system. 

• Costing and performance analysisis 
organisationally focused rather than 
patient focused. 

• Occasional assessment andmonitoring of
health inequalities data 

• Mapping the system analytical workforce 
and intelligence tools, with a view to 
formalising cross-system 
analytical collaboration in an ICS 
intelligence function. 

• Starting to use local linked data to segment and 
stratify population to understand needs of different patient
groups and risk factors. The costs of different cohorts 
are understood now and in the future.  

• Some social determinants information being 
used alongside health data to examine inequalities 
questions. 

• Timely analyses and actionable insight to understand
health and wellbeing needs of the population, opportunities
to improve care, manage risk and reduce health 
inequalities, including support to PCNs

• Population health costing data starting to be used 
for forecasting demand and risk to inform future payment 
and contracting models. 

• Agile and responsive ways of working across multi-
disciplinary groups comprising clinical, improvement, 
analytical teams working hand in hand with providers

• Whole System Population Health Intelligence
Function with multi-disciplinary analytical and
finance teams with skills inpredictive
techniques that enables actionable insights to
be regularly delivered to strategic, operational
and clinical decision-makers  equipped with 
advanced analytical tools and software

• The intelligence function provides bespoke
support to PCNs, places, the ICS and provider
collaboratives whereneeded, and can direct 
these teams to the PHM data and analytics 
platform for the majority of their data needs. 

• Analysis which shows current and future costs
of different cohorts, key risk factors (across 
health and wider social needs) and those 
patients who are at greatest risk of 
a deterioration in health and care.  

• Comparing current and predicted health status
of the local population with achievable health
and well-being outcomes and performance 
standards for populations of similar size,
demography and epidemiology to understand
mitigated scenarios

PHM maturity matrix: Journey of development for building PHM capability
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Preliminary Foundation Advanced

Intervention 

• Limited engagement 
across primary and secondary 
care teams to integrate care 
around high need groups 

• Limited use of voluntary and 
third sector to respond to key 
patient groups and 
health inequalities.  

• Social prescribing and 
anticipatory care activity not 
linked to needs or inequalities 
analysis

• Ad-hoc approach to co-
production

• Care model design and delivery through proactive and 
anticipatory care models with a focus on prevention and early 
intervention and reducing health inequalities established between
health and care providers including and with third sector 
involvement - to design proactive care models for different patient
groups based on patient level analysis. 

• Integrated MDTs (all providers involved in care delivery to those
patients within cohort) beingsupported to adopt rapid 
improvement cycles to implementanticipatory care interventions
which includes social prescribing).

• Personalised care plans in place for at risk groups andthose at 
the sharp end of health inequalities.

• Population health analysis being used to inform shared workforce
models between primary and secondary care. 

• Community well-being - asset based approach, social prescribing
and social value projects

• Citizen co-production in designing and implementing new 
proactive integrated care models

• Clearly defined care models in place for all 
population groups across vertically and 
horizontally integrated teams. 

• Clear working arrangements between PCNs, 
secondary care and voluntary and community 
sector partners withclear offers of support for 
specific patient groups. 

• Progress in reducing health inequalities is 
routinely monitored and iterated, leading to 
continuous improvement. 

• Making use of service-user tracking, patient 
activation outcomes, experience and utilisation
measurement tools to enable partners to monitor,
understand and influence how interventions 
impact on required outcomes and how workflow 
presents itself to build the future evidence base 
and continually learn

Incentives

• Basic population segmentation 
in place to understand needs of 
key groups with early insight 
into resourceuse.

• Whole population segmentation approach agreed by ICS and 
starting to be used to organise planning and delivery

• Some system outcome metrics based around population 
segments

• Payment models based around future health needs of the 
population, rather than organisations, in place for some cohorts 
and incentivise proactive and holistic support, collaborative 
workforce models and a community asset based approach.

• Frictionless movement of workforce between settings in place to
support specific care models

• Enabling governance to empower more agile decision making 
within integrated teams

• System oversight metrics based around 
population segments and chosen to deliver 
agreed population health outcomes.

• Payment models based around future health 
needs of the population, rather than 
organisations, in place across population groups

• Contracting approaches encourage shared 
accountability for outcomes

• Workforce planning performed across 
organisations, based on expected future need 
and representative of population

• Incentives alignment – value and population 
health based contracting and blended payment 
models

• Workforce development and modelling -
upskilling teams, realigning and creating new 
roles

PHM maturity matrix: Journey of development for building PHM capability
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Annex 3 – PHM Roadmap Engagement, March – July 2022 

 March April May June July 

Board Leads for Health Inequalities      

Population Health and Inequalities 
Programme Board 

     

Population Health Management 
Board 

     

System Strategy and Planning Group      

PHM Development Programme – 
System, Place, Analytics and PCN 
Workstream Action Learning Sets 

     

Warwickshire Service Resilience & 
Recovery Forum  

     

Primary Care Development & 
Delivery Groups (system and Place) 

     

System Finance Advisory Board      

Shadow Integrated Care Board      

ICS Execs      

Digital Transformation Board      

PHM Platform Project Board      

Coventry and Warwickshire People 
Board 

     

 

In addition to the meetings above, the Roadmap was also informed by a series of individual and 
group interviews with senior leaders from across the system. This included: NHS Trust Chief 
Executives and Chairs; the ICB Chair, Chief Executive and Chief Officers; local authority senior 
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leaders – including Directors of Public Health and of Adult Social Care; NHS and local authority 
analyst and BI leads; NHS Finance Directors; Primary Care leaders; colleagues from local 
universities, voluntary and community sector and other partners. 

Representatives of the following local organisations were involved in these meetings and 
interviews: 

• Arden PCN 
• Arden & GEM Commissioning Support Unit 
• C&W Health and Care Partnership 
• Coventry & Warwickshire CCG 
• Coventry and Warwickshire Shadow ICB 
• Coventry & Warwickshire Partnership NHS Trust 
• Coventry and Warwickshire LMCs 
• Coventry Central PCN 
• Coventry City Council 
• Coventry Marmot Partnership 
• Coventry University  
• George Elliott NHS Trust 
• Healthwatch Warwickshire 
• Innovate Healthcare Services 
• North Warwickshire Borough Council 
• Nuneaton North & South PCNs 
• South Warwickshire NHS Foundation Trust 
• Sowe Valley PCN 
• University Hospitals Coventry & Warwickshire NHS FT 
• University of Warwick 
• Warwickshire County Council 
• Warwick District Council 
• Warwickshire North Place 
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Annex 4 – PHM Roadmap Delivery Plan

 



  
 
 
 
 
 

 
Page 28 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 29 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 30 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 31 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 



  
 
 
 
 
 

 
Page 32 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 

 

 



  
 
 
 
 
 

 
Page 33 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

  

  



  
 
 
 
 
 

 
Page 34 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 



  
 
 
 
 
 

 
Page 35 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 36 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 37 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 38 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 



  
 
 
 
 
 

 
Page 39 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 



  
 
 
 
 
 

 
Page 40 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

 

 



  
 
 
 
 
 

 
Page 41 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 

  



  
 
 
 
 
 

 
Page 42 of 42  

 

Document title to go here 

Population Health Management Roadmap 

 
 



Page 1 of  51    
Performance Report – ICB Meeting 20th July 2022 

Performance Report Appendix 

Activity 

Primary Care Activity 

2.1 The table below shows in April 2022, against February 2020, primary care consultations are 
above 2019/20 levels for the same period. The proportion of face-to-face appointments 
increased during April,however actual numbers of appointments were reduced.  

2.2 February 2020 is being used as a proxy measure for the purposes of this report, as the last 
month in 2020 where activity can be baselined. In March 2020, routine face to face GP 
appointments were suspended in line with Covid guidance, and therefore the months following 
this are not comparable. 

2.3 In addition to the above, Primary Care has also delivered over 1,417,551 Covid vaccinations 
since December 2020, 27,254 of which were in April 2022 which increases primary care 
activity levels to 108% of pre-covid levels. 

2.4 The Winter Access Fund (WAF) programme continued through Q4. In total estimated 32,730 
additional appointments/activities were created or saved from the 8 system wide schemes. In 
addition to this, a further additional 2% of total appointments were generated from December 
to March by the 24 flagged practices, equating to 8,000 appointments. Through the Winter 
Access Fund schemes, an additional 40,697 appointments were delivered to support patients. 
It has been agreed to be extended on a temporary basis pending a full review.   

Pre-Covid 
baseline

Category Feb-20 Feb-22 Mar-22 Apr-22
Total appointments 392,268  413,658 479,924 394,473 
Face to face appointments 288,693  230,003 272,623 228,243 
% face to face 73.6% 55.6% 56.8% 57.9%

COVID period

Month
Same 
Day

1 Day
2 to 7 
Days

8 to 14 
Days

15 to 21 
Days

22 to 28 
Days

More 
than 28 

Days

206,521 33,525 7,292      38,657 20,067 12,301 10,137 
52.3% 8.5% 18.5% 9.8% 5.1% 3.1% 2.6%

184,510 27,119 80,832 51,169 23,067 14,514 10,717 
49.7% 6.7% 19.4% 11.8% 5.8% 3.6% 3.0%

Apr-22

Feb-20

Enc J Pack 2 
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Acute Activity 

 
2.5 The overall Coventry and Warwickshire (C&W) acute activity for each Point of Delivery for the 

year to date is detailed below.  The top table compares the activity to the same month last 
year as a plan is not available.  The second table compares the activity to the Operational Plan 
submitted for 2022/23:  

 
 

 
*Data Source Secondary Uses Service (SUS) on a CCG basis at all providers 

 
2.6 A&E attendances are 9% above the activity levels as at April 2021, equating to an actual 

increase of 2,715 attendances.  
 

2.7 Both daycase activity and inpatient electives are under plan for Month 1, which is potentially 
attributable to the level of staff sickness through April, and also the number of patients residing 
in hospital while awaiting a suitable package of care. 
 

2.8 Total outpatient attendances are in line with the plan for Month 1, however there is variance 
within the points of delivery. First attendances are below plan, both face to face and virtual, as 
are virtual follow ups. However, face to face follow ups are 14% over plan, equating to 6,661 
appointments through April.    

 
2.9 Patient initiated follow ups are 45% over plan, which may impact on the number of face to face 

and virtual follow ups in the coming months. 
  

21/22 22/23 Var 21/22 22/23 Var

28,609 31,324 2,715 9% 28,609 31,324 2,715 9%

6,771 6,408 -363 -5% 6,771 6,408 -363 -5%

2,253 2,089 -164 -7% 2,253 2,089 -164 -7%

4,518 4,319 -199 -4% 4,518 4,319 -199 -4%No
n 

El
ec

tiv
e 

Sp
el

ls

Number of specific acute non-elective spells in the period

Number of specific acute non-elective spells in the period with a length of stay of zero days

Number of specific acute non-elective spells in the period with a length of stay of one or more 
days

A&
E

YTD Apr-22

% Var % Var

Total number of attendances at all A&E departments

Plan Actual Var Plan Actual Var

6,791 6,075 -716 -11% 6,791 6,075 -716 -11%

2,978 2,517 -461 -15% 2,978 2,517 -461 -15%

3,813 3,558 -255 -7% 3,813 3,558 -255 -7%

109,524 109,476 -48 0% 109,524 109,476 -48 0%

33,336 30,719 -2617 -8% 33,336 30,719 -2,617 -8%

48,415 55,076 6661 14% 48,415 55,076 6,661 14%

9,120 7,421 -1699 -19% 9,120 7,421 -1,699 -19%

18,653 16,260 -2393 -13% 18,653 16,260 -2,393 -13%

PI
FU 1,749 2,531 782 45% 1,749 2,531 782 45%

10,711 8,865 -1846 -17% 10,711 8,865 -1,846 -17%

1,278 1,033 -245 -19% 1,278 1,033 -245 -19%

% Var

2022/23 YTD Apr-22

% Var

Total outpatient attendances

O
ut

pa
tie

nt
s

Outpatient attendances  - Follow-up telephone or Video consultation

Outpatient attendances - First attendance face to face

Outpatient attendances - Follow-up attendance face to face

Outpatient attendances  - First telephone or Video consultation

Ad
vi

ce
 &

 
G

ui
da

nc
e

Elective Inpatients

Number of requests for specialist advice, including advice and guidance (A&G) or equivalent 
via other triage approaches

Number of requests for pre referral specialist advice (including Advice & Guidance models)

Number of requests for post referral specialist advice (including referral triage models)

El
ec

tiv
e 

Sp
el

ls Daycases

Number of episodes moved or discharged to patient initiated outpatient follow-up (PIFU) 
pathway 
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Performance 
 
3.1 The report details April 2021 performance for the NHS Constitution Rights & Pledges and 

priority indicators for both the Commissioner 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. 

 
3.2 GEH Cancer Waits Data for April is missing from nationally published data, so System Cancer 

figures do not include GEH. This is being investigated by the ICB, and data will be amended 
in future iterations of this report. 

 

 
 

 
 

  

Good Progress Basis Target Apr-22 Trend Regional 
Average

Cancer - 31 day radiotherapy CCG 94% 96.1% 91.8%

Cancer 31 day - anti drug regimen CCG 98% 98.7% 95.5%

Areas of Concern Basis Target Apr-22 Trend Regional 
Average

A&E - 12 Hour Trolley Waits Provider 0 13

GEH 78.3%
SWFT 68.6%
UHCW 70.2%

Ambulance Handovers over 15 minutes Provider 0 5,643

RTT - Incomplete Pathway CCG 92% 60.8% 58.0%

RTT - 52 week breach CCG 0 5,484

RTT - 104 week wait CCG 0 66

Diagnostic Tests - Patients shouldn’t wait more than 6 wks CCG 99% 91.7% 63.1%

Cancer - 2 week wait Breast CCG 93% 89.2% 61.9%

Cancer - 2 week wait GP Referrals CCG 93% 79.0% 73.7%

Cancer - 31 day standard CCG 96% 94.5% 89.8%

Cancer - 31 day surgery CCG 94% 90.9% 74.6%

Cancer - 62 day standard CCG 85% 51.5% 54.4%

Cancer - 62 day screening CCG 90% 75.0% 65.3%

Cancer - 62 day upgrade CCG 85% 75.6% 73.1%

Cancer - 104 Day breaches (patients) CCG 0 32

NHS 111: % calls answered in 60 seconds (March 22) WMAS 95% 45.6%

A&E - Patients should be admitted, transferred or discharged within 4 
hours (May 22) 95% 72.8%
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Mental Health Performance  
 

 
 

 
  

Good Progress Basis Target Apr-22 Trend

IAPT 6 weeks - Finished Treatment (March 22) CCG 75% 93.8%

IAPT 18 weeks - Finished Treatment (March 22) CCG 95% 99.2%

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% 75.0%

Annual Health Checks - Learning Disability (Q4) CCG 775 3027

Areas of Concern Basis Target Apr-22 Trend Regional 
Average

Improving Access to Psychological Therapies (IAPT): Access Rate 
(annualised) (March 22) CCG 22% 16.2%

Improving Access to Psychological Therapies (IAPT): Recovery 
Rate (March 2022) CCG 50% 51.0%

Dementia diagnosis percentage (65 + years) CCG 66.7% 56.3%

Annual Health Checks for patients with Severe Mental Illness (Q4) CCG 50% 32.4% 41.5%

CAMHS - Referral to Treatment (Routine - 18 weeks) CWPT 95% 93.1%

CAMHS - Referral to Treatment (Emergency - 48 hrs) CWPT 100% 78.4%

CAMHS - Referral to Treatment (Urgent - 5 days) CWPT 100% 37.5%

CAMHS - patients will have an assessment within 48 hours of 
referrals to ALT where medically fit CWPT 100% 78.4%

CAMHS - Waiting time from initial appointment to f/up (12 weeks) CWPT 95% 35.0%

CAMHS - referrals for an assessment or treatment of any eating 
disorder will access NICE concordant treatment within 1 week for 
urgent cases (Quarter 4) (Mar)

CCG 90% 21.7%

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

CCG 90% 9.4%

Children and Young People’s Emotional Well-Being and Mental 
Health Follow-ups (over 12 weeks ) CCG 12 weeks 242

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 
 

4.1 April 2022 performance for Coventry and Warwickshire and its main providers is shown below: 

 
  

Annual 
Target Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Q1 Q2 Q3 Q4 21-22 Apr-22 May-22

Patients on incomplete non-emergency pathways waiting no more than 18 weeks from 
referral 92% 60.8% 63.2% 64.9% 65.5% 65.9% 65.5% 64.1% 64.5% 62.4% 62.6% 62.4% 61.9% 63.0% 65.6% 63.7% 62.5% 63.6% 60.8%

RTT > 52 weeks breaches - Incomplete Pathways (Snapshot) 0 6,339 5,776 5,428 5,281 5,298 5,553 5,766 5,034 5,360 4,781 4,677 5,078 5,428 5,553 5,360 5,078 5,078 5,484

Patients waiting less than 6 weeks from referral for a diagnostic test 99% 92.0% 93.0% 93.7% 94.4% 92.7% 92.8% 92.2% 94.3% 93.7% 92.2% 93.9% 93.7% 92.9% 93.3% 93.2% 93.3% 93.2% 91.7%

Patients should be admitted, transferred or discharged within 4 hours of their arrival at 
an A&E department 95% 88.1% 84.9% 83.2% 78.8% 77.8% 73.9% 70.9% 71.7% 73.2% 72.4% 72.9% 71.3% 85.3% 74.1% 71.9% 72.1% 76.5% 68.9% 71.7%

Number of patients spending >12 hours from decision to admit to admission 0 0 0 0 0 0 2 0 2 1 14 5 0 0 2 3 19 24 13

Cancer two week wait for first outpatient appointment for patients referred urgently with 
suspected cancer by a GP 93% 85.7% 88.2% 83.0% 86.6% 89.1% 84.2% 86.2% 79.4% 88.4% 84.7% 83.3% 88.2% 85.5% 86.6% 84.4% 85.5% 85.5% 79.0%

Cancer two-week wait for first outpatient appointment for patients referred urgently with 
breast symptoms 93% 80.1% 95.0% 95.3% 92.5% 94.7% 97.8% 88.7% 58.2% 71.9% 86.7% 93.3% 87.9% 89.0% 95.3% 71.6% 89.2% 86.0% 89.2%

Cancer one month (31-DAY) wait from diagnosis to first definitive treatment for all 
cancers 96% 98.7% 95.2% 96.5% 93.7% 95.1% 96.2% 93.2% 95.5% 95.9% 93.0% 94.6% 95.0% 96.8% 95.0% 95.0% 94.2% 95.2% 94.5%

Cancer 31-day wait for subsequent treatment where that treatment is an anti-cancer 
drug regimen 98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.4% 100.0% 99.2% 99.2% 100.0% 100.0% 100.0% 99.8% 99.5% 99.8% 98.7%

Cancer 31-day wait for subsequent treatment where the treatment is a course of 
radiotherapy 94% 98.3% 95.7% 99.4% 98.0% 95.8% 94.0% 96.6% 98.6% 85.1% 69.9% 89.8% 92.4% 97.9% 95.8% 92.9% 84.4% 92.5% 96.1%

Cancer 31-day wait for subsequent treatment where that treatment is surgery 94% 89.9% 88.9% 90.8% 90.0% 89.2% 90.7% 92.5% 90.0% 92.1% 87.7% 93.9% 89.5% 89.9% 90.0% 91.5% 90.1% 90.4% 90.9%

Cancer two month (62-day) wait from urgent GP referral to first definitive treatment for 
cancer 85% 68.9% 73.7% 71.3% 65.8% 55.5% 58.2% 59.3% 57.1% 54.0% 48.4% 55.3% 61.9% 71.2% 59.8% 56.8% 55.7% 60.6% 51.5%

Cancer 62-day wait from referral from an NHS screening service to first definitive 
treatment for all cancers 90% 65.5% 74.2% 77.8% 81.6% 83.3% 73.2% 64.9% 66.7% 55.0% 62.8% 60.4% 75.7% 72.9% 79.1% 62.0% 65.4% 69.6% 75.0%

Cancer 62-day wait for first definitive treatment following a consultant's decision to 
upgrade the priority of the patient 85% 79.5% 87.8% 90.2% 73.6% 71.8% 87.5% 71.8% 76.2% 78.0% 77.3% 77.1% 77.8% 86.0% 77.9% 75.8% 77.4% 79.1% 75.6%

21-22

Referral to treatment times (RTT)  

Cancer Waits 

         

A&E Waits 

Measure
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NHS Local Mental Health Priorities 
 
4.2 April performance for Coventry and Warwickshire at CWPT is shown below. Exception reports for non-compliant standards are detailed further on in the report.  

 
  

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

60% 60.0% 84.6% 83.3% 70.0% 94.7% 83.3% 71.4% 88.9% 100.0% 61.4% 47.1% 75.0%

67% 55.3% 56.2% 55.9% 56.0% 56.0% 55.7% 56.1% 55.7% 55.5% 55.5% 56.4% 56.3%

75% 98.1% 98.6% 97.0% 98.4% 97.8% 97.6% 95.8% 96.2% 94.4% 94.8% 93.8%

95% 99.1% 99.3% 99.2% 100.0% 99.3% 100.0% 100.0% 100.0% 99.2% 100.0% 99.2%

22% 20.4% 24.5% 22.8% 22.5% 21.6% 20.5% 22.2% 17.7% 19.7% 16.5% 16.2%

50% 53.0% 51.0% 54.0% 54.0% 53.0% 47.0% 50.0% 50.0% 47.1% 46.0% 51.0%

100% 90.5% 97.8% 98.5% 97.5% 100.0% 100.0% 93.0% 95.7% 91.2% 80.9% 79.2% 78.4%

100% 100.0% 100.0% 100.0% 77.8% 90.9% 100.0% 78.6% 87.5% 87.5% 50.0% 42.9% 37.5%

95% 96.1% 100.0% 95.1% 97.7% 87.3% 82.7% 73.0% 83.9% 94.8% 95.1% 98.1% 93.1%

1020 944 943 567 729 926 985 850 587 468 403 748

CAMHS - Waiting time from initial appointment to follow up appointment (12 weeks) 95% 63.0% 50.7% 48.7% 39.5% 37.1% 40.6% 44.2% 47.7% 42.1% 44.6% 38.1% 35.0%

School Age N/A N/A N/A N/A N/A N/A N/A N/A 166 158 167 163

Cov Pre-School N/A N/A N/A N/A N/A N/A N/A N/A 127 147 122 90

Warks Pre-School N/A N/A N/A N/A N/A N/A N/A N/A 8 8 9 9

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

35 39 41 25 22 40 62 64 108 81 139 Data not 
available

90% for 18/19 Quarterly

90% for 18/19 Quarterly

100% 90.5% 97.8% 98.5% 97.5% 100.0% 100.0% 93.0% 95.7% 91.2% 80.9% 79.2% 78.4%

Quarterly53

33.3%

19.6%

50

21.7%

9.4%

53

33.3%

25.0%

11.1%

24.5%

66

IAPT 18 weeks - Finished Treatment

IAPT Access Rate (annualised)

IAPT Recovery Rate

Mental Health Dashboard

Not 
available, 
reporting 

month 
behind

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
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Benchmarking Data 
 

4.3 Benchmarking of Coventry and Warwickshire April performance against both the Midlands and the NHS England position is shown below. Performance is 
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% Apr-22 60.8% 

Patients waiting less than 6 weeks from referral for a diagnostic test 99% Apr-22 91.7% 

Patients should be admitted, transferred or discharged within 4 hours 
of their arrival at an A&E department 95% May-22 71.7% 

Cancer two week wait for first outpatient appointment for patients 
referred urgently with suspected cancer by a GP 93% Apr-22 79.0% 

Cancer two-week wait for first outpatient appointment for patients 
referred urgently with breast symptoms 93% Apr-22 89.2% 

Cancer one month (31-DAY) wait from diagnosis to first definitive 
treatment for all cancers 96% Apr-22 94.5% 

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

0%

50%

100%

England Midlands CWCCG

50%

75%

100%

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% Apr-22 98.7% 

Cancer 31-day wait for subsequent treatment where the treatment is a 
course of radiotherapy 94% Apr-22 96.1% 

Cancer 31-day wait for subsequent treatment where that treatment is 
surgery 94% Apr-22 90.9% 

Cancer two month (62-day) wait from urgent GP referral to first 
definitive treatment for cancer 85% Apr-22 51.5% 

Cancer 62-day wait from referral from an NHS screening service to 
first definitive treatment for all cancers 90% Apr-22 75.0% 

Cancer 62-day wait for first definitive treatment following a 
consultant's decision to upgrade the priority of the patient 85% Apr-22 75.6% 

Dementia Diagnosis Rate 82% Apr-22 56.3% 

Physical health checks for people with severe mental illness (SMI) 60% Q3 
21/22 32.4% 

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

0%

50%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

75%

100%

England Midlands CWCCG

50%

60%

70%

England Midlands CWCCG

20%

40%

60%

England Midlands CWCCG
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Trajectory Monitoring 

4.4 The annual planning process requires trajectories to meet the requirements of the Operational Planning Guidance each year. The below shows the new 
standards, and the System’s progress against achieving these within the required timescales. These trajectories are based on System providers in line with 
the submissions that were made and therefore do not take into account the waits at out of area providers, where patients may have chosen to go or for 
specialised treatment. These patients continue to be scrutinised as part of the regular monitoring mechanisms in place. 

 

 

Validated data is provided for all indicators for April where available.  Where Provisional data is provided weekly, this is shown in the table above to give a 
more up to date snapshot of the current position.  The 

Apr-22

01
/0

5/
20

22

08
/0

5/
20

22

15
/0

5/
20

22

22
/0

5/
20

22

29
/0

5/
20

22

05
/0

6/
20

22

12
/0

6/
20

22

19
/0

6/
20

22

26
/0

6/
20

22

Actual 16.2% 15.8% 19.5% 15.9% 20.7% 20.7% 18.8% 18.4% 21.3% 22.9%
Target 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0% 65.0%
Variance -48.8% -49.2% -45.5% -49.1% -44.3% -44.3% -46.2% -46.6% -43.7% -42.1%
Actual 65.3% 65.2% 74.1% 69.8% 70.6% 69.1% 67.2% 66.1% 67.1% 71.3%
Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%
Variance -29.7% -29.8% -20.9% -25.2% -24.4% -25.9% -27.8% -28.9% -27.9% -23.7%
Actual 758 161 45 125 124 155 166 214 195 119
Target 0 0 0 0 0 0 0 0 0 0
Variance 758 161 45 125 124 155 166 214 195 119
Actual 4198 4409 4502 4563 4674 4554 4781 4860 4977 5074
Target 4515 4467 4467 4467 4467 4467 4470 4470 4470 4470
Variance -317 -58 35 96 207 87 311 390 507 604
Actual 433 481 467 460 461 424 404 369 300 247
Target 456 452 452 452 452 452 429 429 429 429
Variance -23 29 15 8 9 -28 -25 -60 -129 -182
Actual 0 0 0 0 0 0 0 0 0 0
Target 56 38 38 38 38 38 0 0 0 0
Variance -56 -38 -38 -38 -38 -38 0 0 0 0
Actual 382 382 383 402 394 421 485 460 452 420
Target 512 520 520 520 520 520 527 527 527 527
Variance -130 -138 -137 -118 -126 -99 -42 -67 -75 -107

Data only available for current month

Actual 0.2%
Target 2%
Variance -1.8%
Actual 2.0%
Target 4.2%
Variance -2.2%

Maximise 2 hour urgent community 
response

Reduction of community service waiting 
lists

Deceasing trend of 52 week waits by 
March 2023 

Indicator

Return the 62 day cancer backlog to the 
level in February 2020 

Zero 78 week waits by March 2023 

Zero 104 week waits by June 2022

Ambulance Handovers within 15 mins

Ambulance Handovers within 30 mins

Ambulance Handover over 60 mins

Data currently missing 
for George Eliot and 

UHCW

Reduce 12 hour waits in ED towards zero 
and no more than 2%

Achieve the 75% 28 day faster diagnosis 
target by March 2023 

Data source in the 
proces of being 

established

Learning disability registers and annual 
health checks delivered by GPs
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elective indicators are doing well against the trajectories with the exception of the over 52 week waiters.  The ambulance handover position is very challenged 
against the trajectory – this is covered in the exception reports.  
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5.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

Benchmarking 
 
 
 
 
 
         CW      MIDLANDS      ENGLAND 
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5.1 EMERGENCY CARE TARGETS (95%): 4 Hour Wait 

A&E Performance 
 

 
 

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

 
 

 
 
 
Daily Sitreps as at 22/06/2022 (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% 99.9% 
SWFT 385 56 441 394 89.4% 81.7% 
UHCW 903 31 934 905 96.5% 94.5% 

 

 
Update:  
• Month 2 A&E published report is now available and shows an increase 

in performance in Coventry and Warwickshire achievement to 71.7%. 
The System is still performing below both the Midlands (72.8%) and 
England (73%). Achievement against the 4-hour standard continues be 
challenged nationally. 

• Attendances in May have increased, at a provider level, to 37,300, from 
34,231 in April. 

• A&E attendances are 9% above the activity levels as at April 2021, 
equating to an actual increase of 2,715 attendances.  

• Occupancy varied across the system during the last six weeks with an 
average of 94.5% seen across the System, showing the high demand 
for beds.  

• 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, the trajectory has been increasingly challenged 
through April and May. 

• 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. Actions noted below around delayed transfers of care are 
aimed at addressing this rise. 
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5.1 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. System task and finish group to be established for to develop real-time 
System oversight of activity and capacity 

4. Escalation in place for Children in Crisis and Adult Mental Health through 
Gold, Silver and Bronze structures 

5. System-wide infection and prevention discussion and collaboration in 
response to new guidance and testing  

6. Discharge monies coordinated across the System. 
7. System wide Multi-Agency Discharge Events being held, including 

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

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

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

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

11. 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 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 

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. 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. 

9. Ambulance handover delays action plan across all providers to 
improve performance  

10. Additional bridging capacity in place from Local Authority to support 
f low through CERT and discharge to assess bedded capacity to 
reduce length of stay 

11. Criteria-led discharge point prevalence survey at UHCW to be 
developed 
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5.2 EMERGENCY CARE TARGETS: 111 (95%) and Ambulance Handovers 

Benchmarking – 111 – % of calls answered within 60 seconds - April 111 data for WMAS is missing from nationally published data, March shown below 

               
         WMAS         MIDLANDS        ENGLAND 
111 Outcomes Performance   

 
 

Ambulance Handovers 
 

  
 



  
  

Performance Report  Page 16 of 51                                                               

  

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

111 Service Improvement Actions:  
• The ICB and the WMAS continue to work closely with each Trust, to 

ensure the service profiles on the DoS is accurate and clear.  
• Call assessor (non-clinical) referrals into SDEC services are now being 

discussed, planned and trialled with each of the Trusts. UHCW have a 
pilot in place accepting suspected Pulmonary Embolism patients from 
111 call assessors into their SDEC. Initial results have been extremely 
positive, with 6 patients over the first 7 days diverted away from ED. 

• Shropshire UEC leads are due to present at next month’s UEC 
Transformation Board sharing their UEC Single Point of Access model, 
and their experience will be used to support C&W UEC discussions and 
planning. 

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

Benchmarking 

              
        CWCCG        MIDLANDS       ENGLAND 

 
 
 
 
 
 
 
 
 

 
 

Recovery Actions:  
1. Digital and Health Inequalities are now represented at ECDB on a 

monthly basis. The ECDB is working on practically enacting digital 
health inequalities work into operational delivery, and this is in the early 
phase of work and is included in all workstream programmes.  

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 Quarters 2 to 4. Focus is now on reducing to 78 
weeks, in line with national plans.  The 66 patients in the table are 
patients that are outside of the Coventry & Warwickshire System waiting 
at other providers – this is being monitored closely. 

3. As a result of the positive waiting list position, the System providers are 
supporting other West Midlands acute hospitals in providing capacity 
for treatment of patients waiting over 104 weeks in order to reduce 
waiting time inequity across the region. 

4. The System Access Group meets weekly, to have system oversight of 
elective waiting lists. There is a plan in place to commence System 
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6.0 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. 

‘internal mutual aid’, to align waiting lists, reduce inequalities and 
support System recovery to commence in Q2. 

5. 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 waits to 78 weeks 
across the System will continue into 2022/23.  

6. The report to triangulate the Day Surgery Unit review, Getting it Right 
First Time (GIRFT) opportunities and results of the perfect week held in 
February, has been submitted to the ECDB for discussion.   
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7.0 DIAGNOSTICS (99%): Overview 

Benchmarking 

              
          CW       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 6 week wait performance continues to be 
strong with our system currently delivering 7% 6WW, which is slightly 
higher than the National KPI target of 5% that we had met during M12. 

 
Update 
• Activity levels have reduced across all tests except cystoscopy which 

increased activity by 55%. 
• Surge tracking is showing an improved position with more procedures 

being done earlier in the pathway. 
• Echo and Cystoscopy most challenged and the teams are reviewing 

opportunities to reduce long waits. 
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7.0 DIAGNOSTICS (99%): Overview 

 
 

• Waiting lists overall have reduced by over 2,000 to 18,166, the greatest 
reductions seen in ultrasound, CT, Dexa and MRI.  Some increases 
seen in Echo and Flexi-sig. 
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8.1 CANCER: Two Week Wait (93%) 

Benchmarking 

              
          CW       MIDLANDS       ENGLAND 
Completed two week pathways 
 
 
 
 
 
 
 

 
 
 

 

Organisation % 
CWCCG 79.0% 
SWFT 90.0% 
GEH   
UHCW 72.2% 

• Performance for Head and Neck patients at UHCW deteriorated. 39.1% 
(129 out of 330) were seen in 2 weeks.  

• The percentage of patients with suspected Gynaecological cancer who 
were seen within 2 weeks at UHCW fell to 7.7%. (11 out of 143) 

 
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. The areas of pressure continue to be discussed bi-weekly within the 
System to ensure risks to achievement of the 28 Day standard are 
mitigated as far as is possible. 

3. A pilot for faecal immunochemical testing (FIT) is launching in early 
July, which will support 2ww referrals for Lower GI, and improve the 
triage of patients sent directly to diagnostic tests. 

4. Gynaecology is currently very challenged at UHCW, and there has 
been a System-wide review of 2ww referrals to understand pressures, 
and the increase in referrals. This review will generate a report, which 
will be submitted in July to Cancer Board for oversight. 

Issues: 
• Cancer waits data has not been submitted by GEH for April and this has 

been queried with the trust. 
• 707 CW patients were seen after 2 weeks, out of 3,359.  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 come 
into effect. 
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8.1 CANCER: Two Week Wait (93%) 

• Of the 707 breached patients, the longest waiting time was a patient 
who waited 57 days at UHCW. The delay has been attributed to patient 
choice 
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8.2 CANCER: Two Week Wait (93%) – Breast Symptomatic 

Benchmarking 

              
         CW        MIDLANDS        ENGLAND 



  
  

Performance Report  Page 24 of 51                                                               

  

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

 
 
 
 
 
 
 
 
 

 
 

 

Organisation % 
CWCCG 89.2% 
SWFT 93.9% 
GEH  
UHCW 85.7% 

Issues: 
• UHCW failed to achieve the 93% cancer 2 week wait symptomatic 

target in April. There were 18 breaches out of 167 patients seen.  The 
longest wait by a patient in area was 23 days. This was at UHCW and 
was attributed to patient choice.  

• Of the 18 reported breaches;  
o SWFT; 4 breaches, 3 due to patient choice, and 1 due to a clinic 

cancellation. 
o UHCW; 13 breaches, 5 due to patient choice, 1 due to administrative 

delay, 4 capacity issues. 
• 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. 

 

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 

              
            CW      MIDLANDS         ENGLAND 
62 Day Cancer – Screening Performance: 
 

• In April there were 9 breaches out of 36 patients treated. The longest 
period a patient had waited was 92 days for treatment for breast 
cancer at UHCW. This was as a result of the Trust initiating a delay 
to diagnostic test or treatment planning. 

 

 
 

62 day Wait from GP referral – Breaches 
 

• In April there were 98 breaches out of 202 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 
 
 

 % 
CW 51.5% 
SWFT 49.7% 
GEH   
UHCW 55.0% 
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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.  Work is being undertaken to replicate 
the Elective PTL and have a single System-level PTL for Cancer to 
support oversight and opportunities for earlier tertiary referrals. 
Lessons learned from the previous workstream will be shared with 
teams. 

• Urology currently accounts for 42% of the backlog, therefore there are 
a number of actions focussing directly on Urology to support clearing 
of the waiting list and preventing patients breaching in future; 
o UHCW pathway review deep dive, scheduled for early July; 
o GIRFT and Cancer Transformation session due end of July, which 

is a follow up as result of workshop earlier in June; 
o Weekly backlog meetings with all Trusts and System Cancer leads, 

and a weekly Urology dashboard is in development to aid 
discussions; 

o System Project Management support offered to all Trusts. 



  
  

Performance Report  Page 29 of 51                                                               

  

8.3.2 CANCER: 62 Day Backlog 

8.3.2 CANCER: 62 Day Issues and Recovery Actions 
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Issues: 
• Cancer waits data has not been submitted nationally by GEH for April 

and this has been queried with the trust. 
• UHCW and SWFT 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 April there were 98 breaches out of 202 patients treated.  Of these 
patients, 32 waited more than 104 days. The longest period a patient 
had waited was 222 days for treatment at UHCW. This was for a Urology 
cancer patient and the reason for the delay is under investigation. 

•  

 
 
• 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 

• Development of proposal to change how GPs request FIT to 
support Lower GI pathway 
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8.3.2 CANCER: 62 Day Backlog 

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. 

• A revised trajectory is in development 
and will be shared when confirmed. 

• There is an existing trajectory for 
second appointments to meet 
standards by March 2023, however the 
impact of this on first appointments and 
access rates needs to be understood. 

• A meeting with NHSE has been 
scheduled for the beginning of July, to 
discuss issues and work through the 
trajectory for improvement. 
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8.3.2 CANCER: 62 Day Backlog 

 
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: Children – 12 Week Follow Ups 
 

 
 

 
 

 
 

 
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 April 2022 are: 
 

Locality Average Wait 
Coventry and Rugby 11 weeks 
Warwickshire North 15 weeks 
South Warwickshire 15 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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9.2 MENTAL HEALTH: Children – 12 Week Follow Ups 
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9.3.1 MENTAL HEALTH: Children – Autism Assessments Performance 
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Waits by Place for March 2022, by week, are as follows; 
 
Place Average Wait 
Coventry and Warwickshire – School Age 163.39 weeks 
Warwickshire – Pre-School Age 8.98 weeks 
Coventry – Pre-School Age 89.67 weeks 
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9.3.1 MENTAL HEALTH: Children – Autism Assessments Performance 

9.3.2 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 (CW) 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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9.3.1 MENTAL HEALTH: Children – Autism Assessments Performance 

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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9.4 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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9.5.1 MENTAL HEALTH: Eating Disorders Performance 

Urgent – % seen within 1 week 
 

 

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

Routine – % seen within 4 weeks 
 

 

Routine – Number of Weeks Waited in Last 4 Quarters Combined 
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9.5.2 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.  
o Currently awaiting the outcome of the national pilot and survey with the 

outcome of the pilot to support the development of the pathway.  
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9.5.2 MENTAL HEALTH: Eating Disorders Issues and Actions 

 
 

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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9.6 MENTAL HEALTH: SEVERE MENTAL ILLESS (SMI) Annual Health Checks and; 9.7 OUT OF AREA PLACEMENTS 

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 (delays due to recruitment 
and the phone line being set up) 

• B3 Admin support now in post, with their role to undertake the 
reconciliation, as well as to staff a ‘virtual hub’ for SMI AHC, 
including a direct phoneline and email address whereby patients 
can book appointments; applications have closed, interviews being 
arranged 

• Physical health nurse within CWPT set to start in July 
• Video being created to highlight health checks to service users  
• Work taking place on ensuring correct reporting (patients coded as 

‘in remission’ should be excluded from denominator) 
• Continuing promotion of PHC for SMI amongst Primary Care  

 Out of Area Placements • The number of patients placed inappropriately out of area has been 
reduced to zero, following intensive work undertaken by CWPT 
teams. 

• Work is now ongoing to ensure patients are only placed out of area 
where appropriate, and ensuring capacity is available in-county for 
new admissions. 

• Oversight will remain through local boards, reporting by exception if 
position is challenged again in future. 
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10.0 TRANSFORMING CARE: Overview 

Background 
 

• Transforming Care refers to the programme of reducing reliance on inpatient care for people with a learning disability and/or autism or 
in qualitative terms: keeping as many people with LD and/or Autism nearer home or at home with care and support wrapped around. 
This relates to 3 main groups: Children and Young People; Adult inpatients commissioned by the CW; Adult inpatients commissioned 
by NHSE / Provider Collaborative. 

• Responsibility for delivery of the Transforming Care Programme moved from CW to CWPT as of 01.04.2022. The governance of the 
programme and broader LDA programme is under review as part of this change in responsibility.  

• Inpatient targets are based on the number of inpatients per million population for each cohort. Population counts are from ONS Mid-
year estimates 2017. 

 

 
 

• Targets for March 2022 were based on a stepped approach to meeting our March 2024 target from our March 2021 position 
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10.0 TRANSFORMING CARE: Overview 

2021 – 2022 Inpatient Performance 
 

Figure 1: Final position of 
44 adult inpatients at the 
end of March 2022 against 
a target of 30 
 
• CW: 22 inpatients 
against a target of 16 
• Secure: 22 inpatients 
against a target of 14 
 
 
 
 

 
Remedial Actions 2022 – 2023 Q1 
 

• As a result of 2021 – 2022 performance, and an anomalous month in April 2022 with higher than usual admissions, remedial actions 
were identified to bring performance back on track for Q1.  

• Executive SRO (Sonya Gardiner) has been appointed from CWPT to oversee operational performance  
• Weekly Discharge Assurance meeting with case managers and system partners to track discharge progress 
• Silver senior system leadership oversight meeting, confirming progress towards discharge. This provides additional oversight and grip 

and a point of immediate escalation for commissioners and the wider MDT if there are any blockages to discharge identified in the 
weekly discharge assurance meetings.  

• Admissions are reported onto the Assuring Transformation (AT) database subject to set criteria e.g. NICE standard autism diagnosis. 
There is a process in place to ensure that the criteria is met before an admission is added to the database. The CW Director of Nursing, 
CWPT’s Chief Operating Officer or CWPT’s Deputy Chief Operating Officer are signatories. This will ensure that all possible 
opportunities for care and support in the community have been exhausted before an admission is undertaken 

• Recruiting to Assistant Director of Commissioning for LD/A to move from individualised to more strategic commissioning    

Figure 2: Final 
position of 6 CYP 
inpatients at end of 
March 2022 against 
a target of 6 
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10.0 TRANSFORMING CARE: Overview 

• Further detailed analysis is planned to identify whether Coventry & Warwickshire is identifying people with autism in mental health 
beds at a greater rate than other mental health trusts, as this will impact the Assuring Transformation database 
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10.0 TRANSFORMING CARE: Overview 

Planned Operational Activity 2022 – 2023 
 

                                                      
Figure 3: Adult Operational Targets 2022 – 2023                                                               Figure 4: CYP Operational Targets 2022 - 2023 

                                               
 
June 2022 Inpatient Performance Update – Inpatient data as of 30.06.2022 by Local Authority 
 

 Coventry Warwickshire Overall Q1 Target Difference 
CCG 10 12 22 21 0 
NHSE Adult 11 9 21 22 0 

Adult total 21 22 43 43 0 
NHSE CAMHS <5 <5 5 4 1 

 
• At the end of May 2022, we were at 45 adult inpatients and 5 CYP inpatients.  
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10.0 TRANSFORMING CARE: Overview 

• As of 30.06.2022 we are on track to meet our Q1 adult inpatient target of 43.  
• We expect to finish Q1 at 5 CYP inpatients, 1 over our Q1 target of 4. 

 

         
Table 3: Rolling 12 Months Trajectory for Adult inpatients                               Table 4: Rolling 12 Months Trajectory for CYP inpatients 
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11.0 COVID VACCINATION: Overview   
Overall System Uptake by Cohort  

 
Uptake by PCN geography 
 

 
  
Current Performance: 
• As of 29th June 2022, 2,152,215 Covid vaccinations have been administered in Coventry and Warwickshire, of which 766,577 are first dose 

vaccinations and 93.1% of those vaccinated have received a second dose.  
• 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 82.5%. 
• 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.  Coventry 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. 
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11.0 COVID VACCINATION: Overview   

 
 
 

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. 

 
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 these supplies will become more constrained 
moving into a period of lower demand during the summer. As of 29th June 2022, 72,045 Spring Boosters have been administered in Coventry and 
Warwickshire, which is 78.2% of the eligible population.  

• Healthy 5 to 11 year olds have been able to receive their vaccine from 4th April, which is expected to increase the number of 5 to 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 the May half term. As of 29th June 2022, 9,628 vaccinations have been administered to this cohort, with uptake at 11.8% 
of the eligible population.  

• The 12 to 17 year olds have been invited through a combination of Local Vaccination sites accessible through both the local and National booking 
systems and through a 100% offer from the school immunisation service in the school setting.  Second doses for these cohorts are now underway for 
the 12 to 15s and boosters for the 16 to 17 year olds.  CWPT completed their school visiting offer in March. As of 29th June 2022, 58.8% of this eligible 
population have received at least one dose of vaccination. 

• Continued focus on the ‘ever-green’ offer and the inequalities programme of work to close the gap across all areas, communities and ethnic groups. 
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Foreword
In Coventry and Warwickshire, great strides have already been made
towards a greener, more sustainable NHS. However, this journey is a
collective one that will require collaboration across our region.

As an anchor institution, the Integrated Care System (ICS) is best
placed to achieve this. Across the region, we are working with our local
authority partners to achieve our collective Net Zero carbon targets
and ambitions. Senior leaders across Coventry and Warwickshire have
agreed a single vision for our sustainability ambitions, as demonstrated
within this Green Plan.

The system commits to weaving environmental and sustainable
practices as a green thread throughout our workstreams. Climate
change is one of the most significant challenges the NHS faces, with
the potential to disrupt care and affect patients in numerous ways. As
some environmental issues contribute towards health outcomes, such
as cardiac problems, asthma and cancer, efforts across the NHS must
be accelerated.

The system is best placed to achieve this as our role as an anchor
institution leads the wellbeing of our communities being tied to our
existence as an organisation. This plan outlines how we will reduce
our environmental impact whilst improving health outcomes across the
region.

We are fully committed to playing our part in tackling climate change,
not only for the global benefits but also for us to contribute to, promote
and support the health and wellbeing of the community that we serve.

There are challenges associated with tackling this twofold problem, as
decarbonising our delivery of care can be costly on resources, time,

and capital. We can work to overcome these barriers by utilising our
connections to local authorities and wider partners.

With the energy and commitment of all departments and individual
members of staff within the ICS, we will endeavour to reduce every
aspect of our environmental footprint across all areas of our operations,
whilst working hard to provide sustainable services for the present and
future generations.

Laura Nelson – Director of Operational and Financial recovery
– Executive Lead for Sustainability.
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Highlights

Coventry and Warwickshire ICS have

a Digital Transformation
Strategyalready in place.

Coventry and Warwickshire ICS have

an  Estates Strategyalready in  
place.

Community diagnostic centres are being established across the ICS.

Two Digital Innovation 
Hubs at South Warwickshire  

Foundation Trust and University Hospitals 
Coventry and Warwickshire.

Cycle-to-work schemes
operated by all Trusts.

Decarbonisation of 
heating and hot water at  

University Hospitals Coventry and 
Warwickshire.
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Introduction
“While the NHS is already a world leader in sustainability, as the biggest
employer in this country and comprising nearly a tenth of the UK
economy, we’re both part of the problem and part of the solution.

That’s why we are mobilising our 1.3 million staff to take action for a
greener NHS, and it’s why we have worked with the world’s leading
experts to help set a practical, evidence-based and ambitious route map
and date for the NHS to reach net zero.”
Sir Simon Stevens, former NHS Chief Executive

Coventry and Warwickshire Integrated Care System, also known as the
Coventry and Warwickshire Health and Care Partnership (CWHCP) is
proud to share our Green Plan that seeks to embed sustainability and
low carbon practice in the way that the system delivers vital healthcare
services.

The Green Plan allows our ICS to set out our current position in addition
to our goals for the next three years, with a view to helping the NHS to
become the first health service in the world with net zero greenhouse
gas (GHG) emissions.

The climate crisis is also a health crisis as rising temperatures
and extreme weather will disrupt care and impact the health of our
communities. As health and the environment are inextricably linked,
climate action is not about sacrificing the quality of our patient care.
Instead, it is about building new norms and establishing a green thread
throughout our activity.

The NHS in England is facing growing financial and service pressures
at a time of rising demand. ‘Place-Based Systems of Care: a way
forward for the NHS in England’ proposes an approach to tackling these
challenges.

It argues that NHS organisations need to move away from a ‘fortress
mentality’ whereby they act to secure their own individual interests and
future, and instead establish place-based ‘systems of care’ in which
they collaborate with other NHS organisations and services to address
the challenges and improve the health of the populations they serve.

This Green Plan will help us to achieve the twofold task of reducing our
environmental impact whilst improving health outcomes, as many of the
actions needed to reduce our carbon footprint have additional benefits
for health. For example, the reduction of air pollution can decrease
incidence of COPD. By reducing our system carbon footprint, we can
improve the environment at the regional scale and therefore extend
these additional health benefits across Coventry and Warwickshire.

There are four Trusts within the ICS:
• Coventry and Warwickshire Partnership NHS Trust (CWPT)
• George Eliot Hospital NHS Trust (GEH)
• South Warwickshire NHS Foundation Trust (SWFT)
• University Hospitals Coventryand Warwickshire NHSTrust (UHCW)

In this document we will summarise the Green Plans of our member
organisations and contextualise them within the wider system.

Delivery of the Green Plan will be overseen by the Integrated Care
Board (ICB), monitored by the workstream Green Leads, and reviewed
internally on an annual basis.

5
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ICS Overview

Coventry and Warwickshire ICS region has a very large NHS workforce
and serves an urban, semi-urban and rural population of 1 million people
over an area of 800 square miles in the West Midlands region.

Our ICS region has air quality issues, coupled with pockets of deprivation
within urban populations. Just over a third of Coventry is in the highest
10% in the country for the proportion of fuel poor households. This also
applies to approximately a third of Nuneaton and Bedworth, and various
parts of Warwick, North Warwickshire and Rugby.

Poor living conditions and air quality are associated with the health
conditions of coronary heart disease, lung cancer and alcoholic liver
disease being the main causes of early adult death.

Coventry City Council, Warwickshire County Council, North Warwickshire
Borough Council, Nuneaton and Bedworth Borough Council, Rugby
Borough Council, Stratford-upon-Avon District Council and Warwick
District Council provide local services within our ICS region, and the West
Midlands Combined Authority devolves central government decision
making to the locality. All these organisations are key partners within
our ICS, and all local authorities have declared Climate Emergencies,
committing their regions to achieve Net Zero.

The population is served by four secondary care NHS Trusts, providing
acute medical and mental health care and services, and a Primary Care
Network of GPs, dentists, community pharmacies and optometrists.

In addition to the statutory health and care services, the voluntary sector
plays an important role in delivering care in the community.
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ICS Structure
Coventry and WarwickshireICSbinds our partner organisations together  
with a common purpose to improve the health of our communities.

Our Integrated Care Board (ICB) works with our Integrated Care
Partnership (ICP), which has been formed jointly with Local Authority
and third sector Partners. Together the ICB and ICP form the ICS.

NHS Trusts and providers
The Coventry and Warwickshire ICS consists of the following NHS 
organisations:
• Coventry and Warwickshire Partnership NHS Foundation Trust 

(CWPT)
• George Eliot Hospital NHS Trust (GEH)
• South Warwickshire NHS Foundation Trust (SWFT)
• University Hospital Coventry and Warwickshire NHS Trust (UHCW)
• Primary Care: General Practice surgeries (Primary Care Networks)
• West Midlands Ambulance ServiceUniversity NHSFoundation Trust  

(WMAS)¹

¹ West Midlands Ambulance Service University NHS Foundation Trust (WMAT) covers  
the w ider West Midlands region and is not a core Trust w ithin the ICS

Figure1MapshowingNHShospitalandothersecondarycaresiteswithinourICS region



happyhealthylives.ukHappyhealthylives.uk

Primary Care
Primary care services provide the first point of contact in the healthcare
system, acting as the ‘front door’ of the NHS.

There are 155 general practitioners (GPs) represented by 19 Primary
Care Networks (PCNs), which are groups of GP practices working
together with other local organisations, such as community, mental
health, social care, pharmacy, hospital, and voluntary services.

GP practices across Coventry and Warwickshire have been working 
together for several years, through federations and partnerships. There 
are three GP federations within the footprint of Coventry and  
Warwickshire that aimto support localpractices with recruitment andstaff  
management, providing clinical services when surgeries are closed, 
and representing the views of GPs at local health and care meetings. 
The South Warwickshire GP Federation is made up of 31 GP 
practices, the small, but growing Warwickshire North GP Federation 
borders the Coventry and Rugby GPAlliance which comprises 94% of 
GPs in Coventry and 45% of practices in Rugby.

The NHS Long Term Plan and the newfive-year framework for the GP
contract have formalised this.

Primary Care faces many similar issues to the larger Hospital sites;
however, the priorities and strategy may need to differ slightly in order
to achieve the overall goals. For example, the Royal College of General
Practitioners (RCGP) state “Most of general practice’s carbon footprint
is from its clinical work. Prescribing accounts for over 60% of general
practice’s carbon footprint”² .

The system consists of one Clinical Commissioning Group (CCG) that is
being merged into the ICB. There is also one unitary authority, a county
council, a city council, four borough councils and a district council.
2https://www.rcgp.org.uk/policy/rcgp-policy-areas/climate-change-sustainable-development-and-health. 
aspx

https://southwarwickshiregps.nhs.uk/
https://southwarwickshiregps.nhs.uk/
https://www.coventryrugbygpalliance.nhs.uk/
https://www.coventryrugbygpalliance.nhs.uk/
https://www.rcgp.org.uk/policy/rcgp-policy-areas/climate-change-sustainable-development-and-health.aspx
https://www.rcgp.org.uk/policy/rcgp-policy-areas/climate-change-sustainable-development-and-health.aspx
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How ICS actions are delivered
Figure 2 shows howwork within the ICS spans neighbourhoods, places, 
and the wider system.

Geographic
al  footprint

Name Participating 
organisation
s

System (Population
of 1-2 million)

Provider 
collaborative
s

NHS Trusts, 
VSCE 
organisations, the 
independent
sector

Place (Population
of 250-500,000)

Health and
wellbeing boards

ICS,
Healthwatch, 
local authorities

Place-
based  
partnership
s

ICB members, local 
authorities, VET, 
VSCE
organisations, NHS 
Trusts, Healthwatch 
and primary care

Neighbourhood 
(Population of
30-
50,000)

Primary 
care  
networks

General practice, 
community pharmacy, 
dentistry, opticians

Figure2TableshowinghowtheICSdelegatesitsworkstreams

The entire system across Coventry and Warwickshire sets the goals for
the individual Places and PCNs and the strategy for success. The goal at
system is to improving population health and health care, tackle unequal
outcomes and access, enhance productivity, and value for money and
help the NHS to support broader social and economic developments.

Provider collaboratives are partnership arrangements involving our
NHS Trusts, the voluntary and private sector, working at scale across
multiple places.

The aim of ‘Place’ is to bring together stakeholders from health and
wellbeing boards, local authorities and place-based partnerships by
integrating teams and services within a defined geographical area. They
support the neighbourhood level of Primary Care Networks and connect
them to broader services including those, provided by local councils,
community hospitals or voluntary organisations whilst making sure that
the wider health and care needs of their areas are recognised.

We have four Places: Coventry, Rugby, South Warwickshire and
Warwickshire North.

The final tier is ‘Neighbourhood’, which is the remit of Primary Care
Networks (PCNs), consisting of GP practices, dentists, community
pharmacies and opticians.

We have 19 groups of GPs that have come together to work more
closely within the PCNs. Their role is to support groups of GP practices,
in partnership with community services, social care, mental health and
other providers of health and social care including the voluntary sector.

There are necessary strong interlinkages with each collaboration,
partnership and PCN within the system, with whole system being greater
than the sum of its parts.
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Local and PublicAuthorities
In addition to the local authorities already mentioned, the Coventry and
Warwickshire Anchor Alliance aims to deliver transformative actions to
address the inequalities in our communities in health and wellbeing,
access to education, employment opportunities and supporting the
development of enterprise and the economy. The alliance includes
Coventry City Council, Warwickshire County Council, Coventry
University, The University of Warwick, NHS Trusts, and the CWLEP.

Coventry is one of the seven cities in the UK invited to participate in
the UK Marmot Network and become a Marmot City, providing the city
with access to the international expertise of the Marmot Team based
at University College London. The end goal of the Marmot Group is
to reduce health inequalities and since becoming a Marmot City in
2013, progress has been made on health outcomes, life satisfaction,
employment, and reductions in crime in priority locations.

Coventry and Warwickshire Local Enterprise Partnership (CWLEP) aims
to drive economic growth within the region, collaborating with private
and public sector leaders. Projects supported by the LEP such as free
shuttle bus services for NHS staff during the COVID-19 pandemic and a
digital partnership represent how the LEP can collaborate with the ICS
going forwards.

West Midlands Police and West Midlands Fire Service are additional
key partners in our ICS.

https://www.happyhealthylives.uk/download/clientfiles/files/partnership-board/pres%205%20Anchors%20for%20Place%20Forum%20FINAL.pdf
https://www.happyhealthylives.uk/download/clientfiles/files/partnership-board/pres%205%20Anchors%20for%20Place%20Forum%20FINAL.pdf
https://www.cwlep.com/
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Health and Wellbeing Boards
Two Health and Wellbeing Boards are operational in Coventry and
Warwickshire.

The Coventry Health and Wellbeing Board is run by Coventry City
Council and collaborates with the Warwickshire Health and Wellbeing
Board on the Coventry and Warwickshire Place Forum.

Within the Warwickshire Health and Wellbeing Board sit three place-
based Health and Wellbeing Partnerships (HWP) for Warwickshire
North, Rugby and South Warwickshire.

Healthwatch is an independent consumer champion for health and
social care, and as part of a national scheme, every local council in
England has their own Healthwatch. Healthwatch Warwickshire (HWW)
and Healthwatch Coventry (HWC) have run several projects such as
caring for the carers, dentistry in Warwickshire, social care experiences
and access to healthcare with hearing impediments.

https://www.coventry.gov.uk/health-wellbeing/health-wellbeing-board
https://www.local.gov.uk/case-studies/coventry-and-warwickshire-place-forum
https://www.warwickshire.gov.uk/health-wellbeing-board-1
https://www.healthwatchwarwickshire.co.uk/
https://www.healthwatchcoventry.co.uk/
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Education Sector
Two higher education establishments within our region have links with 
local NHS Trusts or other healthcare providers. These are:
• Coventry University
• University of Warwick

All establishments have health-related courses, and there is scope to
work with them to embed sustainable models of care within course
syllabuses. This will shape the healthcare staff of the future in being
mindful of the social and environmental impact of care delivery and
inherently be attuned to the NHS’ Green agenda.

Furthermore, each university has their own sustainability agenda,
and provide courses on environmental science, sustainability and/or
sustainable technologies. University research departments may also
work in partnership with the ICS to achieve mutually beneficial goals.

TransportSector
Coventry and Warwickshire have major transport links (air, rail, motorway
network, buses) in and around the area, which have a significant
environmental impact in terms of emissions, air pollution and noise.

Therefore, it is important to work in partnership with local public
transport providers to achieve the shared goals of reducing pollution
and increasing accessibility (transport) to our healthcare sites.

As will be discussed late, ambitious plans are already underfoot to make
transport cleaner in Coventry, with the local authorities taking the lead on
enforcing air quality standards, creating electric vehicle infrastructures,
and making places more cycle friendly.

https://www.coventry.ac.uk/
https://warwick.ac.uk/
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Voluntary Sector
Warwickshire and Solihull Community and Voluntary Action or
Warwickshire CAVAare a local VCS infrastructure organisation providing
vital support to the volunteers working to strengthen our communities.

Voluntary Action Coventry collaborates with the volunteer centre,
Healthwatch Coventry and the VSCE Alliance to coordinate volunteering
efforts across Coventry.

Other partner organisations
Sustainability West Midlands (SWM) has set out ambitions to contribute
to the national target of Net Zero whilst addressing health inequality and
driving inclusive growth. Sustainability West Midlands provides a forum
for the sharing of best practice and uniting organisations within the
region on their journey to net zero.

Warwickshire Coventry and Solihull Local Nature Partnership
(LNP) drives positive change in the local natural environment and
contribute to national environmental objectives.

https://www.wcava.org.uk/
http://www.vacoventry.org.uk/
https://www.sustainabilitywestmidlands.org.uk/
https://www.warwickshirewildlifetrust.org.uk/LNP
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System Vision

Figure3C&WICS2021/22Vision
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Our Trusts have made considerable progress along their Net Zero
journeys over the years. The challenge now is to set a long-term vision
for sustainability within the ICS and define the actions that the ICS and
our stakeholders will take to achieve it.

The end goal of the NHS Green Plans is to reach Net Zero by 2045.
This plan will take us through the next three years. As the ICS develops
and matures as an organisation, it will be possible to further develop our
longer-term strategy and vision for 2045.

Change within the systemis beginning at a steady pace, as the integrated
care system itself is still in its infancy. However, as our relationships with
stakeholders grow and develop, environmental progress is thought to
increase exponentially.

This growth will allow conversations around funding and budgets to
continue. Some financial saving will be feasible by choosing a more
sustainable approach, but in many cases, investment will be needed
too. Funding will therefore be central in the delivery of this Green Plan.
The Net Zero journey will require changes to infrastructure, policies,
practices, behaviours, values and the alignments of activities with the
green agenda.

Therefore, it is important that a green thread persists throughout all
our workstreams. Each area of focus details the actions Coventry and
Warwickshire ICS will take to reach Net Zero within that workstream.
The actions also need to ensure that the Green Plan will be rooted in
the ‘place’ rather than the ‘provider’, meaning that it will bring broader
regional focus.

The NHS has set national targets labelled ‘Should do’s and ‘Could do’s, 
which have been integrated into the target actions within our area of

focus action tables. Below we have detailed our vision, objectives and
targets that will be used to seek to enact far-reaching and impactful
change on the environment and improved health outcomes.

The Green Plan adds further environmental and social dimensions to
the delivery of care, especially in terms of the widely accepted climate
and ecological crisis.

Green Plan Vision
Net Zero: resource consumption and Greenhouse
Gas (GHG) emission reductions that align with NHS
net zero targets and mitigate against climate change.

Climate Resilience: adaptation strategies that  
strengthen the Trust’s ability to maintain quality care 
and provide a basis for us to become a climate change 

resilient organisation.

Social Value: actions that influence the collective 
social wellbeing of patients, staff and surrounding 

community.
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Drivers for Change

International Policy Drivers Relevance to Green Plan

Intergovernmental Panel on Climate Change (IPCC) AR5 
2013

Sets out the ‘Net Zero National Health Service 2020’ strategy and the
‘Greener NHS’ guidance

UN Sustainable Development Goals (SDGs) 2016 Sets out the ‘Five Year Forward View 2014’ strategy

World Health Organisation (WHO) toward
environmentally sustainable health systems 2016

Sets out the ‘Sustainable Development Strategy for the Health and Social
Care System 2014-2020’

World Health Organisation (WHO) Health 2020 Sets out the ‘Adaptation Report for the Healthcare System 2015’

The Global Climate and Health Alliance.
Mitigation and Co-benefits of Climate Change

Sets out ‘The Carter Review2016’

Sets out the National Institute for Clinical Excellence (NICE)’s ‘Physical
Activity; walking and cycling 2012’ strategy
Sets out the ‘Health Technical Memoranda’and ‘Health Building Notes’

Sets out the ‘Sustainable Transformation Partnership’ plans

Coventry and Warwickshire ICS is committed to deliver the NHS Long Term Plan, Standard Contract, and the recommendations in the Priorities
and Operational Planning Guidance and ‘Delivering a Net Zero NHS’ report, all of which have informed the Green Plan and shape the ICS’Vision.

The ICS will work through this plan to fulfil sustainable development requirements from the NHS and other relevant legislation (as listed in the
following tables in Figure 4) that are aligned with the relevant United Nations (UN) Sustainable Development Goals (SDGs). This includes obligations
to minimise adverse impacts on the environment and secure wider social, economic and environmental benefits for communities.
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National Policy Drivers Relevance to Green Plan

Climate Change Act 2008 (Amended 2015) Sets out emissions reduction targets

Public Services (Social Values) Act 2012 Sets out sustainability targets

HM Treasury’s Sustainability Reporting Framework Sets out sustainability targets

Public Health Outcomes Framework Sets out health & wellbeing targets

Integration and Innovation: Working together to improve 
health and social care for all

Sets out legislative proposals for the subsequently approved Health and Care 
Bill 2021

Health and Care Bill 2021 Sets out Integrated Care Systems as statutory bodies
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Figure4Legislativeandregionaldrivers

Local/Regional Policy Drivers Relevance to Green Plan
WM2041 5 Year Plan 2021-2026 West Midlands Combined Authority’s plan on carbon emission reduction

Coventry Climate Change Strategy Coventry City Council’s plans to achieve Net Zero

Rugby Net Zero Rugby Borough Council’s plan to achieve Net Zero

Taking Action on Climate Change Warwick District Council’s plan to achieve Net Zero

South Warwickshire Climate Action Support Stratford-upon-Avon and Warwick District Council’s combined plan to 
achieve Net Zero

Warwickshire Climate Emergency Warwickshire County Council’s plan to achieve Net Zero

Climate Change Action Plan North Warwickshire Borough Council’s plans to achieve Net Zero

Delivering our Future Nuneaton and Bedworth Borough Council’s plan to achieve Net Zero

Movement for Growth The West Midlands Combined Authority’s Strategic Transport Plan

West Midlands 2026 Delivery Plan for Transport The West Midlands Combined Authority’s vTransport Delivery Plan

West Midlands Natural Environment Plan: 2021 - 2026 Plan to improve the West Midland’s natural capital by protecting, restoring 
and enhancing the natural environment

https://www.wmca.org.uk/what-we-do/environment-and-energy/
https://www.coventry.gov.uk/home-energy-warmth/tackling-climate-change/2
https://www.rugbynetzero.co.uk/
https://estates8.warwickdc.gov.uk/CMIS/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=y0rbw8uPBpN3%2b9y6%2b%2bUMr0KlJ%2f9nVgPY%2bETFW5sMWFPBkiDjjnjwcQ%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://www.stratford.gov.uk/doc/210437/name/Warwick%20and%20Stratford%20on%20Avon%20District%20Councils%20Baseline%20and%20Pathways%20V30.pdf/
https://www.warwickshireclimateemergency.org.uk/
https://www.northwarks.gov.uk/info/20236/climate_change/1585/climate_change
https://www.nuneatonandbedworth.gov.uk/downloads/file/4285/delivering_our_future_2019-2022
https://www.tfwm.org.uk/who-we-are/our-strategy/movement-for-growth-strategic-transport-plan/
https://www.tfwm.org.uk/media/gcpbne03/2026-delivery-plan-for-transport.pdf
https://www.wmca.org.uk/media/5102/natural-environment-plan.pdf


happyhealthylives.ukHappyhealthylives.uk

Our ICS is working meaningfully towards the United Nations (UN)
Sustainable Development Goals (SDGs) through our Green Plan, which
we have aligned to relevant SDG targets.

The SDGs underpin a globalaction framework to 2030, adopted by every
UN member country to address thebiggest challenges facing humanity.

Each goal has targets and indicators to help nations and organisations
prioritise and manage responses to key social, economic and
environmental issues. We have considered how our ICS can contribute
to the SDGs as a whole, as well as how sustainability objectives
contribute towards the delivery of this strategy.

The NHS and its people contribute to multiple SDGs through the delivery
of its core functions, for example, target 3.8, to achieve universal health
coverage. Established on 5th July 1948, the UK’s National Health
Service is the world’s first modern fully universal healthcare system,
free at the point of use, and celebrating its 75th year in 2023.

The United Nations Sustainable Development Goals
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The Net Zero journey will require changes to infrastructure, policies,
practices, behaviours, values and alignment of other activities with the
green agenda.

Contributing to around 4% of the country’s carbon emissions, and over
7% of the economy, the NHS has an essential role to play in meeting the
net zero targets set under the Climate Change Act.

Two clear and feasible net zero targets for NHS England are outlined
in the ‘Delivering a ‘Net Zero’ National Health Service’ report (aka NHS
Net Zero Report):

• The NHS Carbon Footprint for the emissions under direct control,
net zero by 2040.

• The NHSCarbon Footprint‘Plus’ for theemissions under influence,  
net zero by 2045.

Integrated Care Systems are to align their Green Plans with NHS
England’s net zero ambitions. The emissions used in this Plan have
been calculated from all the sources listed in the NHS Net Zero Report
and should be reduced by approximately 4% year-on-year (akin to
Science Based Targets) until each of the relevant target dates.

Greenhouse Gas Emissions
Greenhouse gas emissions are conventionally classified into one
of three ‘scopes’, dependent on what the emission source is and the
level of control an organisation has over the emission source. They are
reported in ‘tonnes of carbon dioxide equivalent’ (tCO2e).

The emission sources and their ‘scopes’ are shown in the infographic 
(Figure 5).

Figure 5Greenhousegasemissionsources,andtheir ‘scopes’

Linking the Green Plan to NHS Net Zero

https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2020/10/delivering-a-net-zero-national-health-service.pdf
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The result of a GHG emission calculation varies in accuracy depending
on the data set provided. The more accurate the data supplied, the more
accurate the result, which will subsequently allow for better targeting of
areas where improvements can be made.

Data Collection
The ICS-wide carbon footprint has been made up of the following data
and emissions sources.

Energy, water and waste
Energy, water, and waste data for each individualNHS Trust were sourced
from each Trust’s Green Plan carbon footprint, except for Coventry and
Warwickshire Partnership Trust (CWPT) and West Midlands Ambulance
Service (WMAS), where the NHS’ Estates Return Information Collection
(ERIC) was used for financial years 2018/19 to 2020/21.

WMAS sites within the ICS region (Coventry and Warwick Ambulance
Hubs) have been included for 2019/20 and 2020/21 only (as site-specific
data is not available for 2018/19).

Travel
Travel data associated with Trust’s fleet vehicles, staff mileage
reimbursements and other business travel (rail, air, taxi etc.) were
provided by some Trusts (as per their Green Plans).

Distances travelled by ambulances and rapid response vehicles by
WMAS have been taken from their Sustainability Strategy 2021-2026
(for 2018/19 and 2019/20 only). An assumed proxy (akin to 2019/20
emissions was used for 2020/21 for completeness, though this will need
to be changed when newdata is released from WMAS.

Data and Methodology
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Using the known area for the Ambulance Service’s outreach of 4,428
square miles, the distance travelled, and associated emissions have
been apportioned to our ICS area of 800 square miles.

This does not necessarily reflect the Ambulance Service’s activity in our
area, however. The emission factors for large diesel vans and large
diesel cars were used for ambulance and rapid response vehicles
accordingly.

The NHS’ Health Outcomes of Travel Tool (HOTT) was used to estimate
commuter, patient and visitor travel distances and emissions for each
Trust (emission calculations already completed in HOTT).

Medicines
Volatile anaesthetic, nitrous oxide (total emissions for each anaesthetic
agent in tCO2e) and inhaler data (numbers prescribed) for the ICS
region was extracted from the NHS’ Greener NHS Dashboard.

IndividualTrust data (whereprovided) has also beenused and adjusted 
against the NHS Greener Dashboard to prevent double counting.

Inhaler and nitrous oxide data from the NHS Greener Dashboard have
only been released for 2020/21, and so will not show in 2018/19 or
2019/20 carbon footprints.

Inhaler data mostly relates to GP prescriptions in the community. Inhaler
emissions were calculated using an industry average of 46 kgCO2e per
metered dose inhaler, and 1 kgCO2e per dry powder inhaler.

Procurement
Published procurement data (above £25,000) were provided by three
out of the four Trusts, as disclosed in their Green Plans.

What does 1 tonne of carbon dioxide look like?

2One tCO e can be visualised as a volume of gas the size of a hot air
balloon – a sphere about 10 metres in diameter.

The average 3-bedroom semi-detached home emits around 1 tCO2e 
per year from electricity consumption and almost 2 tCO2e from the use 

of natural gas for heating and cooking.
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Primary Care Network (PCN)
Unlike NHS Trusts, primary care providers do not have to record or
disclose energy use, waste arisings or travel information. Therefore, a
questionnaire was sent to GP practices across the region, asking for
energy, utility, and travel information for the previous financial year
(2020/21). Data from returned questionnaires has been aggregated to
provide a carbon footprint and other information for the Primary Care
Network.

However, as mentioned, inhaler data from the NHS Greener Dashboard
does include inhaler data from the PCN and is incorporated into the ICS’
carbon footprint.

Data omissions
Procurement data were not provided by one Trustand is not reflected in
the ICS carbon footprint.

Travelassociated withTrusts’fleetvehicles, staff mileage reimbursements
and other business travel (rail, air, taxi etc.) is inconsistently reported by
the Trusts and does not reflect the true impact of travel in the carbon
footprint. We have used a proxy for emergency vehicle travel by WMAS
for 2020/21 for consistency.

Carbon Footprint
The correct BEIS carbon emission factors for each energy/utility source
(from ERIC data) were used to calculate the emissions in tonnes of
carbon dioxide equivalent (tCO2e), including well-to-tank emission
factors, as per the GHG Protocol for Corporate Reporting and with ISO
14064:1 methodologies.

We have used Scope 3 well-to-tank emission factors for energy and 
travel. Emissions have been apportioned according to their scope (1, 2

or 3) as described in the previous section.

Emissions related to volatile anaesthetic gases, nitrous oxide and
inhalers (per inhaler type and brand) have been calculated using peer
reviewed journal data.

Emission values from each source, from each Trust have been
aggregated to produce an ICS-wide carbon footprint from 2018/19 to
2020/21. An additional carbon footprint for the Primary Care Network
is planned as a future endeavour, using the same methodologies as
stated above.

We have chosen to use 2020/21as our baselineyear,as this represents  
the most cohesive data set.

Data improvement
It is hoped that as data collection and reporting methods evolve, we will
incorporate Trust and PCN nitrous oxide and inhaler data, procurement-
related emissions, and additional travel data into our footprint. At this
stage, we may change the footprint year and readjust targets once more
data is available.

Workshops
We ran two stakeholder engagement workshops to explain the purpose
and aims of this Green Plan, and to gain valued feedback from
participants. We used an interactive application called Mentimeter to
receive this feedback, which was used to shape the narrative within this
plan.

We will use ongoing workshops to disseminateinformation in this Green 
Plan and obtain further useful feedback and insights from stakeholders.
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Regional policy drivers
Integrated Care Systems span a variety of geographies and political
boundaries. To understand regional and local issues pertaining to
sustainable models of care, climate change and other environmental
issues, an analysis of regional and local socio-environmental data and
local authority policies/strategies was undertaken (‘policy scan’). The
policy scan has been used to inform the Green Plan narrative and action
plans.

The SHAPE Atlas tool and other governmental datasets were used to 
provide additional information or detail to the policy scan.

Maturity Matrix
Each Trust’s Green Plan has been assessed in terms of alignment with
the NHS’ ‘How to produce a Green Plan’ guidance and the robustness
of Trust’s action plans.

The assessment and scoring used the metrics as follows:
• Data completeness and presentation
• Existing strategies and narrative
• Future targeting

A radar graph for each Trust has been produced and amalgamated into
an ICS radar graph to show the maturity of the Trusts’ respective Green
Plans.

While weighting for future targets remains equal across all areas of
focus, the other two metrics fluctuate depending on how much data is
needed in that area.

https://shapeatlas.net/
https://www.gov.uk/search/research-and-statistics
https://www.england.nhs.uk/greenernhs/get-involved/organisations/
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Current Position

20towns
and 1city
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Health Inequalities
There are patterns of population health that are determined by broad
social and economic circumstances into which people are born and
live, which treatment alone cannot tackle. Local systems working
together with strong leadership, joint planning, ambition and scale have
important roles to play in helping to solve the complex web leading to
health inequalities.

In the Index of Multiple Deprivation map shown in figure 6, levels of
deprivation vary across Coventry and Warwickshire. Coventry in
particular appears to have more areas within the upper quintiles of
deprivation. The social and economic factors associated with IMD can
result in increased occurrences of smoking and obesity.

Smoking is a significant contributor to health inequalities, as it accounts
for significant differences in life expectancy between those living in the
most and least deprived communities. Cardiovascular disease (CVD)
and Alzheimer’s are also strongly associated with health inequalities
and where the associated risk factors can be linked to modifiable lifestyle
risks.

Where the risk factors for health issues are environmental, the actions in
the green plan could reduce their occurrences across the system. Chronic
obstructive pulmonary disease (COPD) is an example of this, as it has
been linked not only to smoking, but poor air quality. This demonstrates
the crossover between social, economic and environmental factors with
health.

The ICS approach to tackle health inequalities will consist of work
in partnership with local authorities, Public Health teams, GPs, the
Voluntary and Community sector and patients.

33.26 to 92.73 
8.63 to 14.24

21.56 to 33.25 14.25 to 21.55
0.54 to 8.62

Key
Values f or LSOAs within the sleceted boundary are shown. The larger the v alue and the deeper the 
purple, the greater the depriv ation. The colours represent the quintiles:

Figure 6mapsout the Indexof Multiple Deprivation (IMD) across theICS region (taken from the 
SHAPE tool).
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Primary Care Network
GP practices work together with community, mental health, social care,
pharmacy, hospital, and voluntary services in their local areas in groups
of practices known as primary care networks (PCNs). There are 1,250
PCNs in England that serve between 30,000 to 50,000 people.

GPs are on the frontline in proactively delivering personalised and
sustainable models of care. Through working in unison with the PCN,
a larger impact and economies of scale can be achieved through
collaboration with other GP practices and other local health and social
care providers.

PCNs are led by clinical directors who may be a GP, general practice
nurse, clinical pharmacist or other clinical profession working in general
practice. There are 155 general practitioners (GPs) represented by 19
PCNs.

Primary Care Networks 30
GP practices 155
Health Centres, Clinics, Walk in Centres 70
Pharmacies 199

These GP practices are housed in buildings, all varying ages and types,
which presents issues with energy efficiency upgrades. GPs are not
mandated to record or report their energy consumption, waste arisings
or distances travelled by doctors or nurses when delivering care. Until
now, there has not been any work to quantify energy and emissions
from GP practices.

As part of our Green Plan, we are engaging with GPs via the PCNs
to get a measure on their energy/utility use, what resource efficiency
actions have been undertaken and whether social prescribing is being
used. Figure 7PrimaryCare Network facilities
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Questionnaire results
A total of 4 practices responded, representing 3% of all GP practices. 
Unfortunately, no resource consumption data was received, thus a 
carbon footprint for the GP estate has not been calculated.

Electricity and Gas
Only 50% and 25% of practices record both the consumption and cost of
their electricity and gas consumption respectively, as shown in Figures
8 and 9. No practices reported using renewable electricity.

Gas is the predominant heating fuel. No practices reported using
heating oil, though 50% of respondents did not know or did not answer
the question.

Figure 8GP practices recordingelectricitydata F

igure9 GP practices recordinggas data
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Energy efficiency improvements
Only one GP practice has made energy efficiency upgrades (LED
lighting upgrades) to their buildings within the last 3 years.

Water
Only 50% of GP practices record their water consumption and/or cost,
and 50 % submitted a nil response. None of the practices stated they
had made water efficiency improvements.

It is not known whether most practices have water meters installed
and are relying on standardised charges for their water consumption.
Ensuring that all practices have water meters installed is a priority.

Waste
We did not receive any quantifiable data for waste arisings.
In fact, no respondents stated they collate waste data, with 50% having 
a nil response.

As shown in Figure 11, only 25% of practices have mixed recycling bins,
though 25% have additional paper/card.

It is imperative that where practices are in control of waste collections (as
opposed to a landlord), waste data is recorded monthly. Additionally, the
ICS must ensure that all Waste Transfer Notes and Waste Consignment
Notes (for hazardous waste) are collected and filed as per waste
legislation and legal compliance.

Figure 10GP practices recordingwater data

Figure 11Percentage of waste bintypesat GPpractices
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Waste communications
The importance of waste segregation appears to be well communicated,
with 50% respondents agreeing that their communications are effective.
This is done via a mixture of signage, verbal reminders, and email
communications. However, we cannot infer that most practices are
segregating their waste sufficiently and warrants further investigation.

Inhaler recycling
No practice stated they were involved in an inhaler recycling scheme.

Travel
Less than half of the GP practices actively promote other ways to
commute (as shown in Figure 12). No travel related data has been
provided, and so emissions relating to work-related travel or commuting
have been calculated.

Social prescribing
Social prescribing is used by 50% of the respondents, as shown in 
Figure 13. There was a 50% nil response rate.

Figure 12Percentage of GPpracticespromotingnon-singleoccupancycar travel

Figure 13Percentage of GPpracticesusingsocial prescribing
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Future engagement
We would like to map resource consumption and emissions from the
general practice estate in its entirety, and we are at the beginning of this
journey.

We are aiming for GP practices, with the support of the PCNs, to submit
timely reports to the us. One such method of capturing this data would
be the use of the Green Practice for Health Toolkit.

This will enable a granular understanding of their resource use and
emissions, and inclusion within our ICS carbon footprint.

Ongoing Green Plan communications with the PCNs will help GP
practices foster their own net zero aspirations. We will encourage GP
practices to use resources such as Primary Care Support England and
Greener Practice.

https://www.greenerpractice.co.uk/green-impact-for-health-toolkit
https://pcse.england.nhs.uk/about-us/sustainability/
https://pcse.england.nhs.uk/about-us/sustainability/
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The Maturity Matrix below displays how comprehensively each area of focus has been portrayed by each Trust within their Green Plan. While a
useful guide to highlight areas which may benefit from further investigation and improvement within each Trust, this only reflects how extensively
each area has been covered within the Green Plan, not the actual performance of the Trust.

Maturity Matrix

Figure 14Maturity matrixdiagram
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In Figure 14, we can see that all four Trusts showed strengths in different
areas within their Green Plans, which is useful for informing how
systematic actions can help Trusts collaborate and share best practice.
We recognise that this is in the early stages of plan development and
implementation for many of our Trusts, and we will engage with them on
the areas of focus in the months and years ahead.

Workforce & System Leadership
Workforce and System Leadership saw all Trusts scoring highly,
especially UHCW, due to the provision of strong links to existing
workforce strategies and achievable, time-bound targets. CWPT could
have scored higher here by providing more evidence of staff engagement
initiatives.

Sustainable Models of Care
For Sustainable Models of Care, each Trust again scored highly,
especially SWFT, due to the highlighting of the inequalities impacting
delivery of care, identifying existing sustainable models of care strategies
in place, and setting out specific, measurable, targets for the future.

Digital Transformation
In Digital Transformation, every Trust scored full marks apart from
CHCW, who would have benefitted from providing stronger evidence of
transitions to virtual systems.

Travel & Transport
The Travel area of focus saw most Trusts score well, as they included
travel emissions data across a number of years in their carbon footprint
calculations, allowing them to set out a trajectory for their emissions
reductions. The gaps in data presentation are reflected in UHCW’s score
for this section, but presents an opportunity for facilitation at system
level, and setting up a shared learning approach between UHCW and
the other Trusts.
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Estates & Facilities
For Estates and Facilities, every Trust presented strong evidence of
existing estates strategies currently in place, with UHCW let down in
part by the omission of comprehensive estates data over consecutive
years and presenting this as an emissions trajectory towards 2045.

Medicines
The Medicines area of focus is not applicable to CWPT as they do
not administer anaesthetics or provide inhalers to patients. Every
Trust presented this section well, due to providing evidence of
existing medicines strategies, and the inclusion of medicines
emissions data presentation of that data on a trajectory towards net
zero

Supply Chain & Procurement
There is a good opportunity for shared learning in Procurement. All
Trusts identified strong links to existing procurement strategy, with
CWPT, GEH and SWFT also providing detailed accounts of their
existing strategies, alongside the provision of emissions data related
to their procurement activity. This provided the opportunity to present
this data as part of their overall carbon footprint, as well as an
emissions trajectory, something UHCW could benefit from.

Food & Nutrition
Under Food and Nutrition, all Trusts presented achievable
and measurable future targets. CWPT were let down by the
omission of comprehensive rundowns of current food and nutrition
strategies in place.

Climate Change Adaptation
For Climate Change Adaptation, every Trust identified potential climate
risks, and most also provided details of Risk Assessments
and Heat Wave Plans which made for strong narrative sections.

However, CWPT could have scored better by including their existing 
climate change adaptation policies and strategies.

As the Trust Plans continue to develop over the next three
years, collaboration and sharing of best practice, alongside regional
facilitation of these conversations where appropriate, will mean that
Trusts are better placed for reaching the targets they have set
themselves on their routes to achieving Net Zero.
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ICS Carbon Footprint

Figure 15Total carbonfootprint in2020/21

The Carbon Footprint in 2020/21 was 258,211 tCO2e.

To meet the NHS Net Zero commitments, around 8,400tCO2eneeds  
to be avoided from all sources each year until 2040/45.

Akin to the NHS Net Zero report, most of the emissions (72%) came 
from sources not under the Trust’s direct control.

The remaining 28% arose from sources that can be controlled or
strongly influenced.

See Figure 5 for the split of each emission category, as per the NHS
Net Zero report categorisation. Data shown relate to emissions in
tCO2e and their relative proportion of the footprint.

NHS Net Zero report categorisation. Data shown relate to emissions
in tCO2e and their relative proportion of the footprint.

Key

Delivery of Care:

PersonalTravel:

Supply Chain:

Water & Waste: 797
(0.3%)

Business Travel:
2,846 (1%)

Anaesthetic Gases &
Inhalers: 5,414 (2%)

Commissioned
Services: 3,161
(1.2%)
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Trajectory to 2045
To reach net zero by 2045, each of our member organisations will need to achieve a 4% year on year reduction if they fall into the ‘net zero by
2040’ category, and a 5% year on year reduction if they are in the ‘net zero by 2045’ category. The trajectory for this in each of the key areas of
greenhouse gas emissions can be seen in Figure 16.

Figure16 Coventry &WarwickshireICStrajectory to Net Zero.Note: Total ICSanaestheticgasesandinhalerdata were onlyavailablefor2020/21 
and residual emissionswill need to beoffset by2040/45.
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Areas of Focus Contents
The following ‘Areas of Focus’ give an overview of our current performance/status and an Action
Plan. Each area of focus has been assigned a list of actions that have been drawn from NHS and
government guidance, and any additional measures that will facilitate our journey towards net zero.
The actions within these tables have been given an ‘NHS Requirement’ column that includes an
abbreviation for the document or guidance that it can be linked to; detailed in the table below.

Leadership
Workforce & System 38

Sustainable Models  
of Care 43

Digital 
Transformation 47

Travel and Transport 53

Estates and  
Facilities 62

SupplyChainand 
Procurement 87

Food and  
Nutrition 93

Climate 
Adaptation 97

78Medicines

PAR662 The ICS People Function
PTOM ICS Based Procurement Guidance
SRG Public sector annual reports: sustainability reporting guidance
GAHPH Green Allied Health Professional Hub
NZ Delivering a Net Zero NHS
SC Standard Contract
GNHS Greener NHS
ENZCDP Estates Net Zero Carbon Delivery Plan
LTP Long Term Plan
NHSEI NHS England and NHS Improvement
IIF Impact Investment Fund
PG Planning Guidance
OPE One Public Estate
eJPG e-Job Planning Guidance
eRG e-Rostering Guidance
GGICT Greening government: ICT and digital services strategy 2020-25
PP People Plan
EOE East of England Greener NHS: Green Plan framework and guidance
3AR Third Adaptation Report
SSR NHS Sustainable Supplier Framework

https://www.gov.uk/government/publications/public-sector-annual-reports-sustainability-reporting-guidance-2021-to-2022
https://www.england.nhs.uk/ahp/greener-ahp-hub/where-you-can-make-a-positive-impact-towards-net-zero/
https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2020/10/delivering-a-net-zero-national-health-service.pdf
https://www.england.nhs.uk/publication/shorter-form-nhs-standard-contract-2022-23-particulars-service-conditions-general-conditions/
https://www.england.nhs.uk/greenernhs/
https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://www.england.nhs.uk/publication/investment-and-impact-fund-2020-21/
https://www.england.nhs.uk/publication/2022-23-priorities-and-operational-planning-guidance/
https://www.local.gov.uk/onepublicestate
https://www.england.nhs.uk/wp-content/uploads/2020/09/e-job-planning-guidance.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/09/e-rostering-guidance.pdf
https://www.gov.uk/government/publications/greening-government-ict-and-digital-services-strategy-2020-2025/greening-government-ict-and-digital-services-strategy-2020-2025
https://www.england.nhs.uk/wp-content/uploads/2020/07/We-Are-The-NHS-Action-For-All-Of-Us-FINAL-March-21.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/12/NHS-third-health-and-care-adaptation-report-2021.pdf
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Workforce and Systems 
Leadership

We will build our Green Plan into our strategic planning and governance,
including our clinical and operational policies and procedures to ensure
sustainable development is a part of our daily work and howwe measure
success.

Workforce
This is a shared journey, and we invite our colleagues to be a part of it.
Education is crucial to convey to our colleagues as to why the Green
Plan is important, in addition to raising awareness of, and engagement
with, net zero goals and sustainable development.

We will support our partner organisations in maintaining the health and
wellbeing of NHS colleagues and taking action to ensure that they can
encourage high rates of workforce recruitment and retention. Across the
system, we have a responsibility to consider all our member organisations
in the decisions we make, including primary and secondary care, and
howthese link to our partner organisations.

Systems Leadership
This Green Plan is approved by our ICBand will be reviewed (and revised
if necessary) at least annually to keep us on track with the NHS net zero
goals and our own targets. These reviews and our progress against
the actions in the Green Plan will be submitted to our Coordinating
Commission.

Working as part of a wider system is beneficial, as sustainability is an
issue best addressed as a common purpose. Drawing expertise from
across primary and secondary care alongside our partner institutions
will allowus to embed sustainability in everything that we do.
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Integrated Care Systems have a pivotal leadership role,
with the aim of progressively deepening relationships
between the NHS, local authorities, and other social
and healthcare organisations. The ICS proactively
ensures quality governance arrangements, adhering to

the National Quality Board’s (NQB) quality commitments and position
statement.

The ICS operates a Greener NHS Delivery Board that allows workstream
leads from across our member organisations to discuss priorities and
initiatives needed to ensure the delivery of the actions within this Green
Plan.

Wealsocollaborateacross primary care, andthere are twoGPfederations
in Coventry and Warwickshire (Coventry and Rugby GP Alliance and
South Warwickshire GP Federation) that we work alongside to ensure
that GPs can focus on the delivery of care. Primary care partnership will
be key to addressing lack of capacity and resilience within this area of
the ICS.

We will utilise our anchor institution status to seek funding to support
the roll-out of Green Plan actions. Our system has considered how
sustainability can be embedded across our strategies and plans. This
Green Plan has been developed to align with our Digital Strategy.
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Workforce and Systems 
LeadershipAction Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Ensure that the ICS and Trusts have board 
level Net Zero lead.

22/23 ICB SC 18.2.2

2 Appoint additional members from across the
ICS into the Greener NHS Delivery Board.

22/23 ICB NZ 4.2.1

3 Ensure ICP SROs and ICB members are 
adequately trained in sustainability and
carbon literacy and howthis links to health
impacts.

22/23 ICB NZ 4.2.1

4 Ensure that the Green Plan delivery is reflected on
the ICS corporate risk register.

22/23 ICB LTP 2.24,17

5 Ensure that Sustainability Impact Assessments
are integrated to the ICB’s main strategy’s 
decision- making processes.

22/23 ICB SC 18.1

6 Ensure that Sustainability Impact Assessments
are integrated to the ICS’Estates Strategy.

22/23 ICB SC 18.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS specific

7 Produce an annual granular carbon account in 
line with HM Treasury’s ‘Public sector annual 
reports: sustainability reporting guidance’, with
the intention of widening its scope and data 
quality, when possible, along with an annual
review of the
progress against the Green Plan actions / 
emission reduction targets.

23/24 ICB NZ 3.1.1, 3.1.2
SC 18.3

8 Create plans to support the adoption and spread 
of clinical carbon reduction innovations 
throughout primary and secondary care, and 
higher education establishments

23/24 ICB NZ 3.5

9 Run a series of ongoing knowledge
transfer workshops to ICS members.

23/24 ICB LTP 17

10 Support LocalAuthorities and other public
bodies’  sustainability groups to incorporate 
healthcare within their plans.

24/25 ICB LTP 1.53,
NZ 4.1.3

11 Incorporate PCN resource data and
associated emissions within the ICS carbon
footprint when data is available

24/25 ICB LTP 1.53,
NZ 4.1.3
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust /PCN specific

12 Support Trusts in developing sustainability training
for their identified Green Plan responsible leads.

22/23 ICB NZ 4.2.1

13 Ensure that all Trusts produce a comprehensive 
and granular carbon account for energy, water, 
waste, transport, volatile anaesthetics and
inhalers

22/23 ICB SC 18.3

14 Require Trusts to provide regular updates 
on progress against their Green Plans and 
act accordingly

22/23 ICB SC 18.2.1

15 Help PCN member organisations record and 
collate energy, water, waste, transport and inhaler
data

23/24 ICB SC 18.3

16 Set up a reporting mechanism for the PCNto
report their energy data and calculate emissions

23/24 ICB SC 18.2.1,
18.3
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Sustainable Models of Care

The NHS Long Term Plan introduced sustainable care into the
NHS service model. Sustainable models of care can reduce health
inequalities by streamlining care pathways, making them more efficient,
and focusing on preventative care. Relevance to the Green Plan comes
with the emission reduction that is associated with these effects.

At the Trust level, this means transforming community and urgent and
emergency care to prevent inappropriate attendance at emergency
departments (ED) and reducing the length of stay. At the ICS level, we
are streamlining care delivery by working to ensure that NHS111 is used
as the primary route to access urgent care

The National Patient Safety Improvement Programmes and the
Investment Impact Fund indicators (IIF) provide underpinning principles
for sustainable models of care. Staff training and empowerment are
critical to deliver this.

Adhering to the Getting it Right First Time programme (GIRFT)
contributes to this area as it helps to avoid additional hospital bed days
and patient and visitor travel to our clinics, as well as their associated
environmental impacts. Strong interagency partnership working within
the ICS enhances the principles of GIRFT.
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The National Pathway Improvement Programme and
GIRFT will be important in developing accredited plans
for the national elective recovery programme. The ICS
will be instrumental in ensuring that the NHS can reach

the targets set in the elective recovery plan, which set out a vision to
reduce wait times that have increased due to the COVID-19 pandemic.

Coventry and Warwickshire ICS will build on what we have learned
during the pandemic to transform the delivery of services, accelerate
the restoration of elective and cancer care and manage the increasing
demand on mental health services. We also commit to link Greenhouse
Gas (GHG) reductions with our delivery of the Long TermPlan sustainable
care model.

Community Diagnostic Centres can be used to make our care delivery
more sustainable, as they facilitate earlier diagnoses, reduced hospital
visits, wait times and patient journeys. Such a hub already exists in the
new Stratford Hospital, whilst the space available in the old Stratford
Hospital will be utilised to enable a quick mobilisation of additional
diagnostics. In the North of Warwickshire, a new facility is being built at
the George Eliot Hospital site.

Outside of secondary care, there should be an emphasis on expanding
primary care capacity to improve access, local health outcomes and
address health inequalities.
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Establish plans to embed carbon reduction 
principles in our delivery of care across the
system.

22/23 ICP SC 18.4.2.1,
NZ 4.1.1, 4.1.2

2 Work with clinicians locally to consider 
which pathways could be decarbonised.

22/23 ICP SC 18.4.2.1,
NZ 4.1.1, 4.1.2

3 Develop an accredited National Pathway 
Improvement Programme & GIRFT plans for
the National Elective Recovery Programme.

22/23 ICB LTP 2.26  
SC13.9.
1,
18.4.2.1
NZ 4.1.3

4 Facilitate sharing of best practice on 
decarbonisation of care pathways across 
Coventry & Warwickshire.

22/23 ICP LTP 7.15

5 Support the development of the
Community Diagnostic Hub at George
Eliot Hospital and develop more
Community Diagnostic Hubs.

22/23 ICB PG22 C1

6 Support the adoption and spread of clinical 
carbon reduction innovations (competitions
and collaborations).

23/24 ICP LTP 17

7 Develop decarbonisation of care materials 
and disseminate to ICP.

23/24 ICP LTP 17

8 Roll out monitoring systems for community-
based care e.g., oximeters.

24/25 ICP PG22 D1

Sustainable Models of Care 
Action Plan
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

9 Collate data on how each Trust is complying 
with GIRFT.

22/23 ICB LTP 6.16

10 Encourage GP practices use the RCGP’s Green 
Impact for Health Toolkit and send reports back 
quarterly

22/23 ICP LTP 17
NZ 4.1.3

11 Ensure each Trust uses the Embedding Public 
Health into Clinical Services Programme’s toolkit 
and has a lead SRO.

23/24 ICB LTP 2.26  
SC13.9.
1,
18.4.2.1
NZ 4.1.3

12 Ensure each Trust uses the Sustainability in
Quality Improvement (SusQI) Framework and has
a Quality lead SRO.

23/24 ICB LTP 2.26  
SC13.9.
1,
18.4.2.1
NZ 4.1.3

13 Work with local authorities, PCNs and the 
voluntary sector to improve access to care in areas 
of deprivation (transport, signposting, community-
based initiatives).

23/24 ICP PG22 D1

https://www.greenerpractice.co.uk/gifh-audit
https://www.greenerpractice.co.uk/gifh-audit
https://www.e-lfh.org.uk/programmes/embedding-public-health-into-clinical-services/
https://www.e-lfh.org.uk/programmes/embedding-public-health-into-clinical-services/
https://sustainablehealthcare.org.uk/susqi
https://sustainablehealthcare.org.uk/susqi
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Digital Transformation

A digitally enabled integrated care system helps to improve the quality
and experience of the services we provide. Digital transformation
allows our colleagues to collaborate and work in a multi-disciplinary
manner, services to be resilient, public information to be disseminated
consistently and the system to make best use of its resources.

Digital infrastructure and tools allow us to join up our services and make
it easier for individuals to access them, whilst using population-level
intelligence to improve population health through service redesign.

To fully utilise the potential of digital systems, the ICS needs to:
• Build smart digital and data foundations
• Connect health and care services
• Use digital systems to transform care
• Put citizens at the centre of care

The NHS Long Term Plan commits all NHS bodies to focus on digital
transformation by establishing a ‘digital front door’, enabling patients to
be able to engage in ‘digital first care’. The NHS App is one example of
these, providing patients with a simple and secure way to access NHS
services on their smartphone.

The NHS Planning Guidance requires that at least 25% of all clinically
necessary outpatient appointments should be delivered remotely by
telephone or video consultation. Streamliningand digitising administrative
functions reduces paper waste and expedites processes. However,
we must ensure that digitalisation does not unintentionally further
digital exclusion in Coventry and Warwickshire. The Government’s
Greening ICT and Digital Services Strategy 2020-2025 is also taken



happyhealthylives.ukHappyhealthylives.uk

The What Good Looks Like framework describes how
arrangements across a whole ICS can support success. There are
seven success measures: to be well-led, ensure smart foundations, safe
practice, support people, empower citizens, improve care, and healthy
populations.

Our ICS has a Digital Transformation Strategy to establish the framework
and direction for delivering digital and data solutions. The strategy details
our planned integrated care record which will support information sharing
across the system and enable more sustainable models of care. There
is also a virtual health and care platform designed to enable digitised
support and virtual interactions between and amongst health and care
professionals, citizen, and patients including virtual consultations and
virtual wards.

Other capabilities include digital workforce tools, population health
management platform, electronic health and care record, advanced
analytics and easy retrieval of data. These have been summarised in
Figure 17.

At the Trust level, we have two Digital Innovation Hubs at SWFT and
UHCW, which we aim to bring together through the provision of a
system-level framework. UHCW also provides digital patient clinics and
plans to report on the number of virtual clinics.

GEH has moved to digitalised or telephone follow-up outpatient
appointments for certain departments, which helps to negate travel.
GEH, SWFT and CWPT also have a blended working approach with hot
desk facilities and Microsoft Teams Provision.

into consideration when looking at the improvement of 
our digital care services.

Figure 17:Digital capabilitiesasderivedfrom ourDigitalTransformationStrategy.

Citizen and patient portal: Centralised digital access 
to health and care records, personalised resources and 
self-serve support and management

Integrated care record: Read-only view of records 
from primary care, secondary care, mental health, 
community and social care, ambulance and NHS 111.

Virtual health and care: Virtual interactions between 
health and care professionals, citizens, and patients, 
enabling the remote monitoring of patients

Digital workforce tools: Agile working, collaboration, 
training, people management, and self-serve access 
capabilities.

Population health management platform: 
Intelligence platform fed by linked datasets across 
care settings with data aggregation and analytical 
capabilities.

Electronic health and care record: Information 
system with read/write, real-time access to citizen and 
patient records – system of record.
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For staff, there is a My George-app which allows staff to
see payslips, car schemes, and Electronic Staff Records
data. CWPT offers Attend Anywhere video consultations
and Zoom group therapy and education sessions to

negate travel. The Trust has also launched a Digital Champions Network,
an Oxehealth system for night-time observations across Dementia and
Mental Health Wards, an integrated care record and a Cambio bed
Management System to replace ward whiteboards.

SWFT offered 139,333 digital appointments since adapting to the
pandemic, which accounts for 41% of outpatient appointments and
have digitised paper records through an electronic patient record (EPR),
electronic ED system, patient portal, and virtual appointments.

Patient notes are digitised through Lorenzo and Kainos Evolve, and
training is provided online through eLearning or online classroom
sessions. SMS messages are also used for appointment reminders.
Expense claims are also digitised, and all of our community-based
workers have access to mobile phones.

Our local authority partners have engaged with digital transformation
and can provide another stream of expertise on how best to use digital
strategy to further the Green Agenda.
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Digital TransformationAction 
Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Ensure the ICS has a Digital Transformation
Plan, which is shared with the ICP.

22/23 ICB PAR662

2 Ensure ICP staff are digitally literate. 22/23 ICB PAR662

3 Support ICP members to upgrade IT hardware
to enable shared digital platform(s).

22/23 ICB PG21 H

4 Ensure the use of NHS111 as the primary route 
to access urgent care and the timely admission
of
patients to hospital who require it from 
emergency departments.

22/23 ICB LTP 1.10

5 Continue to develop inter-agency Integrated
Care Record platform that adheres with the What
Good Looks Like Framework.

23/24 ICB PG22 H

6 Implement Electronic Prescribing and
Medicines Administration (ePMA) across
primary care.

23/24 ICB PG22 D1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

7 Support Trusts to deliver more virtual
outpatient appointments: reach the 25%
target.

23/24 ICB PG21 C1

8 Support the PCN to significantly increase the use 
on online consultations, as part of embedding 
total triage.

23/24 ICB LTP 1.17

9 Develop a Digital Mental Health Strategy and 
ensure that digitally enabled models of therapy 
are rolled out in specific mental health pathways.

23/24 ICB PG21 C3

10 Work with the local authorities to ensure digital 
connectivity for all ICP members and remove
signal ‘dead zones’ in the geography.

23/24 ICB LTP 5.16

11 Collaborate with our partners to improve 
digital literacy across Coventry and 
Warwickshire to reduce levels of digital
exclusion.

23/24 ICP LTP 5.16

12 Baseline an ICT footprint in line with published 
materials by HMG Sustainable Technology
Advice  and Reporting (STAR).

24/25 ICB GGICT

13 Calculate the carbon associated with moving 
toward digital systems and make choices based 
on the most carbon friendly.

24/25 ICB NZ 4.1.1, 4.1.2



happyhealthylives.ukHappyhealthylives.uk

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

14 Coordinate ‘Digital Front Door’ access across ICS 
region: ensure all Trusts have the same format 
(uniformity) and that ICPmembers have
hyperlinks to each Trust’s ‘Digital Front Door’ on 
their respective websites.

23/24 ICB LTP 4.1.43

15 Ensure all ICP members are aware of the
NHS/ Trust ‘Digital Front Door’ services 
(training and signposting) as part of citizen-
centred care.

23/24 ICP LTP 17

16 Ensure all Trusts use e-job planning and e-
rostering and have access to relevant guidance (e-
job and
e-rostering).

23/24 ICB PG22 A

17 Develop digital tools and systems tools to allow 
for collaborative working.

23/24 ICP PG22 F3
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Traveland Transport

Air pollution
The NHS Net Zero plan calculates that reaching UK ambitions on
emissions reductions in line with Paris Agreement targets could save
38,000 lives with improved air quality: air quality forms a direct link
between climate change and health outcomes.

According to the World Health Organisation (WHO), poor air quality leads
to over 7 million deaths globally and that 9 out of 10 people worldwide
breathe polluted air.

Figure 18 visualises the Level of PM10 Particulate Matter as sourced
from the Consumer Data Research Centre: Access to Healthy Assets
and Hazards (AHAH) (exported from SHAPEAtlas).

Travel is a key contributor to air pollution, and with as many as 1 in 20
road journeys in the UK attributable to the NHS, systematic intervention
alongside our local authority partners has the potential to have an
enormous impact both on our communities’ air quality and therefore
health outcomes.

As seen in Figures 18 and 19, despite being a rural region, Coventry
and Warwickshire displays moderate levels of PM10 with the highest
levels in the west of North Warwickshire, in the north of Rugby, in the
south of Nuneaton and Bedworth and in the central and northern parts
of Coventry. However, in no parts of the region are the areas of PM10
in the top 10% of the country. This is a commonly used proxy indicator
for air pollution, as it affects people’s health to a higher degree than any
other pollutant.

Figure18AirpollutionintheICSregion
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Air pollution measures have been introduced
specifically in Nuneaton and Bedworth Borough,
where an Air Quality Management Area (AQMA) was
declared in 2007 along the A57 Leicester Road in

Nuneaton town centre where NO2 levels were predicted to exceed the
annual mean objective. Asecond AQMAwas declared in 2009.

Coventry City Council have designated the city as an Air Quality
Management Area since 2009. Emissions from road transport are the
major source of pollution in Coventry, with emissions from industry as a
contributing factor. As a partner of the Low Emissions Towns and Cities
programme (LETCP), the Council is working together with its West
Midlands neighbours to improve air quality and reduce emissions from
road transport.

There are some Air Quality Specific action plans across the region,
including Warwick District Council’s Air Quality Action Plan which commits
to seven actions to improve air quality, and North Warwickshire’s Air
Quality Progress Report.

The system commits to tackle this issue through investment and
engagement with staff, patients and our partner local authorities. We
will give special consideration to the air quality across Coventry and
Warwickshire and aim to mitigate the impacts whilst contributing to a
reduction in air pollution across the region.

Figure19visualisestheONS2011rural/urbanclassification(exportedfromSHAPE
Atlas).
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Public transport
Bus and rail travel allow staff, patients and visitors
that live far away from our sites to travel in a more
sustainable manner. This requires infrastructure,

which the ICS can help to develop through our partnership with local
authorities.

UHCW has encouraged public transport use by staff through several
methods. The Trust offers discounted bus passes for staff, they have
expanded their bus stops to an interchange at the University Hospital
in Coventry and are working with bus operators to improve services to
the site.

Electric vehicles (EV)
Before making decisions regarding the fleet, NHSEI suggests that
Trusts undertake green fleet reviews to identify any petrol/diesel cars
that are underutilised and can be removed from the fleet. Once this has
been done, appropriate transitions can be made to Ultra Low Emission
Vehicles (ULEVs) and Zero Emission Vehicles (ZEVs).

Charging infrastructure is a potential barrier to encouraging electric
vehicle uptake by patients, visitors, and staff. By partnering with
Warwickshire County Council, who have secured £1 million to install 80
twin-headed EV charging points across the region, and Coventry City
Council, we seek to improve the region’s charging infrastructure.

UHCW have installed electric vehicle charging points at University
Hospital and have plans to install further charge points at the Hospital
of St Cross, Rugby. SWFT has a total of five EV charging points across
their sites with plan to provide an additionaleleven at the redevelopment
of the Ellen Badger Hospital. GEH and CWPT do not currently have EV
charging points but there are plans to change this soon.
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Active travel
Travel on bikes and on foot produces the fewest
carbon emissions in addition to being the lowest
cost to the user as a method of transport, making

active travel a key focus for decarbonisation of travel. Cycle lanes and
streetlights as they ensure that cyclists feel safe on the roads. There
are some barriers to active travel that can be addressed from a system
perspective.

At our sites active travel can be addressed using several methods.
Cycle-to-work salary sacrifice schemes are an example of this, and
their uptake can be encouraged through implementation of lockers
and showers, and by offering Dr Bike sessions. UHCW, SWFT, CWPT
and GEH all operate cycle-to-work schemes, which are supported by
facilities and showers at SWFT.

UHCW has been an active travel partner within the West Midlands and
Warwickshire transport networks and have been engaged in improving
sustainable travel solutions on site and across the region. The Trust has
also worked with partners to develop cycle routes.

Another potential consideration is making e-bikes available through
cycle-to-work schemes, as some staff members may have longer
distances to travel than others.

WMCA is investing a total of £1.1m in a range of transport schemes
being delivered by TfWM, including active travel such as cycling and
walking. Warwickshire County Council run a Safe and Active Travel
Award to promote the health and environmental benefits of active travel,
with an aim to reduce the number of school-related car journeys.
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Travel plans
Travel surveys can be used to inform travel planning,
as collecting data on cycling, public transport,
electric vehicle use and car sharing can give a more

accurate picture of travel and transport emissions. AGreen Travel Plan
has already been developed for UHCW that is being reviewed to reflect
the NHS Net Zero targets.

Encouraging staff, patients and visitors to share cars through schemes
could reduce greenhouse gas emissions. At the Trust level, priority
parking spaces could be introduced whilst at the system level, the
council could be encouraged to explore car sharing lanes.

Travel carbon footprint
Some emissions from travel are under our Trusts’ direct control, such
as fuel used in fleet vehicles. However, most emissions associated with
travelare fromthe grey fleet (use of employees own vehicles for business
purposes) and commuting. Patient and visitor travel are beyond the ICS’
or Trusts’ control, though at a system level, we can help influence travel
choices.

Figure 20 shows the carbon footprint for our Trusts’ business travel
during 2020/21, whereas Figure 21 shows the total fleet and grey fleet
emissions and reduction forecast for the ICS. For the system to reach
net zero by 2040/2045, emissions must be reduced by 429 tCO2e by
2024/25.

Commuting, patient, and visitor travel emissions were calculated using
the NHS’ Health Outcomes of Travel Tool (HOTT).

Figure21EmissionsfromNHSTrustfleetandgreyfleet

Figure20EmissionsfrombusinesstravelforNHSTrusts
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Figure 22 shows the carbon footprint for our Trusts’
commuting during 2020/21 and Figure 23 shows the
emissions reduction trajectory to 2024/25.

For the system to reach net zero by 2045, emissions from these sources
must be reduced by 3,808 tCO2e by 2024/25. The electrification of
transport, and uptake of active and clean public transport will be critical
to achieve this.

Figure22Emissionsfromcommuting,patient,andvisitortravelforNHSTrusts

Figure23Emissionsfromcommuting,patient,andvisitortravel
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Work with all local transport providers and 
assist Trusts and partners to embed salary 
sacrifice season ticket schemes.

22/23 ICP ENZCDP 5
NZ 3.2.1
3.2.2

2 Assist member organisations to access 
EV charging funds/grant schemes.

22/23 ICP NZ 3.2.1

3 Assist member organisations in improving 
EV charging infrastructure.

22/23 ICP NZ 3.2.1
SC 18.3.1.4

4 Ensure that EV charging infrastructure is in
place where appropriate across primary and
secondary care.

23/24 ICB ENZCDP 5
NZ 3.2.1
SC 18.3.1.4

5 Implement the Clean Air Hospital
Framework  across all hospital sites.

23/24 ICB NZ 3.2.2
SC 18.3.1

6 Create an ICS-wide Travel Plan, conjoining
Trust, local authority, and other partner Travel
Plans.

23/24 ICP LTP 2.21,
3.82, 17
SC 18.3.1.3
NZ 3.2, 3.2.2

Travel and Transport Action 
Plan
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

7 Work with local authorities to further 
develop schemes to encourage active
travel.

23/24 ICP NZ 3.2.2

8 Work with local authorities and transport 
providers to improve public transport links and 
access to healthcare.

23/24 ICP NZ 3.2.1

9 Work with local authorities to explore introducing 
a region-wide car sharing scheme.

23/24 ICP NZ 3.1.1, 3.1.2
SC 18.3

10 Work with local authorities to improve EV 
charging infrastructure across the region.

23/24 ICP NZ 3.2.1

11 Roll out air quality monitors to patients in areas 
of low air quality.

24/25 ICP NZ 3.2.2, SC
18.3.1

12 Work with Trusts and Distribution Network 
Operators (DNOs) in pre-empting additional kVA 
capacity to accommodate extra EV charging, 
especially mega-chargers for large vehicles (up
to 1MW per charge point).

24/25 ICB NZ 3.2.1

13 Work with local authorities and private sector
to explore where industrial battery storage and
EV charging hubs can be located.

24/25 ICB NZ 3.2.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

14 Ensure Trusts have Travel Plans, a Travel Plan
lead and undertake annual Travel Plan
Surveys that map commuting patterns and
travel modes.

22/23 ICB ENZCDP 5
LTP 2.21,
3.82, 17
SC 18.3.1.3
NZ 3.2, 3.2.2

15 Ensure Trusts report on all travel modes / types 
(fleet, grey fleet, business travel (rail, air, taxi, 
bus etc.) in their Green Plans.

23/24 ICB LTP 2.21,
3.82, 17
SC 18.3.1.3
NZ 3.2, 3.2.2

16 Ensure Trusts and ICS partners improve 
facilities for cyclists / walkers

23/24 ICB ENZCDP 5
NZ 3.2.2

17 Ensure that all new purchases and lease 
arrangements for cars are ULEVs or ZEVs only, 
aligning with any ultra-low emissions or clean 
air zones.

23/24 ICB ENZCDP 
NEPS 
SC18.4.1.1
,
18.4.1.4
NZ 3.2.1

18 Ensure only ULEVs or ZEVs are made available to 
staff through salary sacrifice schemes, aligning 
with any ultra-lowemissions or clean air zones.

23/24 ICB ENZCDP 
SC18.4.1.1
,
18.4.1.4
NZ 3.2.1
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Estates and Facilities

The carbon footprint across the built environment of the system is
significant. Overall, the health and care system in England is responsible
for an estimated 4% of the country’s carbon emissions.

The ICS member organisations provide important services across
numerous sites, meaning that our energy and resource consumptions
are substantial. Therefore, we need to optimise energy use in our
buildings and move away from using fossil fuels to meet NHS Net Zero
goals.

The estate comprises a mixture of buildings of different types, ages
and usage, which presents challenges to retrofitting resource efficiency
measures and heating improvements. Within the primary care estate
there is fragmented ownership across individual practices, GP
partnerships, private sector, NHS Property Services, and Community
Health Partnerships, presenting challenges in our decarbonisation
efforts.

A potential method to reduce the environmental impact of our estate
is improving utilisation of space which can reduce running costs and
potentially free up surplus land.

One programme that aims to achieve this is One Public Estate (OPE), a
collaboration between the Local Government Association (LGA) and the
Cabinet Office’s Government Property Unit. Geared towards supporting
locally led partnerships of public sector bodies to collaborate on public
service delivery strategies and estate needs, OPE has set a new goal
to encourage partnerships between NHS organisations and councils.
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The programme sees councils sees as important
public sector partners for this work because they can
concentrate on building houses while the NHS can
offer to sell the spare land.

For our region, a key objective will be utilising our partnership with
Warwickshire Care Homes and Care Associates Coventry to ensure
there is sufficient coverage of care homes and hospices in the region.
This topic is of high importance as we care for an ageing population;
17.1% of the population is projected to be 70 years or older in 2025 in
Warwickshire.

We will be following the four-step approach within the NHS’ ‘Estates
‘Net Zero’Carbon Delivery Plan’ to address our estate:
1. Making every kWh count: Investing in no-regrets energy saving 

measures
2. Preparing buildings for electricity-led heating: Upgrading building 

fabric
3. Switching to non-fossil fuel heating: Investing in innovative new 

energy sources
4. Increasing on-site renewables: Investing in on-site generation

Figure 24 shows the carbon footprint for our member organisations’
building energy during 2020/21, and Figure 25 shows the total energy
consumption and emissions across the ICS. It will be necessary to reduce
building energy emissions by 6,852 tCO2e by 2024/25 to facilitate the
system to reach net zero by 2040.

One potential energy solution for the decarbonisation of electricity and
heat is the use of decentralised energy networks. Coventry District
Energy Company operates a District Energy Scheme which includes
many of the city’s government and cultural buildings.

Figure 25EnergyconsumptionandGHGemissionsfor all NHSTrustsandreduction 
trajectoryto2024/25

Figure24BuildingenergyemissionsintCO2efromourTrustsin2020/21
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renewable electricity and at present, all three Trusts
have committed to this target. To go a step beyond,
the procurement of Green Gas can also be explored
and facilitated by the system.

Decreasing energy consumption can help to reduce the associated cost
of divesting from fossil fuel energy, which can be done through detailed
building energy surveys. These can provide robust energy efficiency
recommendations at each of our sites, building upon the works already
completed.

On-site renewable energy systems such as solar photovoltaics and
integrated large battery storage technologies can also be used to
decarbonise and provide additional resilience in the event of a power
outage.

Several energy efficiency measures have already been taken across the
Trusts, including upgrading to LED lighting at UHCW, GEH and CWPT.
UHCW and SWFT have installed renewable energy technology such
as solar panels and low carbon heating and cooling through Air Source
Heat Pumps.

This is part of an ongoing decarbonisation of heating and hot water at
UHCW, where the BMS has also been upgraded and work with Private
Finance Initiative (PFI) partners to improve energy efficiency and
reduce energy usage across the estate. GEH has set up pre-planned
maintenance (PPM) across the estate and designated a Utilities Lead to
work on energy efficiency across the estate. CWPT has also improved
the thermal efficiency of their estate.
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Estates and Facilities 
Action Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Ensure there is a plan to optimise the estate 
through a reduction in void costs,
rationalisation and space planning.

22/23 ICB OPE

2 Where possible, consolidate and co-locate acute 
provider services with suitable healthcare
partners.

23/24 ICB OPE

3 Determine how other public buildings can be
used for local healthcare delivery to provide care
closer to home.

23/24 ICB OPE

4 Where land is vacated or sold across the estate, 
it should be prioritised for the development of 
affordable and key worker housing, where there 
is a need.

23/24 ICB OPE, LTP 6.17
vii

5 Work with the Warwickshire Care Homes and
Care Associates Coventry to ensure extensive
provision of care homes and hospices across the
region.

23/24 ICB NZ 4.2.1

6 Discuss the submission of ICS and Trust carbon 
footprints to local authorities to be included in 
two county carbon footprints.

23/24 ICB SC 18.3

7 Work with partner organisations to increase 
access to supported living options.

24/25 ICB NZ 4.2.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

8 Work with partner organisations to explore 
whether providers can share buildings (co-
location).

22/23 ICP OPE

9 Conduct a system-wide estates review 
across secondary care.

23/24 ICP ENZCDP, 
SC  18.3.2.1

10 Conduct a review of the estate across the system 
to determine our ability to absorb increases in 
acute demand.

23/24 ICP ENZCDP
NZ  4.2.1
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Building Energy Action Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Demonstrate plans for primary care services 
to transition purchasing renewable electricity.

22/23 ICB SC 18.5

2 Create a programme to assess the state and 
energy efficiency of the PCN estate and 
develop plans and targets to improve the 
building fabric/ energy efficiency and reduce 
emissions.

22/23 ICP SC 18.5
NZ 3.1.1, 3.1.2

3 Support Trusts to create Heat Decarbonisation 
Plans and transition away from fossil fuels, 
including developing low-carbon district 
heating schemes

23/24 ICP ENZCDP
LTP  17
SC 18.3.2.1
NZ 3.1.1, 3.1.2

4 Work with Trusts who have CHPs to start the 
journey to decarbonising the system (e.g., green 
gas, hydrogen-ready, heat pump alternatives 
and district heat schemes).

23/24 ICP ENZCDP 
SC 
18.3.1.2

5 Work with partners to develop 
Community Renewable Energy
initiatives.

24/25 ICP ENZCD
P  SC
18.4
LTP 17

6 Explore the procurement of Green Gas across 
the system.

24/25 ICB NZ 4.2.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

7 Support Trusts in reviewing and refining their 
Building Energy Management Systems (BEMS) to 
optimise building controls and energy
consumption.

22/23 ICB ENZCDP

8 Support Trusts to upgrade all fluorescent lighting to
LED equivalents.

22/23 ICB ENZCDP

9 Ensure Trusts can install sub-meters across
shared sites to accurately determine energy and
emissions per Trust.

23/24 ICB ENZCDP

10 Support Trusts to utilise/optimise roof space
to install PV systems.

23/24 ICB ENZCDP

11 Support Trusts to reviewAir Handling Units
(AHUs) and look to replace belt-driven fans with 
modern direct-drive units and make other AHU
efficiencies.

23/24 ICB ENZCDP
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Capital Projects

The Built Environment of the NHSinfluences both the qualityof our care
and our environmental impact.

How we design and construct our buildings in the future will play a
decisive role in our collective ability to achieve net zero. Buildings have
significant environmental impacts in terms of emissions resulting from
the use of gas, electricity and water. Improving the energy efficiency of a
building is pivotal to reducing these impacts, as detailed in the previous
section.

However, there are embodied carbon emissions within materials,
such as cements, steel and glass which are used in the construction
of buildings. These indirect ‘Scope 3’ emissions are generally much
greater than emissions caused by the operation of a building. We can
explore how these embodied emissions can be reduced alongside local
authorities.

Cement and concrete production on its own accounts for a huge 8% of
all global greenhouse gas emissions from all sources, according to the
Dutch EnvironmentalAssessment Agency.

Across our Trusts, capital projects already consider sustainability.
UHCW has green roofs which have over time become habitats for plants
and insects whilst bringing greenspace closer to patient recovery areas,
whereas BMS automation has been incorporated into extension projects
such as newtheatres to ensure optimisation of controls at SWFT.

The system’s plans will focus on the reduction of building emissions from
all sources, including Building Research Establishment Environmental
Assessment Method’s (BREEAM) ‘Excellent’ or above standards.
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Capital Projects Action Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Ensure capital development accounts for risks 
identified in climate adaptation plans and 
addresses these in design/delivery.

22/23 ICB SC 18.3.2.3

2 Facilitate our member organisations in accessing 
funding for ambitious and sustainable new
projects.

22/23 ICB SC 18.3.2.3

3 Capture staff, patient and community views on the
sustainable elements of our design process.

22/23 ICB LTP 16
SC 18.3.2.1
NZ 3.1.1

4 Implement the upcoming Net Zero Hospital 
Building Standard in any new builds and 
BREEAM ‘Excellent’ for any major
refurbishments.

22/23 ICB LTP 16
SC 18.3.2.1
NZ 3.1.1

Trust / PCN specific
5 Explore how to connect new buildings to 

existing district heat networks.
23/24 ICB SC 18.3.1.2
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Water

Although water is typically a low percentage of an ICS’s total emissions,
reducing our water consumption is a small step in the direction of reaching
Net Zero whilst being in line with the UN SDGs. Global warming is likely
to put increasing pressure on clean water supplies, so sustainable water
use will be an important way for the NHS to adapt to climate change.

As a water efficiency and leak preventative measure, we will look to
facilitate the installation of Automatic Meter Readers (AMRs) to water
networks across the primary and secondary estate. This will help our
member organisations to pinpoint areas of high water usage, understand
how and where water is being used, locate leaks and take remedial
action.

Water conservation and sustainable drainage shall also be explored.
Rainwater harvesters collect rainwater for non-potable purposes, such
as for flushing toilets. They will help reduce water stress and potentially
alleviate flooding by attenuating surface water run-off in storm events.

As shown in Figure 26, emissions from water use and wastewater
treatment are relatively low compared with building energy emissions.
However, water should not be overlooked – we need to save over
100,000 m³ of water, equivalent to the volume of 40 Olympic swimming
pools, by 2024/25, saving an additional113 tCO2e.

Figure 26Stackedbarchartto showtotal water emissionsfrom supplyand 
wastewater treatment, andemissionsreductiontrajectoryto 2024/25
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WaterAction Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Assist member organisations to develop 
Water Management Plans.

23/24 ICB SC 18.3.3.1

2 Assist member organisations in communicating the
importance of water efficiency.

23/24 ICB LTP 17
SC 18.3.3.1
NZ 3.1

Trust / PCN specific
3 Ensure Trusts and the PCNhave water efficiency

targets.
23/24 ICB LTP 17

SC 18.3.3.1
NZ 3.1

4 Ensure Trusts explore the installation of 
rainwater harvesters and grey water systems.

23/24 ICB NZ 3.1
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Waste

For larger Trusts, a high waste output can contribute significantly to
their total carbon footprint. The most effective way of reducing waste
emissions is by following the waste hierarchy: Reduce, Reuse, Recycle
and Recovery.

• Reduce: Avoid disposal of items by reusing and redistributing 
products.

• Reuse: Reclaim medical equipment after use by patients.
• Recycle: Increase recycling rates through staff awareness campaigns

and by implementing more dry mixed recycling bins.
• Recovery: Recover energy from waste by converting it to Refuse 

Derived Fuel (RDF).

These principles must be embedded across the ICS including across
primary and secondary care. The ICS as an anchor institution also strives
to ensure that we facilitate the move to a circular economy, continuously
reducing waste and increasing what we can reuse.

As shown in Figure 27, we need to reduce total waste arisings by over
1,000 tonnes by 2024/25, with an associated saving of around40 tCO2e.

GEH have signed into the West Midlands Clinical Waste Consortium
for all clinical waste streams, which could be explored by our other
member organisations. The Trust also provides training to clinical staff
promoting increased use of tiger stripe clinical waste disposal bags
where appropriate to ensure clinical waste is segregated correctly,
which is included at induction and in mandatory training.

Figure 27Totalwaste arisings,emissions,andreductiontrajectory to 2024/25
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WasteAction Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Collaborate with our member organisations / 
create an ICS-wide waste contract that ensures 
zero waste to landfill (except for offensive waste) 
and encompasses food waste collections.

23/24 ICB ENZCD
P  NZ
3.1

2 Set ICS-wide recycling targets and ensure Trusts 
have adequate Dry Mixed Recycling bins in
place.

23/24 ICB ENZCD
P  NZ
3.1

3 Set ICS-wide waste reduction targets. 23/24 ICB ENZCD
P  NZ
3.1

4 Support member organisations in the 
implementation of ISO-14001
Environmental Management Systems.

24/25 ICB NZ 3.1
LTP 17
SC 18.4.3.1

Trust / PCN specific
5 Ensure that member organisations

communicate the importance of waste
segregation to staff and visitors.

22/23 ICB NZ 3.1
LTP 17
SC 18.4.3.1

6 Ensure member organisations explore 
whether reusable alternatives to single-use 
PPE items (aprons, wipes, face masks) are 
clinically appropriate across the system.

23/24 ICB NZ 3.1
LTP 17
SC 18.4.3
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Green Space and 
Biodiversity

“Access to greenspaceshavepositive mentalandphysical health impacts, 
andthese beneficial effects are greatest for thosefromsocioeconomically 
disadvantagedgroups.However,thesegroupsalsohavetheleastaccessto 
greenspaces.”–DeliveringaNetZeroNHS

Access to greenspace at a regional level has been linked to good
mental health and wellbeing for our communities, whilst the plants in
our greenspaces absorb carbon dioxide from the atmosphere.

Coventry and Warwickshire ICS will consider opportunities and risks
for biodiversity in the areas we operate in, such as our priority habitats:
floodplain grazing marsh, fens, lowland meadows, mixed deciduous
woodland, purple moor grass, reedbeds and wet woodland.

The Warwickshire Coventry and Solihull Local Nature Partnership (LNP)
comprises of representatives from the public private and third sectors
and can be used to plan projects to enhance the rich biodiversity of our
region.

The purpose of the partnership is to drive positive change in the natural
environment, contribute to national environmental objectives, and
become local champions to influence environmental decision-making.
Coventry and Warwickshire ICS can collaborate with the LNP to further
the region’s biodiversity ambitions.

UHCW, in partnership with the Centre for Sustainable Healthcare,
created a nature reserve at University Hospital to give staff, patients,
visitors and the local community access to a green space for positive
mental and physical health.
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SWFT promotes access to greenspace, and in
many cases is actively incorporated into our patient
therapies. Therapy gardens are provided in the Nicol
Unit at Stratford, Ellen Badger and RLS Hospitals.

Even at Warwick Hospital, where space is constrained, access to
greenspace is provided in courtyards such as Castle Ward, Helen Clarke
Suite, the Quiet Garden and the Secret Garden.

We ensure that our sites have dedicated green areas for staff, patients
and visitors.These include courtyards and gardens, which are maintained
by staff.

The Chapel Garden and Sanctuary space has been improved through
work with local volunteers. Investments have also been made into Health
and Wellbeing garden spaces, including the Bob Jakin area. Grounds
and greenspaces are managed with minimal pesticide use, which
ensures infection prevention protocols are followed for pest removals.

West Midlands Natural Environment Plan sets out the regional goals
to launch a community green grants programme, co-ordinate an
ambitious regional tree planting programme, set up a wildlife corridors
commission, develop regional national capital data, produce a natural
capital investment plan, and explore how to ensure biodiversity net gain
across transport infrastructure.

Warwickshire County Council is the only authority in the UK to have
made a written commitment to seek a net gain for habitat biodiversity
within their future plans. Coventry City Council commits to maintaining
its Green Belt and ensuring that Local Green Space is designated.
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Green Space and 
BiodiversityAction Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Facilitate Biodiversity Working Groups within 
the member organisations to facilitate 
collaborative working.

22/23 ICB SC 18.1

2 Create an ICS Biodiversity and Greenspace Plan. 22/23 ICB SC 18.1

3 Working with partners such as NHS Forest 
to develop further biodiversity and 
greenspace initiatives across the system.

23/24 ICB SC 18.1

4 Support the Warwickshire, Coventry and Solihull 
Local Nature Partnership in preserving the 
region’s biodiversity.

24/25 ICB SC 18.1

Trust / PCN specific
5 Ensure Trusts amend their capital planning 

process so that project approval includes green 
spaces/ biodiversity criteria.

22/23 ICB SC 18.1

6 Explore whether green roofs could be 
implemented across the system.

24/25 ICB SC 18.1
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Medicines

The Long Term Plan commits the NHS to reduce GHG emissions from
anaesthetic gases by 40% (which on its own could represent 2% of
the overall NHS England carbon footprint reduction target that the NHS
must meet under Climate Change Act commitments) and significantly
reduce GHG emissions by switching to lower global warming potential
(GWP) inhalers. We will support our member organisations in achieving
these commitments across the system.

Prescriptions written by GPs and filled by community pharmacies mean
that primary care has an important role to play around medicines.

UHCW is leading the way on medicines emission reduction amongst our
member organisations. They have reduced waste and dispose of waste
medicines responsibly, have a low carbon inhaler lead, anaesthetic
lead, and a pharmacy lead for Net Zero. The Trust also offers training
on alternative anaesthetic techniques such as total intravenous
anaesthesia.

Medicines Management and Optimisation
The use of medicines is the most common therapeutic intervention in
the NHS. Around 15-20% of a commissioning organisation’s money is
spent on medicines.

Medicines management is a term which encompasses all aspects of
the supply, use and disposal of medicines. Medicines optimisation is
about ensuring that the right patients get the right choice of medicine at
the right time. It aims to help people get the most from their medicines,
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take medicines correctly, avoid taking unnecessary
medicines, improve medicines safety, and reduce
wastage. Medicines optimisation is the antidote for
what is known as ‘polypharmacy’.

It is important that our regional communications on this topic aligns with 
the rest of the NHS.

Formularies
A formulary is a locally developed document which lists the medicines
that are deemed suitable for prescribing within the local NHS. It may
also include some other products which can be provided on prescription,
such as dressings.

The formulary which is used within Coventry and Warwickshire is the
Coventry and Warwickshire Area Prescribing Committee (CWaPC)
Formulary. The committee consists of representatives from primary
care, the local hospitals, mental health care providers and community
services.

Medicines that are included on the CWaPC formulary are assessed by
a committee of clinicians and medicines experts for their suitability for
local use. The committee will generally consider medicines in terms of
safety, clinical effectiveness, cost effectiveness and patient factors. The
commissioning organisation will also consider affordability.

All NICE-approved medicines (i.e., those with a positive NICE technology
appraisal) are automatically included in the formulary.

Many medicines accepted for use will be prescribable by GPs, hospital
doctors and other healthcare professionals who are qualified to
prescribe, but some medicines will have local restrictions on their use.
Some will be prescribable in limited circumstances, and some will only

be prescribable in hospital settings. Some medicines will not be included
on the formulary at all. All prescribers are expected to consider whether
the medicine they intend to prescribe is on the formulary.

The formulary which is used within Coventry and Warwickshire is the
Coventry and Warwickshire Area Prescribing Committee formulary
(CWaPC). Medicines that are included on the formulary are assessed
by a committee of clinicians and medicines experts for their suitability
for local use. The committee will generally consider several factors in
the prescription of medicines.

Coventry and Warwickshire ICS will collaborate with the formulary to
ensure that environmental impact is included as a factor, so that DPIs
can be preferentially prescribed.

Medicine data
We extracted medicine data from the Greener NHS Dashboard for the
ICS level. However, we will work with the Trusts and the PCN to provide
accurate prescription/consumption data and integrate this into our future
carbon footprints.
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Nitrous oxide
Nitrous oxide is routinely used in maternity wards
and Accident and Emergency. In 2020/21, our use of
nitrous oxide emitted over 4,990 tCO2e, comparative
to the previous year (see Figure 28).

There are innovations in capturing and catabolising exhaled nitrous
oxide, including ‘cracking’ devices. Such devices are being trialled by
other NHS trusts, and if rolled out, will dramatically reduce the amount
leaking into the atmosphere.

Furthermore, nitrous oxide use is steadily falling in surgery, as more
efficacious anaesthetic and analgesic agents are superseding its use.
However, Entonox™ still plays an important role in maternity.

Methoxyflurane (Penthrox™) pen-inhalers can be used instead of
nitrous oxide to treat moderate to severe pain associated with trauma.
Methoxyflurane can be self-administered under medical supervision, in
a similar fashion to nitrous oxide. It has a lower global warming potential
(GWP) than nitrous oxide and switching to methoxyflurane would lessen
emissions at point-of-use.

However, this comes at a cost, as methoxyflurane is delivered in non-
reusable 3ml inhaler pens, creating additionalnon-recyclable waste. 
By using ‘cracking’ machines or other methods to reduce consumption, 
our target it to reduce emissions from nitrous oxide by over 750 tCO2e 
by 2024/25.

Figure28Nitrousoxideusefrom 2018/19to 2020/21,with forecastemissionreductionsto 
2024/25
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Desflurane
Desflurane is a fluorinated volatile anaesthetic. Like
many fluorinated compounds (such as refrigerants
and propellants), it has a very high GWP. Desflurane
has a GWP rating of 2,540,meaningit is 2,540 times

more potent as a greenhouse gas than carbon dioxide.

Other volatile anaesthetics, such as sevoflurane and isoflurane have
far lower GWP ratings, 130 and 510, respectively. Shifting away from
desflurane to these alternatives will significantly reduce emissions.
However, both sevo- and isoflurane use will have an impact on the
atmosphere.

The NHS Standard Contract and engagement efforts with clinicians
have targeted a reduction of desflurane as a percentage of all volatile
gas use by volume, from 20% in 2020/21 to 10% in 2021/22 across all
NHS providers.

Across the ICS, desflurane represents only 4% by volume of all
anaesthetic agents used in 2020/21. However, we will work with Trusts
to continue to reduce their desflurane usage further.

Despite desflurane use being low, it accounts for 72% of all emissions
from volatile anaesthetics. In 2020/21, emissions from desflurane alone
were 303 tCO2e, out of a total 423 tCO2e for all volatile anaesthetics (as
shown in Figure 29).

Figure 29 also shows the emissions reduction trajectory as desflurane
is phased out, with an increased usage of sevo- and isoflurane as
alternatives. By 2024/25, we aim to reduce emissions from these
anaesthetics by 266 tCO2e.

At UHCW, 17% of total anaesthetic gas usage is down to Desflurane
alone, which has encouraged the Trust to reduce use in surgery to less
than 10%. In comparison, GEHdoes not use desflurane at all. CWPT do
not use volatile anaesthetics.

Figure 29Volatile anaesthetic usefrom 2018/19to 2020/21andforecast emission reduction to 
2024/25
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Inhalers
Inhalers help to open the airways and allow more
air to move in and out of the lungs, helping people
to breathe during asthma attacks. Asthma and
other breathing-related health issues can often be

attributed to air pollution, which this plan is seeking to reduce. In reducing
greenhouse gas emissions, inhaler prescriptions may fall leading to a
cycle of greenhouse gas emission reduction.

The NHS Standard Contract stipulates that 30%of all inhalers prescribed
across NHS England should be Dry Powder Inhalers (DPIs), potentially
saving 374 ktCO2e per year, according to the NHS Net Zero report. New
Impact and Investment Fund (IIF) indicators have been released, which
provide an additional steer on prescribing lower-carbon inhalers.
Dry-powder inhalers are an appropriate choice for many patients and
contain as little as 4% of the GHGs emissions per dose compared with
metred-dose inhalers (MDIs). Fluorinated gases in MDIs mean that
each 10ml to 19ml inhaler cannister has the equivalent emissions of 30
to 80kg of carbon dioxide!

In 2020/21, emissions frominhalers totalled27,420 tCO2eacrossthe ICS
– the bulk of emissions arising from inhalers prescribed by GPs. UHCW,
SWFT and GEHprescribe inhalers, whereas CWPT only continues to fill
existing inhaler prescriptions, and thus have no direct control over the
inhalers that the Trust prescribes. However, accurate inhaler prescription/
emissions data was only available for SWFT and GEH. UHCW and the
PCN could benefit from reporting accurate prescription numbers allow a
more accurate ICS footprint to be determined.

We did not achieve the 30% DPI target set by the Standard Contract in
2020/21. We prescribed 588,000 MDIs (76% of all inhalers), emitting
27,320 tCO2e and 188,000 DPIs (24% of all inhalers), emitting just 190
tCO2e, as shown in Figures 30 and 31.

Figure 30 Inhalers prescribed by type in 2020/21 and forecast uplift in prescribing 30%DPI 
inhalersby2024/25.Note,this assumestotal inhalerprescribingremainsstatic

Figure31GHG emissionsfrom inhalers, pertype, in2020/21,with forecastemissionreductions 
dueto theuplift in DPI prescribing
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Attaining the 30% DPI target will reduce our total
emissions from all inhalers by over 3,430 tCO2e
by 2024/25. Coventry and Warwickshire ICS will
collaborate with CWaPCto ensure that environmental
impact is included as a factor, so that DPIs can be

preferentially prescribed.

SWFT is leading the way on DPI prescriptions as the percentage
prescribed by the Trust already exceeds the NHS target rate - 32% of
all inhalers prescribed are DPIs! GEH could learn best practice from
SWFT, as their DPI percentage is much lower at 5%. However, their total
emissions for this area are lower as the Trust prescribes less inhalers
in total.

At the end of use, inhalers still contain as much as 20% of high-global
warming potential propellant. If all inhalers in the UK were returned for
safe disposal, the NHS could save around 512,330 tCO2e! Greener
disposal of these items, where residual fluorinated gases are captured
and destroyed, is therefore another key priority.

Lastly, overuse of inhalers leads to 250,000 tonnes of equivalent carbon
emissions (250 ktCO2e) annually across the UK, according to a new
study.

We will need to work with PCNs and Local Pharmaceutical Committees
(LPCs) to reduce inhaler emissions across the system, including the
use of inhaler return schemes.

https://www.mims.co.uk/overuse-asthma-reliever-inhalers-a-major-contributor-co2-emissions-respiratory-care/respiratory-system/article/1707676
https://www.mims.co.uk/overuse-asthma-reliever-inhalers-a-major-contributor-co2-emissions-respiratory-care/respiratory-system/article/1707676
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Medicines Action Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Establish a system-wide inhaler
recycling scheme across primary care.

22/23 ICB LTP 17
SC 18.4.4.2

2 Work with NHSEI to establish a high-
temperature incineration waste contract to
neutralise F-gases in inhalers across the
system.

22/23 ICB PCNP
V  NZ
4.2.1
SC 18.4.4.2

3 Engage with CWaPC Formulary committee
to discuss ways of preferentially prescribing 
Dry Powder Inhalers (DPIs) over Metered 
Dose Inhalers (MDIs).

22/23 ICB NZ 3.4.1 IIF
ES- 01
IIF ES-02 LTP
17  SC 18.4.4.2

4 Establish Green Inhaler guidance and
training across the system for primary and 
secondary care.

22/23 ICB NZ 3.4.1 IIF
ES- 01
IIF ES-02 LTP
17  SC 18.4.4.2

5 Support Trusts to develop plans to optimise 
and reduce waste from N2O, such as nitrous 
oxide ‘cracking’devices.

23/24 ICB LTP17 SC
18.3.2.2
NZ 4.2.1

6 Embed sustainability as a medication
decision criterion.

23/24 ICB LTP 17

7 Create a working to group to optimise 
medicines and reduce polypharmacy.

23/24 ICB LTP 17

8 Lobby suppliers to introduce more
sustainable packaging for medication.

23/24 ICB LTP 17
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

9 Roll out inhaler carbon calculator to all 
Trusts and PCN, and report prescriptions 
and emissions quarterly.

22/23 ICB NZ 3.4.1 IIF
ES- 01
IIF ES-02 LTP17

10 Request volatile anaesthetic use data 
(desflurane, isoflurane and sevoflurane) and 
emissions from each Trust quarterly and 
ensure Trusts are achieving reductions in 
desflurane use.

22/23 ICB LTP17 SC
18.3.2.2
NZ 4.2.1

11 Ensure Trusts have plans to reduce/phase
out the use of desflurane in surgery to as little 
as practically possible.

22/23 ICB LTP17 SC
18.3.2.2
NZ 4.2.1

12 Request nitrous oxide use data and 
emissions from each Trust quarterly.

22/23 ICB LTP17 SC
18.3.2.2
NZ 4.2.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

13 Request PCNs to submit inhaler prescription 
data quarterly and produce an emissions 
figure (inhaler carbon calculator).

22/23 ICB NZ 4.2.1

14 Ensure the PCNs have plans to meet the IIF 
targets: only 25% of non-salbutamol inhalers 
prescribed will be MDIs and prescribing 
lower carbon salbutamol inhalers.

23/24 ICB NZ 3.4.1 IIF
ES- 01
IIF ES-02 LTP17

15 Request nitrous oxide use data and 
emissions from each dentist.

23/24 ICB LTP17 SC
18.3.2.2
NZ 4.2.1



happyhealthylives.ukHappyhealthylives.uk

Supply Chain and 
Procurement

The NHS is a major purchaser of goods and services, with NHS England
alone procuring around £30 billion of goods and services annually.
Procurement has major potential social, economic, and environmental
impacts both locally and globally.

This includes the use of local suppliers, the climate performance of our
equipment and estate, and preventing modern slavery in supply chains.
An ICS has a pivotal role in developing sustainable procurement
practices within the System and its partner organisations.

Figure 32 Emissions from procurement (spend-based approach on
spends over £25k) from 2018/19 to 2020/21 and emissions reduction
trajectory to 2024/25

Within the ICS, most items and services are procured through centralised
NHS/government frameworks, such as the NHS Supply Chain. These
centralised frameworks already provide best value through bulk
purchasing power and consolidation of orders.

However, there is latitude to join forces with other public bodies and
partner organisations at an ICS to increase buying power; achieving
better economies of scale and influence over the environmental and
social aspects of specialist and local products and services procured via
the tendering process.

Since February 2010, Coventry, Solihull, Warwickshire, Nuneaton and
Bedworth and Rugby Councils have been working together as a shared
procurement service. Along with Solihull Community Housing and

Figure 32Emissionsfrom procurement(spend-basedapproachonspendsover£25k)from 
2018/19to2020/21andemissionsreductiontrajectoryto 2024/25
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other local district councils, they use a collaborative
E-Tendering portal called CSW-Jets, enabling them
to advertise opportunities across all authorities
through the same system.

In addition, Warwick and Stratford-upon-Avon District Council have
committed to review their procurement policies and practices to ensure
that climate change mitigation and adaptation are incorporated into
specifications, are given weight in evaluations, and are managed
throughout the life of the contract.

We are committed to engaging with our suppliers to meet Green Plan
targets and support the sustainable procurement objectives of NHS
England wherever practicable. We can support our partner organisations
in enhancing their own sustainable procurement practices and potentially
create an ICS-wide sustainable procurement strategy that all partner
agencies can use.

These additional requirements will enable us to determine the carbon
and social impact of the products and services we buy more accurately,
and ensure suppliers are reducing the emissions associated with their
operations and products.

In the interim, we will explore ways to reduce single-use plastic items
and research how we can incorporate reusable items, such as masks
and aprons, into our clinical practice. These products are currently
purchased through the NHS Supply Chain, which holds the ambition to
reduce plastics across the value chain.

UHCW, SWFT, CWPT and GEH have all signed up to the NHS Single
Use Plastics pledge. Our overall ambition in this area is to move away
from a linear economy to a circular economy.

NHS England Sustainable Procurement Objectives
Net Zero Modern Slavery Social Value

Achieve the NHS Eliminate Modern Ensure NHS
Supply Chain Net Slavery in the NHS procurement is a

Zero Targets supply chain both force for good helping
domestically and localeconomies

abroad and improves wider
determinants of

health

The NHS, in line with recent government requirements, is mandated to
adopt new social value and environmental standards now and in the
future. The Evergreen Sustainable Supplier Framework was launched
in January 2022, and from April 2022, all NHS tenders will include a
minimum 10% net zero and social value weighting (as per Policy
Procurement Note 06/20).

From April 2023, contracts above £5 million will require suppliers to
publish a carbon reduction plan for their direct emissions as a qualifying
criterion (as per Policy Procurement Note 06/21).

Official NHSSustainableProcurement ObjectivesSource:NHSwebsite

By 2030, all suppliers will be required to demonstrate progress in line
with the NHS’ net zero targets, through published progress reports and
continued carbon emissions reporting.

http://csw-jets.co.uk/index.php
https://www.gov.uk/government/publications/procurement-policy-note-0620-taking-account-of-social-value-in-the-award-of-central-government-contracts
https://www.gov.uk/government/publications/procurement-policy-note-0620-taking-account-of-social-value-in-the-award-of-central-government-contracts
https://www.gov.uk/government/publications/procurement-policy-note-0621-taking-account-of-carbon-reduction-plans-in-the-procurement-of-major-government-contracts
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Product retainment and lifecycle 
extension
Ensuring best value for money and robust social
and environmental benefits in our procurement
processes will remain a core principle for the wider

NHS and across the system.

Product lifecycle analysis will ensure products are kept in service for as
long as possible, and maintenance and repairability, fundamental to a
circular economy, drives down waste and may have economic benefits
in the medium to long term.

NNHS Trusts already maintain critical care medical products in good
working, as per manufacturer ’s and the Medicaland Healthcare Products
Regulatory Agency’s (MHRA) guidance. Only when an item is no longer
supported by the manufacturer, or is beyond economic repair, are items
considered for disposal.

However, items such as mobility aids (walking frames, crutches and
walking sticks), given to outpatients are often never returned to the
issuing authority.This has a financial impact, as newitems are continually
procured to make up the loss, but also environmental impacts – the
resources being used in the manufacture of equipment and the incorrect
disposal of ‘waste’mobility aids by the public.

Mobility aids are robust pieces of kit, with long service lives. Reclaiming,
cleaning/refurbishing and reissuing mobility aids would negate useful
items being scrapped. Furthermore, a pool of serviceable mobility aids
could be used by partner organisations, with additional cost-saving and
social benefits for communities where care is delivered.

UHCW has implemented a reuse scheme for re-purposing walking
aids and a swap shop for furniture and equipment. SWFT’s walking aid
supplier provides a reuse and recycling scheme that collects around 15%
of provided items, which the wheelchair team also provides, collecting
35-50% of items. Outdated equipment is sold using an auctioning
supplier to recoup the costs at SWFT, CWPT and GEH.
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Figure 32Building net zero into NHSProcurement –showshowNHSEngland will require all suppliers to provide carbon andsocial 
value reporting by2030
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Supply Chain and 
Procurement Action Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Appoint an ICS Sustainable Procurement SRO. 22/23 ICB ICSP
G  
SSF

2 Set up an ICS sustainable procurement 
working group.

22/23 ICB ICSP
G  
SSF
SC 18.6
NZ 3.3

3 Ensure ICS / Trusts adhere to the
Evergreen Sustainable Supplier
Framework.

22/23 ICB SSF
LTP
6.17ii  
SC 18.6

4 Provide sustainability training for
procurement specialists.

22/23 ICB ICSPG

5 Develop and ICS-wide purchasing consortium 
to all ICP members.

22/23 ICB ICSP
G  
SSF
SC 18.6
NZ 3.3

6 Develop an ICS-wide ISO20400
Sustainable Procurement Strategy that all
Trusts can use (possibly other ICP partners
too).

23/24 ICB NZ 3.1.1, 3.1.2
SC 18.3

7 Explore the creation of a Sustainable
Distribution Centre with other partner
organisations.

24/25 ICP NZ 4.2.1
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

8 Ensure the procurement of 100% recycled 
paper across the system.

22/23 ICB SC 
18.6  
ICSPG

9 Ensure Trusts are taking action to address 
and reduce single-use plastics.

22/23 ICB LTP 17
SC 18.4.3.

10 Support Trusts in calculating their supply 
emissions using a spend-based methodology, 
and ensure these emissions are reported to the 
ICS annually and reflected in their Green
Plans.

22/23 ICB NZ 3.3

11 Ensure ICS / Trusts / partner members have
a Sustainable Procurement Policy.

22/23 ICP LTP 6.17ii

12 Ensure that all Trusts run or have access 
to mobility aid refurbishment scheme.

23/24 ICB SC 18.4.3.5
NZ 3.3
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Food and Nutrition

The NHS Long Term Plan commits us to promoting plant-forward diets
and reducing unhealthy options like sugary drinks on NHS premises.
Not only will these actions help prevent obesity and non-communicable
disease, but they will also play a role in reducing our greenhouse gas
emissions and environmental impact.

Food production accounts for up to 26% of global greenhouse gas
emissions. While promoting healthier foods and reducing emissions, the
NHS can also source more food from localand regionalproducers where
possible, increasing the positive economic impact for our communities
and reducing the emissions associated with food transport.

We will work to fulfil Long Term Plan priorities for food provision on
our premises, promoting plant-forward diets, higher welfare and more
sustainable food options, and supporting regional producers wherever
we can.
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The Coventry Food Network (CFN) is a local multi-
agency food partnership involving statutory,
voluntary, and private organisations across sectors
and researchers from the two Universities in the City.

It has evolved fromthe work carried outby Feeding Coventry, a registered
charity set up in 2016 with a vision to make Coventry a “food resilient
city where no one goes hungry”. The ICS could collaborate with CFN to
ensure food poverty can be eliminated.

The network adopted a work plan established three key themes that
could be adopted by the ICS:
• Food strategy – taking a citywide collaborative approach food.
• Sustainability health – creating a fair, vibrant and sustainable food

economy, including local growing and procurement to tackle diet
related ill-health.

• Food crisis – ensuring a stable and suitable food supply for CFN’s
projects that minimises food waste.

• Food poverty – supporting people in crisis and preventing future
hunger.

At the Trust level, UHCW use VegWare packaging in all retail outlets
and consolidate consumables into single packaging. They also provides
healthy choices, low-processed foods, has a Food for Life bronze award,
and seasonal menus high in fruit and vegetables.

Waste vegetable oil is also recycled into biofuel and work is ongoing to
reduce overall food waste.

https://letstalk.coventry.gov.uk/hub-page/Coventry-Food-Network


happyhealthylives.ukHappyhealthylives.uk

Food and Nutrition Action 
Plan

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Appoint a Food and Nutrition SRO. 22/23 ICB NZ 3.3.2

2 Support Trusts to create sustainable food 
working groups that include dieticians, to 
develop healthier and more sustainable food 
choices, and feedback activity to the Food
and Nutrition SRO.

22/23 ICB NZ 3.3.2
NZCDP 9

3 Implement methods of measuring,
monitoring, and reducing food waste across 
our member organisations.

22/23 ICB NZ 3.3.2

4 Establish Healthy Eating Partnerships
with partner organisations and the
council.

23/24 ICB NZ 3.3.2
LTP 2.24

5 Explore whether food poverty projects 
alongside the councils could be implemented.

23/24 ICB NZ 3.3.2
LTP 2.24



happyhealthylives.ukHappyhealthylives.uk

No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

6 Ensure Trusts use Defra’s ‘A plan for public 
procurement: Food and catering: the balanced 
scorecard’ to assess catering provision,
and ensure caterers meet or exceed the 
requirements outlined in the Report of the 
Independent Reviewof NHS Hospital
Food.

22/23 ICB NZ 3.3.2
NZCDP 9

7 Ensure there are plans to introduce a digital 
menu ordering system in Trusts where they 
do not already exist.

22/23 ICB NZ 3.3.2

8 Ensure Trusts have plans and/or are 
implementing plant-forward diets, 
seasonal menus and the use of local
products.

22/23 ICB NZ 3.3.2
NZCDP 9
LTP 2.18

9 Ensure each Trust conducts a hospital
food review.

23/24 ICB NZ 3.3.2
NZCDP 9
LTP 2.18

https://www.gov.uk/government/publications/a-plan-for-public-procurement-food-and-catering-the-balanced-scorecard
https://www.gov.uk/government/publications/a-plan-for-public-procurement-food-and-catering-the-balanced-scorecard
https://www.gov.uk/government/publications/a-plan-for-public-procurement-food-and-catering-the-balanced-scorecard
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/929234/independent-review-of-nhs-hospital-food-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/929234/independent-review-of-nhs-hospital-food-report.pdf
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Climate Adaptation

“Asclimate changeaccelerates globally, in Englandweare seeingdirect and 
immediateconsequencesof heat wavesandextremeweatheron our patients, 
the public andthe NHS. Adaptation is the processof adjusting oursystems and 
infrastructuretocontinuetooperateeffectivelywhiletheclimatechanges.It is 
criticalthattheNHScanensurebothcontinuityofessentialservices,andasafe 
environmentforpatientsandstaffineventhemost challengingtimes.”
- Greener NHS

Climate-related hazards that have been identified as posing a distinct
threat to our region include sea level rise, an increase in seasonal
extremes and rising temperatures.

The changing climate poses risks for vulnerable populations in our
community, but also impacts the Trusts’ estate, their ability to operate
and the supply chain.

Climate change has serious implications for our health, wellbeing,
livelihoods and society. Its direct effects result from rising temperatures
and changes in the frequency and strength of storms, floods, droughts,
and heatwaves — with physical and mental health consequences (The
Lancet, 2017).

The NHS Long Term Plan reinforces the requirement to embed
resilience and sustainability into our healthcare services. Climate
change adaptation is critical to achieving this. The impacts of climate
change on our health, services, infrastructure and our ability to cope
with extreme weather events will place significant additional demands
on our services in the future.

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(17)32464-9/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(17)32464-9/fulltext
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The ICS will analyse climate change risks and
develop actions for our care delivery, estate planning
and management, including flood risks across our
estate and service area. The ICS and its partner

organisations will develop a climate change adaptation plan to mitigate
the consequences to health and service delivery of climate change.

Climate change adaptation in the NHS is about organisational resilience
and the prevention of avoidable illness, embracing every opportunity to
create a sustainable, healthy and resilient healthcare service. Reducing
our impact on the environment may not only help to mitigate against
climate change, but reduce our organisational running costs, ensure
business continuity, and reduce health inequalities. Above all, it’s about
ensuring that the NHS, our buildings, services, staff and patients are
prepared for what lies ahead.

One of the focus areas for Sustainability West Midlands is adapting to
Climate Change and the WMCA has a green paper containing plans for
adaptation. Warwickshire County Council have also set up a climate
change adaptation task and finish group based on recommendations
from the Met Office’s UK climate projections for 2050.

These projections included warmer summers and extreme rainfall will
special consideration for the areas of Warwickshire subject to floor risk
from rivers and surface water. Water management was the recurring
theme from the climate change adaptation task and finish group, which
can be facilitated using Sustainable Urban Drainage Systems (SuDS) to
capture and reuse rainwater.

Figure 33 demonstrates the risk of flooding across Coventry and
Warwickshire. Despite being drained by two rivers; the region has a
relative lowrisk of flooding.

Figure 33Floodrisks within our ICSregion

https://www.sustainabilitywestmidlands.org.uk/
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

ICS Specific

1 Declare a Climate Emergency across the ICS. 22/23 ICB 3HA

2 Appoint an ICS Climate Change
Adaptation  Lead.

22/23 ICB SC 
18.3.2.3  
3HA SD1

3 Provide climate change adaptation training
to members of the ICS.

22/23 ICB SC 
18.3.2.3  
3HA SD1

4 Ensure climate change is incorporated in the 
ICS Corporate Risk Register.

22/23 ICB SC 
18.3.2.3  
3HA SD1  
NZCDP 10

5 Develop an ICS-wide Climate Change 
Adaptation Plan and/or develop a
regional ISO14090 plan with local
authorities.

23/24 ICB SC 18.3.2.3
3HA SD1 NZCDP
10

6 Communicate climate change risks
and opportunities across the ICS.

23/24 ICB SC 18.3.2.3 
3HA SD1 
PCNP

Climate Adaptation Action 
Plan
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No C&W Green PlanActions Targe
t  
Year

Progress Cost to 
achiev
e

Emission
s  
reduction

Health
Benefit

Responsibl
e  lead/dept.

NHS Req.

Trust / PCN specific

7 Ensure Trusts incorporate climate change as
a risk in their Corporate Risk Registers.

22/23 ICB SC 18.3.2.3
3HA SD1 NZCDP
10

8 Ensure Trust Estates Strategies incorporate 
Climate Change readiness and are actively 
assessing the built environment to make 
climate- ready upgrades.

23/24 ICB SC 18.3.2.3
3HA SD1 NZCDP
10
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Challenges

Figure34ChallengesandOpportunities
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In each of the areas of focus, there are barriers to achieving net zero,
as shown in Figure 34 above. The system will need to address these
challenges and navigate the barriers that may stand in the way of fulfilling
the targets set out in this Plan.

Our geographical footprint covers a combined region of Coventry and
Warwickshire. Becoming a new organisation, with a wider footprint
across both localities means there is a risk that if we don’t change
how we do things, we will lose our local connections and be unable to
understand the nuances behind the needs of our different communities
and the health outcomes of our services.

The pressures of the pandemic and conflicting healthcare priorities
at system level mean that the green agenda has the potential to be
side-lined. To avoid this eventuality, we must strive to build sustainable
practice into every action we take forward and nurture a behavioural
shift towards an ingrained sustainable working environment.

Using digital transformation strategies, we aim to tackle the health
inequalities impacting our region. In order to maintain quality care
provision at place level, our ICS needs to work closely with our PCNs to
understand the barriers to healthcare facing our communities.

The introduction of digital strategies will mean care can be provided
more efficiently, while maintaining a tailored approach based on the
individual care needs of our patients.

When developing the actions, we want to take forward to achieve
net zero, engagement with the public will be essential for spreading
awareness of our targets and strategies. Without strong integration with
Comms teams across our primary and secondary care estates, our
message will not reach local communities, which may slowprogress.

Funding is an ongoing barrier to progress in reaching net zero, as many
of the actions suggested within this plan will have a significant upfront
cost. Retrofitting buildings and procuring reusable PPE for example,
can add more monetary pressure on systems that already struggle to
stretch budgets. By accessing government funding, these pressures
can be alleviated.

Socioeconomic factors underpin every one of these potential barriers.
As a region, deprivation levels fall below the national average, however
pockets of deprivation around Coventry need tackling as part of our wider
efforts to understand how we can provide healthcare equality, improved
education, reduced unemployment, and secure project funding.
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Social Sustainability Promotion

Equality, Diversity and Inclusion
Coventry and Warwickshire ICS is committed to promoting equality,
diversity and human rights among the communities we serve and our
staff.

The urgency to address health inequalities has never been greater,
and our region faces unique challenges as we seek to ensure that our
services reach every person in Coventry and Warwickshire, especially
those most vulnerable.

Economic factors are one of the accessibility issues that must be
addressed as part of ensuring our services remain inclusive to everyone.
19% of Coventry neighbourhoods are amongst the 10% most deprived
nationally.

As a city, Coventry has significant inequalities in health and healthy life
expectancy between the most and least deprived areas and tackling
health inequalities is central to its role as a Marmot City. The importance
of taking a partnership approach to tackling health inequalities is also
embedded in the Coventry Health and Wellbeing Strategy 2019-2023.

Over in Warwickshire, the Warwickshire Health and Wellbeing Board
leads tackling health inequalities locally and one of the priorities of their
Health and Wellbeing Strategy 2021-2026 is reducing inequalities in
health outcomes and the wider determinants of health.

The ICS is committed to support the valuable work of our partner
organisations to tackle health inequalities across our region and ensure
our services remain inclusive to all.
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This work also reflects the ICS itself. Regardless of the financial
pressures currently faced by health economies across the country, we
want our every employee to feel pride in our organisation, and for every
patient to feel that they have been offered the best possible service.

For this to happen, we must be fair and consistent in managing the
needs of our staff, partners, and service users.

Equality Impact Assessment (EIA)
As part of its compliance with Equality and Human Rights legislation,
the ICS must ensure that all policies and strategies have a completed
EIA. This identifies the groups which may be impacted upon, or
disadvantaged by, any change in service provision.

Where an EIA identifies a potential impact, targeted engagement is
undertaken with communities of interest to ensure that they can give
their views and that any potential impact is minimised.

We commit to have due regard to the Workforce Race standard and use
it as a force for driving change. The CCG has already done excellent
work on EDI that the ICS is hoping to take forwards as we establish
ourselves as a healthcare system.

Our goal is to promote and progress an inclusive working environment
where everyone can be themselves and where differences are
understood, respected and valued. The network plans to bring the lived
experiences of disabled people to our attention and to remove any
barriers for them.

So far, the CCG work programme hasalready included raising awareness
and suggesting resources and training available around Asperger
Syndrome, hearing difficulties, Downs Syndrome, Epilepsy, Autism, MS,
Ehlers-Danlos Syndrome, Accessibility, Learning Disabilities and Post
Traumatic Stress Disorder.



happyhealthylives.ukHappyhealthylives.uk

Social Value
Social Value can be defined as the quantification of the relative
importance that people place on the changes they experience in their
lives.
Activities to deliver these changes can be categorised into economic,
social and environmental benefits. Some examples are shown below.

With more than 60% of the NHS carbon footprint based within the NHS
supply chain of over 80,000 suppliers, we need the support of every
supplier if we are to reach net zero by 2045. Supporting the NHS in
reducing harmful carbon emissions offers suppliers the opportunity to
play a part in improving health now and for future generations. Going
forward the system will follow the NHS roadmap to help suppliers align
with our net zero ambition between now and 2030. This approach builds
on UK Government procurement policy (PPN06/21).

https://www.gov.uk/government/publications/procurement-policy-note-0621-taking-account-of-carbon-reduction-plans-in-the-procurement-of-major-government-contracts
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Conclusion
The system Green Plan was composed to ensure a collaborative
approach to health and sustainability would be taken across Coventry
and Warwickshire. By facilitating this collaboration with our partners, we
can achieve a more unified system, where learning can be shared when
Trusts are making strides. An example of this would be utilising the
digital innovation hubs at SWFT and UHCW to ensure that digitisation
occurs across the system.

Throughout this plan it has been established that there are some regional
barriers to achieving NHS net zero. Whilst our ICS has some challenges
that may present barriers to reaching our sustainability goals, by uniting
with our key stakeholders we can overcome these challenges. This
includes local authorities, which have their own ambitious Net Zero
targets.

Across the West Midlands, there have been great strides to tackle
climate change and ensure that the region is well equipped to reduce our
environmental impact and adapt to any potential effects. Therefore, the
goal of our ICS Green Plan is to set out howCoventry and Warwickshire
ICS can contribute. Healthcare represents a significant portion of
greenhouse gas emissions, and our efforts will aim to minimise this
whilst embedding sustainability across our system.

Coventry and Warwickshire ICS take full ownership of this plan and
commits to its targets. This is a living document, which will be reviewed
and updated if necessary. The targets outlined in this plan, whether
intermediate or final, are impossible to reach without the support of our
colleagues across the ICS and we want to reach our ambitions in a
mindful dialogue involving our colleagues and local communities.
Each aspect of the health service has its role to play in the NHS net

zero, and we can ease this journey by working together. By becoming a
more sustainable ICS, we can help improve health outcomes across our
counties through the impacts of our successes as we work through this
plan target by target. Together we can become a greener, and healthier,
NHS.
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For more information, please contact:

David Hobday
System Transformation Manager

01788 663286
david.hobday@cwstp.uk

This Green Plan was created for for Coventry and Warwickshire ICS in partnership with Inspired PLC.
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Chairs Update 
 

1. I begin this first Chair’s report to the fully constituted Board with a celebration of the 
successful transition into our new Integrated Care Board. A great deal of work has 
happened behind the scenes to make this a reality and I would like to record my thanks 
to all those who made it possible. The move is timely as we are again seeing increasing 
numbers of people with COVID-19, highlighting the benefits of working together as a 
system to address these immediate, urgent pressures.  Retaining sight of the ICS 
transformational aims whilst managing current operational pressures in an uncertain 
political landscape is a challenging but vitally important responsibility for us all as system 
leaders…either that or we fail realise our vision of “enabling people across Coventry and 
Warwickshire to start well, live well and age well, promote independence, be a at the 
heart of everything we do”. 
 

2. The development of place-based partnerships, known locally as care collaboratives, is 
key to this transformational shift of focus towards ill-health prevention and tackling health 
inequalities. These partnerships between local government, NHS, social care providers, 
the voluntary, community and social enterprise sector and other community partners will 
form the “engine” of our ICS, co-ordinating and integrating services, embedding co-
production with people who use services, facilitating accountability to local communities 
and building broader coalitions with community partners to promote health and wellbeing 
and influence the wider determinants of health. At the end of June our ICB Development 
Session providing an opportunity to hear about the progress towards care collaboratives. 
 

3. The Voluntary, Community and Social Enterprise (VCSE) sector are a key part of our ICS 
and I have had the opportunity to meet with several of the leaders in the sector to explore 
how we can work together. In June I spoke at the Health and Social Care Forum, 
organised by Healthwatch Warwickshire about the aims of the ICS and enjoyed the lively 
discussion afterwards about some of the benefits in working this way. The VCSE is often 
able to support the involvement of communities who may be less well served by statutory 
organisation. As such the sector will be an important system partner in the drive to 
reduce health inequalities for some of the most vulnerable groups of residents. 
 

4. As we develop ways of working differently with local communities to better understand 
their priorities, Population Health Management will form the basis of our approach across 
the system to delivering our aims. The Population Health Management Roadmap will be 
discussed at our Board meeting, outlining how this will become business as usual at all 
levels of our Integrated Care System. 
 

Enc M 
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5. None of the work that we do would be possible with the commitment of our staff from all 
organisations in the ICS; the health and wellbeing of our residents depends upon the 
workforce of local organisations working differently and in a more integrated way. A “One 
People Plan” is in the process of being developed for Coventry and Warwickshire.  
This is the workforce strategy that will define the way ahead for our system, and I was 
pleased to attend the launch event at the end of June to start the conversation with our 
staff to hear their views on how we can add the most value to howe they work. The 
combined ideas and insight captured through these conversations will inform the 
development of Coventry and Warwickshire’s One People Plan, to offer clear and vital 
support to our social care, health and third sector, and ultimately make our system a 
better place to work and live. 

Summary of key meetings 
 

Improve outcomes in 
population health and 
healthcare 

18 May NHSE Board dinner 
 
19 May UHCW Thought Leadership Event 
 
20 May NHSE Amanda Pritchard visit to Coventry & 
Warwickshire primary care teams 
 
4 July – Coventry Health and Wellbeing Board 
 

Tackle inequalities in 
outcomes, experience 
and access 

5 May – Board Lead for Inequalities 

24 May and 30 June, Chaired West Midlands Mental 
Health Commission 
 
24 May and 30 June, Chaired West Midlands Mental 
Health Commission  

16 July, NHSE Health Inequalities Project 

23 June, Chaired Mental Health Commission 
session to generate a response for the 10-year 
Mental Health plan 
7 July, NHS Race Health Observatory International 
Conference 

Enhance productivity 
and value for money 

11 May 2022 – Coventry and Warwickshire Quarterly 
System Review meeting 
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22 June Care Collaborative Session Development 
Session at Coventry Council House 
 
27 June Launch of One People Plan for Coventry 
and Warwickshire 

Help the NHS support 
broader social and 
economic development. 

16 June - HWW Health and Social Care Forum - ICS 
& VCS 
 
30 June – Introductory meeting with West Midlands 
Fire Service 
5 July – Met Councillor Clare Goldby- Transforming 
Nuneaton Project Health Hub 
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Chief Executive Officer Report 
 

1. COVID Update   

1.1 The UK Health Security Agency (UKHSA) is continuing to encourage people to ensure their 
Covid-19 vaccinations are up to date and continue to follow Covid-safe behaviours as the 
latest technical data indicates BA.4 and BA.5 have become dominant in the UK and are 
driving the recent increase in infections. The numbers of Covid positive patients in hospitals 
has risen significantly over the last 2 weeks. When the report was written there were 291 
positive patients across the system with a very small number in intensive care demonstrating 
that although we are seeing an increase in cases these are not translating to severe illness 
or deaths.  
 

1.2 As per national guidance, asymptomatic testing for NHS staff and patients is still in place 
and staff and patients are advised to wear masks in clinical areas to prevent spread. Due to 
increasing numbers of positive patients’ hospitals have had to cancel some patients for 
surgery.  
 

2.  Ambulance Delays  
2.1  Across the country, urgent and emergency care pressures are well documented and this is 

no different for Coventry and Warwickshire. Ambulance delays and ambulance handover 
delays pose significant risks to patients. Since January 2022, we know that there have been 
a number of serious incidents where investigations are underway.  This issue is an area of 
focus for the Board and the paper on ‘patient flow’ will describe further detail and make a 
number of recommendations to help resolve and face the challenges. 
 

3. People  
3.1 We are in the process of developing the One People plan for the ICS and have heard 

hundreds of comments from colleagues across the system about key challenges and 
opportunities to improve the workforce pipeline and delivery against the mandated 
expectations. 

3.2 A national EQIA has been completed for the creation of ICB’s. There is a requirement to 
develop and publish a system equivalent which has been completed.  

3.3 On the 28 June we held a full staff away day to set out our future ambitions as an ICB and 
formally welcomed the 22 colleagues from the Healthcare Partnership. The people transfer 
has gone well, and all elements of the HR framework have been followed. 
 
 

Enc N 
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4 Website Launch 
4.1 We have launched a new website   which brings together the previous Health Care 

Partnership site and the Clinical Commissioning Group site, using the existing  
www.happyhealthylives.uk address. This site will be the main hub for health and wellbeing 
information for the Integrated Care System, and the Integrated Care Board. The new site 
offers improved accessibility, including full translation into all of the major languages spoken 
in Coventry and Warwickshire.  
 

5 Performance Update   
5.1 Cancer performance remains a key challenge for the system – particularly the 62-day cancer 

standard. The has been a significant increase in 2 week wait cancer referrals both locally 
and nationally which are likely to further impact future 62-day performance. Further 
information is contained in the Performance report. 

 

 

End of Report 

http://www.happyhealthylives.uk/
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Enc O 
 

Report To and 
Date: 

ICB Board 

Report Title: Communications and Engagement Assurance Report 

Report From: Anita Wilson 
Director of Corporate Affairs, NHS Coventry Warwickshire ICB 

Author: Rose Uwins 
Senior Communications and Engagement Lead, NHS Coventry 
Warwickshire ICB 
Raman Johal 
Senior Communications and Engagement Manager, NHS Coventry 
Warwickshire ICB 

Previous  
Considerations 
and Engagement: 

N/A 

Purpose: For information and assurance 

 
Contribution to meeting the aims of the ICS: 

The communications and engagement activities are targeted at delivering and supporting the 
four aims of the ICS.  

• Improving outcomes in population health and healthcare: 
• Tackling unequal outcomes, experience and access: 
• Enhancing Productivity and value for money: 
• Supporting the broader social and economic development of C&W 

 
This month’s report outlines a range of activities particularly against the first two aims, with 
outreach and communications campaigns detailed which will improve outcomes in population 
health and healthcare across the diverse communities in Coventry and Warwickshire and 
tackle health inequalities and unequal outcomes. 

Key Points: 
 
The report summarises some of the key pieces of work currently being undertaken by the 
communications and engagement department. 
This includes but is not limited to: 
 

• Patient Engagement and Communications about wellbeing and vaccination with 
community groups 

• Patient information – GP access, MDT offer, Pharmacy support and NHS 111 access 
• Stakeholder engagement – Public Affairs & MPs 
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Enc O 
 

• Media enquires – Proactive and reactive  
• Internal Communications and Engagement to support transition and more 

 

Recommendation: 

Members are requested to NOTE the report, which is provided for assurance and information. 

 
Implications 

Conflicts  
of Interest: N/A  

Financial and 
Workforce: Internal communications activities support and engage our workforce  

Performance: Promotes improvement in ICB performance of services through 
understanding patient experience of services 

Quality and Safety: Promotes the ICB Quality and Safety objectives through understanding 
patient experience of services 

Inclusion:  
The EQIA tool can  
be found in the 
EQIA policy here.] 

Has an equality impact 
assessment been 
undertaken? (Delete as 
appropriate) 

Yes 
(attached or 
hyperlinked) 

 No  N/A  

Patient and Public 
Engagement: Report details engagement activities across a range of projects  

Clinical and 
Professional 
Engagement: 

Communications targeted at informing clinicians, particularly GPs are 
detailed in the report 
 

Risk and 
Assurance: 

Insufficient engagement and communications with our communities will 
have an impact on the ICB ability to reduce health inequalities and 
improve outcomes. This document offers assurance as to the range of 
activities happening. 

 

https://coventrywarwickshireccg.nhs.uk/wp-content/uploads/2021/04/EQIA-Policy.pdf
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1. Executive Summary  
 

1.1. The NHS Coventry and Warwickshire ICB Communications and Engagement team continue to 
support the organisation and local population. The team have continued to meet the statutory 
obligations for communications, engagement, and involvement in this reporting period, as set out 
by NHS England’s patient and public participation in commissioning health and care guidance. 

 
1.2. Below is a brief outline of some of the key current communications and engagement activity in 

train, in addition to an update on engagement for transition. 
 

2. Patient Engagement – Covid-19 vaccination and Outreach 
2.1. Our focus to support diverse communities and seldom heard groups is continuing across 

Coventry and Warwickshire. This engagement platform is being used to share information about 
the NHS Covid-19 Vaccination programme, general health messages and reminding people 
about the local health and community care support services available.  

 
To keep our local population informed and engaged about how to access local support services 
and the importance of having the Covid-19 vaccination, we continuing to reach out to our 
community leaders, faith leaders and community influencers to share key information about the 
booster vaccination programme. Our community engagement activity is continuing to be 
delivered both virtual and face to face sessions. Below is a round-up of the activity that has taken 
place over the last couple of months.  

 

2.2 Supporting communities in Warwickshire  
Wellbeing for Life Festival, Leamington Spa, Warwickshire – 14 May 

Partners across Coventry and Warwickshire teamed up to bring together over 30 stands of NHS, 
local charities and organisations which took over the Pump Room Gardens in Leamington. This 
event was aimed at advising the public all about looking after their physical and mental health - 
from promoting services, signposting opportunities, and hosting activities, all in the name of 
helping people improve their wellbeing. The festival also marked the end of Mental Health 
Awareness Week, during which the key theme is ‘loneliness’. Loneliness is affecting more people 
and had a huge impact on physical and mental health during the pandemic. 

2.2. Supporting communities in Coventry 
West Indian Community Centre, Coventry – 4 May 

A diabetes awareness and prevention workshop took place at the West Indian Community Centre 
in Coventry to support the African and Caribbean community. We engaged with 12 people at the 
session, some who had Type 2 diabetes and others who were at risk of developing the disease, 
some people came along to gain more information and insight about the long-term condition and 
how this can be prevented.  
 
CCG staff gave a presentation and overview about Type 2 diabetes, the symptoms, early 
intervention, how to prevent developing diabetes, the free support services that are available on 
the NHS/Local Authority (public health) and support from Diabetes UK. 

Enc O 
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CCG staff have been invited to run another session with a similar group on Wednesday 31st 
August 2022 (11am until 2pm) at the West Indian Community centre with a bigger group so that 
more people can benefit from the information. We will be joined by a community dietician to 
support the session and a member of the DESMOND team.  

Social Prescribing Networking event, Coventry Transport Museum – 19 May 
The Social Prescribing Network event gave us an opportunity to let other voluntary and charity 
organisations know about the work we do with local groups around diabetes awareness and 
prevention. There were 40 other services showcasing on the day, ranging from The Carers Trust, 
Grapevine, Community Dental Health, Refugee and Migrant Centre and Creative Kindness to 
name a few. 
 
The aim of being at this event was to let other services know that we have support services in 
place should they come across any contacts through their service. Information was made 
available, including Type 2 diabetes information packs and we also took the opportunity to remind 
people about their Covid-19 vaccination. 

The session was well received and we already have had request to attend Coventry and 
Warwickshire Grapevine’s Learning Disability and Autism group to deliver a session. Another 
eight services came forward to build a connection so that we can explore the opportunity of 
working together about raising awareness of diabetes, including the Refugee and Migrant centre 
who have requested a workshop for both staff and service users. 

BNO Open Day – Hong Kong Nationals, Coventry Building Society Arena - 30 May 

Colleagues at the Local Authority organised an open day for newly arrived Hong Kong nationals 
in the city. The aim of the event was to inform and raise awareness about services and how to 
access them. CCG staff teamed up with Public Health Coventry to offer information about Covid-
19 vaccination, cancer screening, diabetes awareness and how to register with a GP / Different 
roles in GP Practices. 

It was a busy event with lots of people interested in the services that we provide locally and 
asking questions about registering with a GP and whether an interpreter could be available to 
support them during their consultation with a GP. It was positive to see that people were 
interested in the diabetes prevention programme and food models, especially young children who 
wanted to know how much fruits and vegetables they should eat in a day. 

A couple of diabetes awareness sessions are due to be arranged with the community in Coventry 
and Rugby in August, they will also invite members from the Warwickshire area and provide 
interpreters on the day. 

Inni Group – Refugee Asylum seekers – 28 June 
NHS staff supported a group of Refugee and Asylum Seekers who regularly attend Inini Group in 
Coventry.There was over 20 people from the African and Caribbean community who participated 
in the delivery of a diabetes workshop. The session was arranged to support the community in 
understanding the long-term impact of uncontrolled Type 2 diabetes and how they can access 
local support services. Inini group will be submitting an evaluation report to the comms team 
about the session and this will be submitted in the next update. 

2.3 Upcoming engagement sessions and events.  
• The Roma Project (Gypsy and Traveller community in Coventry and Warwickshire) Health 

and Wellbeing event (led by CCG) – Saturday 16th July 
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• Warwickshire Pride Event (led by Warwickshire Pride) – Saturday 20th August  
• West Indian Community Centre, Coventry – Wednesday 31st August 

 
3. Patient Engagement - Development of an engagement strategy for the ICS 

 
3.1. The People and Communities strategy was approved by the Shadow Integrated Care Board and 

submitted to NHS England for their feedback as part of the CCG’s transition documentation.  
 
3.2. Following feedback from NHSE the next steps for the strategy are to create an executive 

summary and start engagement on the proposals within it in the second half of the year.  
 
 

4. Patient Information – Covid-19 
 

4.1. Publications  
Our current focus has been on vaccinations for 5-11 year olds, bank holidays and travelling 
abroad. Alongside sharing national materials, we continue to create and share assets and 
messaging developed locally, as detailed below. 

• An illustrated leaflet aimed at children aged 5-11 originally created by another system, has 
been adapted for use in Coventry and Warwickshire. This is a good example of how we are 
working in partnership with other systems to promote best practice. The leaflet has been sent 
electronically to parents via school newsletters and a small number of hard copies have been 
sent to schools in Coventry and Warwickshire 

• We are undertaking a stocktake of our current social media assets with a few to update for 
summer  

• We are awaiting messages from regional comms team to describe the reduction in gap 
between booster and prior dose. These messages will be promoted with public and 
stakeholders. 

• A HSJ Award submission has been written and entered for the Covid-19 Vaccination 
Programme Category. 
 

4.2. Web & social 
Updates and materials for CCG and Health and Care Partnership website and social media 
channels 

• Jubilee Bank Holiday and travelling abroad social media assets were built into our schedule 
and shared with partners 

• Ongoing social media to promote “evergreen” offer, reminding people that is not too late for 
f irst doses 

• Updates to the Healthy Happy Lives website to reflect latest Covid-19 guidance and 
vaccination clinic opening times  

• Functionality of website under review. 
 

4.3. Stakeholder communications 
• Fortnightly Vaccination Communications Update meeting with Healthwatch and local authority 

comms colleagues 
• Fortnightly Vaccination Stakeholder briefings are issued to partners and shared onwards 

through stakeholder networks and channels 
• Vaccination messages included in CCG staff newsletters 
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5. Patient Information - Media  
 

5.1. Proactive Media Releases  
2 media releases were issued promoting services over the Bank Holiday weekends in early May 
and June (Jubilee weekend). The releases promoted the pharmacy opening times and NHS 111 
online. General 111 social media was increased and did some paid-for social media advertising 
on pharmacy. There was also a proactive media release on the 4th July promoting multi-
disciplinary roles in practices which has attracted media interest.   

5.2. Media enquiries  
There were 5 media enquiries between 30th April and 4th July, these were relating to the ICS 
deficit and our plans to make up the shortfall, waiting times for cataract operations, the future of 
emergency provision at the Hospital of St Cross, our performance against the two hour target for 
urgent community response teams, and whether we use ‘trans primer language’ as an 
organisation.  

 

6. Patient Information – Other 
 
6.1. Primary Care Communication strategy 

To help patients understand how primary care works and what to expect from their practice, we 
need to raise awareness of the benefits of the multi-disciplinary team, the convenience of the 
different types of appointments available and extended access. We also want to agree a standard 
media response to requests for primary care data. 

 
In response, work is underway on a Primary Care Communications Strategy. A second is 
underway following comments from the Primary Care Delivery Group.  

 
6.2. GP access 

Work is continuing on the GP Access campaign which covers Pharmacy, NHS 111, GP extended 
access and practice roles. This campaign has been on-going since February this year and covers 
a wide range of materials such as animation, print, pull up banners, kiosks etc across a wide 
range of channels such as digital boards, radio, postal, social media etc. 

6.3. NHS111 Online 
In support of the ongoing pressures felt across the system the communications team secured 
funding to promote NHS111 Online over the Jubilee weekend and onwards. This has included 
radio advertising, kiosks (bus stops), supermarkets and paid social media. An additional fund has 
been retained allowing us to turn social media advertising on rapidly in response to pressures. 

 

7. Stakeholder engagement – Public Affairs 
 
2.1 Representatives from the CCG continue to meet with MPs, Local Authority Leaders, Councillors 

and other stakeholders to ensure that they receive the information they need about the activities 
of the CCG. Between 30th April and 4th July, we received 3 MP enquiries and 6 Parly Hub 
requests. 
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8. International Nurses Day & Day of the Midwife: 12 May 
 

8.1. To support the positive work of our nurses and midwives across Coventry and Warwickshire, IND 
event in Coventry Cathedral returned after a period of pause during the pandemic. 
 
The event was organised by colleagues as CWPT alongside the CCG, UHCW, SWFT, GEH and 
Coventry University. The event was promoted to care home and primary care with a Care home 
Manager and the CCG Director of Nursing, Rebecca Bartholomew presenting at the event. 
 
The positive event saw over 200 local nurses and midwives in attendance with included a 
process around the city centre, attendance from local media and NHS England’s Mark Radford 
as keynote speaker. The 2023 event will be led by CW ICB. 

 
9. Internal Communications & Engagement  

 
9.1. Ongoing channels 

Internal communication channels continue with the below alongside the bi-weekly staff 
newsletter and fortnightly staff briefing as the core channels. Internal communications have 
been supporting: 
 
• CCG/ HCP Staff Away day: details for the day, staff survey to gain views on agenda etc 
• Transition to ICB including branding, templates, social and web  
• File migration which is due to take place W/C 20 June 
• Clever Together – system wide workforce engagement sessions 
• HCP Transfer process: communication on email migration and hardware collection 
• Working with Estates on incorporating new branding into the CCG Offices 

 

9.2. CCG/ HCP Staff Away day – 28 June 
The first CW face to face staff away day took place at the Coventry Building Society Arena 
which saw attendance from 240 staff.  
 
It was a positive day bringing opportunities for many people and teams to meet over a period of 
no face-to-face contact. The event aimed to not only bring people together but to also ensure 
consistent information about current Executive team, Directorates, challenge thinking about 
health inequalities and our focus as an ICB as well as team building. 
 
There is currently a short survey out with staff to gain their feedback and views on the event 
which will help shape future events. The survey is due to close on the 8th July, as responses (as 
of 5th July) stand at 54.  

 
9.3. Staff Briefings – virtual 

These sessions are led by the Executive team and continue to take place on a fortnightly basis 
virtually on Teams. Attendance during these meetings remains high as listed below and the 
briefings are recorded and shared in the staff newsletter for those not able to attend or wish to 
watch it back. To support transition the content focuses on introducing members of the 
executive team with information regards relevant execs portfolios. 
 
• 12 May - 159 in attendance 
• 26 May - 186 in attendance 
• 9 June - 177 in attendance 
• 23 June -207 in attendance 
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• 4 July - 219 in attendance 
 

9.4. Staff network events 
The Wellbeing Warriors, Staff Forum and EDI Network continue to host events to support and 
cater to workforce wellbeing and inclusion. A wide range of online sessions have been arranged 
and cover the following: 

• Meditation – fortnightly lunch time sessions 
• Unconscious Bias 
• Domestic abuse awareness 
• Financial wellbeing 
• It’s about Race 
• Cervical screening awareness 
 

10. Transitioning to an ICB – Internal and external communications 
 

10.1. To support the CCG becoming an ICB, a number of internal and external communications 
activities took place on the 1st July as detailed below. The current CWCCG website will remain 
live for a further 3 months and has a notice on the top of the website directly people to the new 
ICB website.  
• Launch of the ICB / ICB website: www.happyhealthylives.uk  
• Creation of all ICB and ICS branding templates including branding guidelines and ‘How to’ 

guides 
• Launch of ICB and ICS Social media channels across Twitter and Facebook 
• Welcome to Coventry and Warwickshire ICB email from Chief Executive with a link to 

branding templates to all staff. 
• Welcome to Coventry and Warwickshire ICB email to stakeholders, clinical leads and 

voluntary charity sector 
• Launch of ICB/ ICS branding and website to staff during virtual briefing on 4 July which saw 

attendance of over 200 staff. 
 

Next steps 

• To work with the estates team in incorporating the new ICB branding across the offices.  
• Naming the meeting rooms within Westgate house as per staff vote (to take place W/C 11 

July) 
• Focus on an intranet solution for all staff  
• Archiving of the CWCCG website to support closure for the 3rd October 

 

Recommendation  

No recommendation, paper for assurance and information only  

End of Report 

 

 
 



NHS England and NHS Improvement 

Phil Johns 
ICS Executive lead (Designate) 

Danielle Oum 
ICB Chair (Designate) 

Coventry and Warwickshire ICS 

Sent by email 

27 May 2022 

Dear Phil and Danielle 

Coventry and Warwickshire ICS Quarterly System Review Meeting 11 May 2022 

Thank you to you and your colleagues for attending the Quarterly System Review Meeting 
(QSRM) on 11th May 2022, chaired by Dale Bywater, Regional Director. 

The purpose of the meeting was to enable the Midlands Regional Leadership Team to review 
the progress the ICS has made in responding to and addressing the key challenges in relation 
to: operational pressures, Ockenden, finance and workforce as well as your ICS development. 
A summary of our discussion is outlined below, with key actions summarised in Appendix 1.  

I would like to take this opportunity to thank you all for your time in attending the meeting, and 
for your ongoing effort and achievements across the system, at what has been a very 
challenging time. We recognise the number of ongoing interactions between national and 
regional NHSEI colleagues and the system and hope you will continue to work productively 
with us in this way.  

We started the meeting by recognising some excellent work within the system, particularly in 
relation to your ICS transition, improvements in primary care and screening, and a continued 
strong performance in the vaccination roll-out. We also congratulated you on your year-end 
position, in reporting zero 104 weekwaiters (ww). We do not underestimate this achievement 
and are pleased to see your plan to sustain this performance and reduce 78 week waits to 
zero by the end March 2023. We also recognised the ongoing work and prioritisation of Health 
Inequalities, EDI, and staff Health and Well-being across your system. I thanked Danielle for 
your input to the broader NHS Chair community within the region and Glen Burley for his 
contribution to the Elective Recovery Board.  

We also thanked you for the mutual aid that you have provided to other systems to date, as 
part of our Elective Recovery. We went on to clearly emphasise the need for you to continue 
to do this, but at a much larger scale. This must be a priority for the system, without any historic 
or operational barriers (e.g. reporting or financial). In return we gave assurance that your 
contribution would be recognised regionally and nationally without penalisation for any impact 

Julie Grant 
Director of Strategic Transformation, West Midlands 

23 St Stephenson Street 
Birmingham 

B2 4JB 

T:   07876 354253 
E: J.grant10@nhs.net 

W: www.england.nhs.uk and www.improvement.nhs.uk 

Enc P Pack 2 

http://www.england.nhs.uk/
http://www.improvement.nhs.uk/
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this support may have on your local performance. Dale asked that any issues or impediments 
to this be escalated to him directly. 

Regarding ICS transition you updated us on the progress being made regarding appointments, 
governance, the constitution and care collaboratives. You described your next steps; Clinical 
Strategy development, ongoing financial and workforce planning, final NEM recruitment and 
Board development. You assured us that there was minimal risk to being ready for July 22 
and that this view was shared by your local auditors and legal advisors. It was also good to 
hear your vision for the ICS in terms of its ability to do more for the wider community and 
economy, building on the strong partnership work that you have in place. You also thanked 
Roz Lindridge and her team for their pragmatic approach to commissioning in this process. 

We then went on to talk about areas where progress was being made, but that there was need 
for further improvement or assurance, and these areas are summarised below. 

Following this quarterly meeting our assessment is that the system will remain in segment 3 
of the System Oversight Framework whilst further work is done to strengthen recovery / 
improvement plans to address your key challenges and deliver sustainable performance 
against these.  We will review this position again once final plan resubmissions are submitted 
and we have had an opportunity to review your progress. 
 

1. Urgent and Emergency Care 

Overall, we recognised that your UEC performance had been comparatively strong given the 
pressures across the region over the last few months. However, the latest 6 week data was 
indicating a trend of increased ambulance handover delays. You recognised this risk and 
described the actions in place to mitigate, including dialogue with WMAS to optimise 
Intelligence Conveyance within the system (to reduce pressure at UHCW), how GEH are 
working with ECIST to increase SDEC utilisation and an innovative Frailty pilot between 
WMAS and SWFT. We also acknowledged the ongoing work around reduced LOS at UHCW 
and the reduced number of stranded patients / patients not meeting the criteria to reside. This 
has been supported by increased capacity and improved rates of pay for Domiciliary Care in 
Warwickshire. You also informed us you were in discussion with BSOL about the activity / 
income impact of the Solihull UTC closure primarily on SWFT.  

2. Cancer  

Cancer continues to be a risk to the system with challenged performance against the 2-week 
wait and 62-day standards, in particular. We recognise that this is a priority for the system and 
that you have submitted compliant plans for improvement across the year and put in place 
robust monitoring arrangements. You understood the need to work through the impact of 
increased referral rates across tumour sites and each part of the pathway. You felt diagnostic 
capacity, e.g. Endoscopy and MRI, were the greatest areas of risk but were confident in your 
plans to build to sufficient capacity by the end of 2022/23. Urology was also flagged as an 
issue, where you are working across the system to optimise the pathway and access to robotic 
surgery at UHCW. You are currently reviewing capacity and will inform us if you identify a 
shortfall. We recognised that whilst you treat your backlog of patients, overall performance will 
not improve. We would encourage you to access support from the cancer alliance and will 
continue to work with you to support you to find the balance required in terms of Cancer and 
mutual aid work going forward.  
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3. Quality  

You updated us on quality concerns raised around BMI’s The Meriden Hospital (a sub-
contractor treating the C&W population), and that the CQC had not issued a Section 31 as 
improvements were recognised at a recent follow- up visit. You are working closely with them 
to address outstanding concerns and have mitigated against the activity impact in your plans. 

4. Finance 

We thanked you for reaching the agreed year-end position for 2021/22, for the improved plan 
received for 2022/23, and for the way in which you have collaboratively sought longer-term 
Capital solutions. However, we also raised concern that the planned deficit of £37.9 is still too 
high and further work is required to reduce this. Therefore, you committed to continuing to 
review your financial plans with a focus on Covid costs (which looked high in benchmarking 
data), provider efficiencies, and triangulation with the workforce plan. We also recognised the 
challenges within the Capital plan (Year 1), that you need to find solutions to. You agreed to 
continue to work with regional colleagues on these issues, and we all await further updates 
from national colleagues with regard to the financial model for mutual aid (for both Elective 
Recovery income and the capital requirements for the low-security LDA unit) and the ERF.  
Since we met the national CFO letter has been published setting out expectations for revised 
financial plan submissions for 2022/23 and funding for inflationary pressures in your system. 

5. Mental Health, Learning Disabilities and Autism 

We raised concerns that inpatient numbers were still higher than plan, and that workforce 
constraints and lack of admission avoidance alternatives impact on the likelihood of you 
achieving Transforming Care ambitions. You acknowledged our concerns and provided detail 
of the actions that you were putting in place: building a detailed understanding of the inpatient 
cohort within MH beds, building a stronger discharge pathway, and developing innovative 
blended workforce roles. Whilst you have made good progress with CYP discharges we 
remain concerned about your trajectory for adults and you will remain in regional escalation in 
this regard until you have demonstrated sustainable improvement. We commended your 
performance regarding Health Checks and Safe and Well checks for this population.  

We discussed the increasing demand on CYP eating disorders, and the demand and capacity 
and recruitment work ongoing to respond to this. Regional colleagues in MH have reviewed 
your planning submission for Mental Health and have discussed with you a data quality issue 
with the OAPs trajectory that has been submitted as it indicates the ICS will not achieve the 
national zero ambition by year end. Through the MH assurance meeting you have confirmed 
that the ICS do plan to achieve this by the end of Q1 22/23. Due to the data quality issue, with 
the OAPs, you been asked to review the full MH planning submission and resubmit your 
trajectories. Once received Regional MH colleagues will review the resubmission and discuss 
the areas that will be a challenge to achieve by year end with you. We also note ongoing risk 
with regards to performance against IAPT ambitions and encourage you to continue to focus 
on these areas and work with regional colleagues to ensure compliant plans are in place and 
deliver agreed actions.  

6. Maternity and Ockenden 

We asked you about the recent changes from compliant to non-compliant, against Ockenden 
1 recommendations, at SWFT and GE. We were reassured by your response that this was 
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not related to a change in performance, but an approach to ensure the adequate focus and 
leadership in these areas as you strive to improve further and enact your recruitment plan. 
You also confirmed you have paused roll-out of ‘Continuity of Carer’, in line with the 

recommendations, that the necessary QIAs have been undertaken, and plans are clearly 
linked to recruitment and will be reviewed by LMNS. We are asking all systems to recognise 
the importance and scale of the current maternity challenge and provide assurance that the 
right leadership capacity is available. You described strong Exec / SRO engagement and 
support, experienced provider teams, and the development of key supporting roles. You also 
agreed to review through the ICS Board. 

7. Workforce  

We all recognised the progress that is being made with regards to workforce, and commended 
Theresa Nelson and Fiona Rowntree in ensuring workforce issues and solutions are given the 
necessary priority across the system. It was felt the system was making good steady progress 
with an ambitious recruitment plan, demonstrated through an increase in Nursing workforce. 
You also continue to perform strongly on EDI and Health & Well Being. However, we agreed 
that workforce availability remains one of your greatest risks to delivery of the priorities for 
2022/23 and beyond. Issues remain with turnover and retention rates and there is further 
triangulation work required between finance, activity, and workforce plans to ensure they are 
aligned and deliverable, particularly as the financial plan continues to be challenged. We also 
recognised specific challenges around Mental Health recruitment, and how Melanie Coombes 
is aligned to regional group and you agreed to think about how the learning from the new roles 
work can be applied more broadly across the system.  

Overall, we felt this was a positive meeting, balancing a recognition of where you are doing 
well as a system along with an appropriate level of challenge and assurance. The agreed 
actions are captured in Appendix 1 and we look forward to updates against these in due 
course. Thanks again for your time and your ongoing efforts. Please come back to me if you 
require any further support in response to the areas we covered in the meeting.   

 
Yours sincerely 

 

Julie Grant 
Director of Strategic Transformation, West Midlands 
 
Dale Bywater, Regional Director, NHSEI 
Mark Brassington, Director of Performance and Improvement 
Kay Fradley, Director of Strategy and Planning 
Nina Morgan, Regional Chief Nurse 
Steve Morrison, Director of Workforce and Organisational Development, NHSEI 
Nicola Hollins, Director of Finance, NHSEI 
Nigel Sturrock, Regional Medical Director, NHSEI 
Roz Lindridge, Interim Regional Director of Commissioning NHSEI 



 

 
Coventry and Warwickshire ICS QSRM Actions - Appendix 1  

11 May 2022 

REF. AREA ACTION LEAD TIMESCALE STATUS 

1 ICS 
Transition 

To share announcement of new appointments and 
interim arrangements that has been issued with NHSEI 
colleagues including Exec role start dates (between 
June and 01 Sep).  

Phil Johns Immediate Partial re new 
appointments awaiting 
start dates and interim 
cover 

2 ICS 
Transition 

Identify support for coaching / mentoring from NHSEI 
(if needed) for new appointments.  

Phil Johns/ 
Danielle Oum 

Post July 22 Open  

3 Elective 
Recovery 

Clarify if there is sufficient robotic capacity within the 
system to support delivery plans, following review.  

Andy Hardy TBC by AH  Open 

4 Cancer Share updated Breast Screening Trajectory with 
NHSEI colleagues.  

Phil Johns End May 22 Open 

5 ERF 
Funding  

To share any intelligence from National Team with 
regards to ERF Funding model with system and NHSEI 
colleagues. 

Phil Johns / Rob 
Pickup 

As available Open 

6 Mutual Aid To facilitate a conversation for the system with 
appropriate NHSEI colleagues to explore the financial 
incentives available to undertaking Mutual Aid  

Rob Pickup  End May 22 Open 

7 Mutual Aid  To escalate any issues or blocks to at scale delivery of 
Mutual Aid directly to Dale Bywater.   

System 
colleagues 

As required Open 

8 Mutual Aid Communicate the conversation and commitment to at 
scale delivery of mutual aid to Chair Colleagues across 
the system.    

Danielle Oum End May 22  Open 
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9 Capital  Follow-up conversation around system capital-funding 
opportunities for low-secure LDA Unit, due to its 
regional / national impact.  

Adrian Stokes / 
Claire Finn 

TBC Open 

10 Mental 
Health 

Follow-up conversation around emerging Mental 
Health roles.  

Melanie 
Coombes/ Nina 
Morgan 

June 22 Open 

11 Maternity To review leadership and support offer to Maternity 
services.  

ICB Execs Post July 22 Open 

12 Workforce To triangulate finance and workforce plans to ensure 
alignment and deliverability prior to next plan re 
submission.  

Adrian Stokes / 
Theresa Nelson 

20 June 22 Open 
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Outstanding QSRM Actions  

 
Ref Area ACTION LEAD TIMESCALE STATUS 

2020/
21Q3 

Anti-
ligature 

Anti-ligature work –on going discussions 
with national commercial team to 
progress works. 

NHSEI 
Julie Grant and 
ICS 
Mel Coombes 

December In progress 
Independent arbitration with PFI provider and 
ongoing engagement with national colleagues 

Arbitration feedback on fire safety risks 
received (in favour of the Trust) and discussion 
with national team taking place. Will inform 
approach to anti ligature risks going forward 
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CWCCG Clinical Quality and Governance Committee Report for the Main Meeting held on  

30th June 2022 
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Achievements/Decisions Made/Items to Note 

Risk Register  - The Committee reviewed the updated 
System Risk Register noting the mitigations in place and 
are assured that appropriate actions are being taken to 
mitigate the risks and noted the level of residual risk .   

Interim Report on the Safe and Wellbeing Reviews  - 
The Committee received the final report from the Coventry 
& Warwickshire Oversight and Scrutiny panel.  The 
Committee noted the identified themes with concern, and 
welcomed the recommendations. 
  
Safeguarding Assurance report - The Committee noted 
the report specifically the increase in safeguarding activity, 
CWCCG Safeguarding training non-compliance and 
Safeguarding Team capacity issues. The committee was 
assured that proportionate actions to address issues 
identified and mitigate risk are being put in place.  

 
Integrated Provider Quality Report 
The committee noted the following:  
 
CWPT: six concerns on level two of the Quality Assurance 
Framework (QAF); 

• Safeguarding Training 
• Serious Incidents 
• Substantive Nursing Staffing 
• Waiting Times for allocation of Care Co-ordinators  
• Waiting Times 
• Brooklands  

 
UHCW: two concerns on level two of the QAF: 

• Clinic Letters within seven days 
• Trust wide and Emergency Department (ED) 

Sepsis Management 
 
SWFT: one concern on level two of the QAF: 

• Dermatology 
 

There is one system risk at level three: 
• Local Midwifery and Neonatal Services and Ockenden 

review (system risk)  
 
There are two system risks at level two: 

• Clostridium difficile Infections (UHCW, SWFT, 
GEH and system) 

• WMAS Ambulance delays 
After scrutiny the Committee confirmed that it was assured 
of the content of the report and noted the areas identified 
for improvement.   

In-house services Quality report 
The Clinical Assessment and Placement Team have one 
concern on level two and one concern on level three of the 
QAF.  
 
Level three: CHC Team Workforce 
Level two: Broadcare variances causing financial variation 
Children in Crisis (mental health and emotional wellbeing) 
 
Prescription Ordering Direct has no current risks rated at 
Level 2 or above. 

Referral Support Services has no current risks rated at Level 2 
or above.  The Committee scrutinised and was assured of the 
content of the report and noted the areas identified for 
improvement. 

LeDeR Annual Report - The Committee:  
approved the LeDeR Annual Report for publication. 

Infection Prevention control Annual report – The Committee 
noted the contents of the annual report. 

CHC update – the Committee are assured that all data 
presented was correct, timescales are smart and there is a 
robust oversight of the wider CHC Agenda and noted that 
statutory responsibilities are grasped and well managed. 
 
CHC Appeals Policy – The Committee noted and approved  
the policy subject to 1. consideration of language (is the term 
'may' appropriate or should it be 'must or will'. 2. The timeframe 
for the appeal is reduced to 4-6 weeks and 3. A sentence is 
added to invite "please contact us if for some reason the 
appeal cannot be raised in writing". 
 

Communication update – The Committee are assured that 
the communications and engagement team are meeting the 
statutory obligations for patient and public involvement, as set 
out in section 14z2 of the NHS Act 2006, as amended by the 
Health and Social Care Act 2012 and noted the update on the 
work in and how the team have continued to engage with our 
communities. 
 
Coventry and Warwickshire ICB Incident response plan   - 
The Committee received the Plan for assurance that as from 
July 1st 2022 the Coventry & Warwickshire Integrated Care 
Board (ICB) has a robust and fit for purpose Incident 
Response Plan to enable the ICB to respond as a Cat 1 
responder under the Civil Contingencies Act. 
 
Violence Prevention and Reduction Strategy – The 
Committee approved the strategy. 
 
Violence, Aggression, Abuse and Harassment 
Management Policy - This item was stood down as the policy 
was approved in April 2022. 
 
Complaints Annual Report - The Committee are assured  
 that suitable complaint management arrangements are in 
place and that complaints are being used as an opportunity to 
learn and improve. 
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Matters referred to the Governing Body for Approval  
 

 
 

• CHC Appeals Policy  
• LeDeR Annual report 
• Coventry and Warwickshire Incident response plan 

Key Information 
• Committee Chair: Zubair Khan 
• Committee Executive Lead: Rebecca Bartholomew 
• Date of Next Meeting: 26th July 2022  

Matters to be reported to the Governing Body 

• ICB corporate risk register to be a continuous focus of 
the committee 

• Safe and wellbeing report 
• LeDer annual report 
• CH Appeals policy 
• Violence and Aggression strategy 
• Coventry and Warwickshire incident response plan 
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Unconfirmed Minutes of the Governing Body Meeting Held in Public 

On Wednesday, 18 May 2022 at 9.30am, by Microsoft Team 

Dr Sarah Raistrick Chair  
Mr Phil Johns Accountable Officer  
Mr Adrian Stokes  Interim Chief Finance Officer  
Mr Ghulam Vohra  Lay Member  
Mr Zubair Khan Lay Member  
Mr Richard Percival Lay Member – Audit and Governance  
Dr Colette Marshall Secondary Care Specialist 
Dr Jonathan Menon  Practice Member of the Governing Body (Rugby Place) 
Dr Sukhi Dhesi Practice Member of the Governing Body (South Warwickshire 

 Dr Deepika Yadav  Practice Member of the Governing Body (Coventry Place) 
Dr Arshad Khan Practice Member of the Governing Body (Warwickshire North 

Place) 
  
In Attendance:  
Mrs Ali Cartwright Chief Officer, Performance and Delivery 
Ms Jo Galloway  Chief Nurse  
Dr Allison Duggall Coventry Director of Public Health and Wellbeing 
Mr Peter Barnett  Head of Migration and Library Services, Coventry City Council  
Mrs Anita Wilson  Director of Corporate Affairs  
Mrs Carolyn Bennett  Business Support Coordinator (Minutes) 
  
Apologies:  
Mrs Elaine Strachan-Hall Registered Nurse  

 

 
Item 
No: 

 Action 

1. Standing Items: 
 

 

1.1 Welcome and Apologies  

 Dr Raistrick welcomed Governing Body Members and attendees to the Governing 
Body meeting held in Public. Apologies were noted as above.  
 

 

1.2 Confirmation of Quoracy  

 The meeting was confirmed as quorate. 
 

 

1.3 Declarations of Interest  
 Members were reminded of the need to declare their interest in any items 

requiring a decision and to remove themselves from such decision making.  
  

 

   

 

Enc R Pack 2 
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Item 
No: 

 Action 

 
1.4 
 

 
Minutes of the Previous Meeting held on 16 March 2022 
 
The minutes of the meeting held on 16 March 2022 were approved as a true 
record of the meeting. 

   
1.5 Matters Arising/Action Schedule 

 
There were no matters arising nor any outstanding actions.  
 

 
 

1.6 Chair’s Report  
  

Dr Raistrick presented the Chair’s Report and highlighted that this meeting was 
the last CCG public Governing Body meeting. She gave sincere thanks to all the 
Governing Body Members for their hard work and in particular during the COVID-
19 pandemic and the transition work to becoming an ICB.  
 
Governing Body Members:  
 

• NOTED the Chair’s report. 
 

 

1.7 Accountable Officer’s Report  

 Mr Stokes presented the Accountable Officer’s report for Mr Johns who was 
temporarily away from the meeting. He echoed Dr Raistrick’s thanks to all 
Members on behalf of Mr Johns.  
 
Mr Stokes reported that the written paper gave details of the new ICB 
appointments which included 3 new Executive and 4 new Non Executive 
appointments and he noted that they had already started to attend meetings as 
part of their induction to the ICB.   
 
Mr Stokes said that reflecting back during the last 15 months, it had been an 
incredibly challenging time in respect of COVID-19. However, regardless of this it 
was a huge achievement that at the end of March 2022, the CCG was the only 
system in the Midlands that did not have patients waiting over 2 years. There had 
also been a huge amount of work on the inequalities agenda which had grown 
significantly over the last year. Mr Stokes was pleased to say that as part of the 
final handover to the ICB, the CCG at the year end to March 2022 had broke 
even. He said that the support received from the Executives and Non Executives 
had been superb throughout the year.  
 
Governing Body Members:  

• NOTED the Accountable Officer’s Report. 
 
 

 
 
 

2. 
 
2.1  
 
 
 
 
 
 

Assurance and Governance 
 
Audit Report –  meeting held 13 April 2022  
 
Mr Percival presented this report and noted that the following matters had been 
highlighted by the Audit Committee.  

 
• Good progress had been made regarding developing System risk 

management. 
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Item 
No: 

 Action 

 
 
 
 
 
 
 
 
 

• Due diligence for transition was on track. 
• The Audit Committee had endorsed the proposed Standing Financial 

Instructions, f inance policies and procedures for approval by the ICB on 
establishment. 

  
Mr Percival noted the following matters which the Audit Committee had 
recommended the Governing Body approve: 
 

• The new patient Healthcare Travel Costs Scheme (HTCS) Policy; 
 

• Delegation of authority to the Audit Committee to approve the annual 
report and accounts at its next meeting on 8 June 2022. 

 
Mr Stokes added that there was an open invitation to all Governing Body 
members to attend the 8 June 2022 Audit Committee meeting as was standard 
practice. 

 
Governing Body Members: 

• NOTED the contents of the report. 
 

• APPROVED the new patient Healthcare Travel Costs Scheme Policy. 
 

• APPROVED the delegation of authority to the Audit Committee to approve 
the annual report and accounts at its next meeting on 8 June 2022.  

 
 

 
2.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Board Assurance Framework 
 
Mrs Wilson presented the Governing Body Assurance Framework (GBAF) to 
outline the Quarter 4 position with regard to managing risk to the CCG achieving 
its principal objectives. She highlighted that there were 2 risks which were in the 
extreme category (15+) which were:  
 

- GBAF 1 – Urgent and Emergency Care 
- GBAF 8 – Transforming Care  

 
Mr Percival said that the Audit Committee had reviewed the GBAF and were 
satisfied with it. He drew attention to the Elective Care Risk (GBAF 2) which had 
been decreased from 20 to 12. He said that he understood the principle for 
decreasing the risk because the CCG was currently doing well in respect of 
elective care, but that it was still fraught with risk. He said that he was not 
challenging the decision to decrease the risk but asked Members if they were 
comfortable it was no longer an extreme risk.   
 
Mrs Wilson asked Mrs Cartwright as the Risk Owner if she could respond on the 
detail and said understanding and investigating the risk appetite across the range 
of risks would be absolutely front and centre for the ICB going forward.  
 
Mrs Cartwright said that the reason for the decrease was due to the systems and 
processes in place. She explained that although it was acknowledged that there 
were still patients who were waiting a long time, there were none over 104 weeks.  
The systems and processes which had been put in place for delivery of those 104 
week waiters had also been a good plan for the 78 and 52 week waiters which 
were progressing ahead of track.  
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No: 

 Action 

 
 
 
 
 
 
 
 
 
 

 
Dr Raistrick said that the Transforming Care risk had often been discussed at 
Governing Body meetings and she was pleased to see that the risk had been 
articulated slightly differently. Dr Dhesi suggested that Members highlight this risk 
to the ICB for their consideration going forward in terms of them being assured 
with mitigations in place for the risk.  
 
Dr Marshall asked how specialised services being delegated from NHSE/I to ICBs 
would impact on the ICB and was there was a timescale for this.  Mrs Cartwright 
said that there was a work programme taking place with NHSE. She confirmed 
that there was a timetable for the application process and noted that it was not for 
all specialised commissioning as some would remain at regional and national 
level.  
 
Governing Body Members: 

• RECEIVED the Assurance Framework, NOTING the risks, mitigations and 
assurances;  
 

• Were ASSURED that adequate mitigations and assurance sources are in 
place but that they highlighted the Transforming Care risk to the ICB 
for their consideration going forward in terms of being assured of the 
mitigations in place for the risk.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AW 
 
 
 

   
2.3 ICB Constitution – formal approval to NHSE 

 
Mrs Wilson presented NHS Coventry and Warwickshire ICB’s draft Constitution 
and noted that there had been some further guidance which superseded the 
version which Members had received and that she would forward them up-to-date 
document.   
 
Mrs Wilson said that in respect of the drafts submitted by the CCG, NHSE had 
been highly complimentary on their feedback.  
 
The latest guidance had stated that the current CCG Governing Body be asked to 
propose the ICB Constitution to NHSE for approval by 20 May 2022. Mrs Wilson 
explained that the report covered details of the main changes which were in 
respect of recruitment to the Board and Partner Members.  
 
Mrs Wilson thanked Mr Percival for his time spent in reviewing this document and 
the GPs on the Governing Body around the Partner Member recruitment for 
Primary Medical Services Mrs Wilson said therefore that she could assure 
Members that the model template had been kept to in the main and that feedback 
had been gained from Members and from NHSE.  
 
Dr Marshall asked about public engagement and Mrs Wilson said that the 
Constitution did not require public consultation, however, it had been through an 
engagement process via Healthwatch and other groups. It was also currently 
published on the Happy Healthy Lives Healthcare Partnership website and the 
CCG’s website as part of the Governing Body Papers. Mr Percival confirmed it 
was a very succinct Constitution and the team had done a great job on this which 
reflected the work that had been previously done in developing the CCG’s 
Constitution.  
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No: 

 Action 

 
Dr Raistrick suggested that Mrs Wilson send the website link or document to 
Members  today and that if Members have any comments they should go back to 
her today. Otherwise, if no comments were received, then that would be taken as 
endorsement that the Constitution be forwarded to NHSE by 20 May 2022.  Mrs 
Wilson added that there had been further assurance and reassurance at the Due 
Diligence Scrutiny Panel held on 9 May 2022, where internal audit colleagues and 
Brown Jacobson Solicitors reviewed the Constitution. 
 
Dr Raistrick gave thanks to Mrs Wilson, Mr Wilkins and their team for the hard 
work in producing this document which was being used as an exemplar for others.  
 
Governing Body Members: 
  

• ENDORSE the plan set out in 2.6 of the accompanying report for the 
engagement and endorsement of the final draft Constitution; and 
 

• ENDORSE the content of this latest draft of the Constitution to allow it to 
be PROPOSED to NHSE, along with consideration of any 
comments/amendments given to Mrs Wilson by close of play on 18 
May 2022.  
 

2.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Public Health Coventry and Warwickshire Joint Report – Asylum Seekers 
and Refugees   
 
Dr Duggall presented this report to share the latest position regarding asylum 
seeker and refugee populations currently residing in, or due to arrive in Coventry 
and Warwickshire. She reported that the  key healthcare needs for this group 
were: access to good trauma-informed mental healthcare, access to primary care, 
prevention and treatment for communicable diseases.   
 
Dr Marshall asked how the ICS as a large employer could support asylum seekers 
and refugees with training to find work or to be able to utilize the skills they may 
already have.  Dr Duggal replied to say that there was some work to identify those 
people who have a skill set already and work with people who require English 
language skills for the workplace. Dr Duggal said that she would take the issue 
back to the Anchor Institution and the medium and smaller businesses within the 
Marmot partnership. 
 
Dr Menon said that it was important to acknowledge the work that the Coventry 
Refugee and Migrant Centre had undertaken to date which included mental health 
services. He also noted within the report that for the Leadership Board, he could 
not see that primary care was involved and that they were heavily involved in 
providing the services. Dr Duggal agreed that it was very important to consider 
how primary care was linked into this work and  that there was some work to 
consider the representation and that she would take his comment back.  
 
Mr Percival said that he would  like to pick up in the report about key challenges to 
ensure sufficient capacity mental health services and what this would financially 
mean in terms of investment and where that may come from.  Dr Duggal replied to 
say that this was a piece of work that would need to be done alongside population 
health management with Ms Liz Gaulton.   
 
Mr Khan said that Mental Health Awareness Week took place last week and there 
was a growing demand for mental health provision for asylum seeker/refugee 
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Item 
No: 

 Action 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

communities. Issues were cultural and language barriers and he asked how 
people were supported to access the mental health services. Dr Duggal said that 
locally she believed the area to be culturally competent at recognising the issues 
which culturally could be a barrier. She understood that language was more of an 
issue which was being addressed but said that her concern was more about 
capacity within the services.   
 
Dr Dhesi said that she would like to emphasise the fact that the NHS was in a 
workforce crisis and training would need to be considered in order to be able to 
provide this provision for mental health services and also for primary care.  
 
Mr Vohra asked if the funding streams from Government were categorised for 
different types of refugees locally such as Ukrainian, Afghanistan or Syrian.  Mr 
Barnett said the goal for the local system approach should be to look at people 
based on their needs as they present within the community. Mrs Wilson 
suggested that the Executive team could review the recommendations from this 
report and then they could be built into an ICB agenda going forward.  
 
Governing  Body Members: 
 

• NOTED the size of the current and expected Asylum seeker and Refugee 
population in Coventry and Warwickshire and that the Executive Team 
would review the recommendations from this report which could be built 
into an ICB agenda going forward. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AW 

2.5  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Freedom to Speak up Guardian Report 
 
Ms Galloway presented this report to provide an update to Governing Body on 
progress towards implementation and achievement of the Freedom to Speak Up 
(FTSU) ambitions for 2021/2022. The report provided an overview of the 
background to the rationale for the FTSU ambitions, including a summary of the 
progress on the roll out of FTSU guardian and champions within the CCC, the role 
and function of FTSU Guardians; awareness raising activities across the CCG; an 
analysis of the issues raised in year and the next steps for consideration in view of 
the transition to the Integrated Care System (ICS). Ms Galloway confirmed that 
there were 4 Freedom to Speak Up Champions and a small number of issues had 
been raised with them, which came under a theme of workplace culture and 
professionalism. 
 
Dr Dhesi said that she wanted to reiterate that freedom to speak up does not just 
stop with the appointment of these guardians, but as organisations, it was all our 
responsibility to speak up as Ockenden and other events had taught us.  
 
Mr Percival asked if the Governing Body was comfortable that the ICB had 
Freedom to Speak Up on its agenda as a systemic approach to be developed as it 
moved forward. Ms Galloway gave reassurance that the Ockenden Report she 
was presenting at the Shadow ICB later today had the recommendation to have a 
system wide Freedom to Speak Up Guardian. 
 
Governing Body Members: 
 
NOTED the report and considered the following recommendations: 
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• The Executive Team, Managers, Staff, and the Governing Body take 
responsibility to continue to create and embed a culture of FTSU across the 
CCG.  

• The FTSU Guardians and Champion(s) continue to raise awareness and 
respond to requests for support from any member of the CCG workforce and 
primary care. 

• The Executive Team continues to commit to responding positively and 
proactively when issues are raised by the guardian 

• The CCG, as it transitions to the ICB, commits to putting in place robust FTSU 
arrangements. 

• The CCG considers how it can check and challenge FTSU arrangements in the 
services it commissions. 

• Continue to embed a culture of FTSU across the CCG, making speaking up 
business as usual and continue to work in partnership across the health and 
care economy. 

• The CCG to agree a FTSU strategy, including key responsible individual and 
roles as part of the transition to the ICS going forward  

• Ensure the final implementation plan is agreed by CCG 

2.6 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Annual Equality and Diversity Report 
 
Mrs Wilson presented this report which demonstrated how the CCG had had due 
regard to meeting the Public Sector Equality Duty (PSED).  
 
Section 2 of the report detailed the CCG equality objectives for Coventry and 
Warwickshire CCG. Mrs Wilson said that the CCG’s Equality, Diversity and 
Inclusion Network who do great work would continue to operate in the ICB and do 
further outreach into the local communities. The CCG undertook and submitted its 
Workforce Race Equality Standard Return and the results could be found on the 
CCG website. The CCG created a number of actions to further improve its 
performance in the Equality Standard Indicators, the details of which were also 
available on the website and would be carried forward as the CCG moved to the 
ICB. This would include collaborative working alongside our partners through the 
People Board, the People Committee etc. 
 
Mr Vohra said that he had been working with members of the Equality, Diversity 
and Inclusion Network to consider the faith with trips being planned to visit various 
different places of worship. He said that this was very positive because it would 
give staff an opportunity to consider how faith impacts on patients and their 
families. Mr Vohra said that he would be happy to continue working on this with 
the Network.  
 
Mr Khan thanked CCG’s Equality, Diversity and Inclusion Network for the fantastic 
work they do and said that they were an asset to the organisation. 
 
Dr Dhesi asked how the Key Workers Project for autistic young people was being 
advertised and was there any learning from this and sufficient capacity. Mrs 
Wilson said that she would find out this information from her communication and 
engagement colleagues and get back to Dr Dhesi.  

Governing Body Members: 

• NOTED the Annual Equality and Diversity Report for ASSURANCE. 

 

 
 



 

DRAFT Governing Body Public Meeting_Unconfirmed Minutes – 18 May 2022 
8 

 

Item 
No: 

 Action 

3.  
 
3.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strategy and Planning  
 
System Transition to Integrated Care Board 
Mr Johns presented this paper to provide an update on progress towards 
transition to ICS and confirmed that all was largely on track having gone through 
the CCG’s own internal assurance process, assisted by colleagues from Browne 
Jacobson and internal audit. 
 
Mr Percival asked if there were new arrangements for the care collaboratives and  
could the Governing Body be assured that there were appropriate financial and 
non financial governance arrangements in place for these. Mr Johns said that this 
would be part of the process of forming the care collaborative and the ICB would 
not delegate any actual f inancial responsibility through next year because it would 
need to ensure those arrangements were in place prior to that.  
 
Governing Body Members: 
 

• NOTED the progress made to date 
• NOTED that there are no red or amber risks identif ied at this stage 

 

 
 
 
 
 

 
4. 
 
4.1 

 
Quality Report  
 
Reports from Clinical Quality and Governance Committee – 28 April 2022 
 
For the Committee meeting held on 28 April 2022, Mr Khan noted that there were 
three key points which the Committee had been asked to bring to the Governing 
Body’s attention: 
 

• Corporate risk register to be a continuous focus of the committee. 
• Report on progress against Ockenden One Year On. 
• Interim Report on the Safe and Wellbeing Reviews The interim 

report contained a number of points for action and the final report 
was expected June 2022. 

 
There were 14 policies which the Committee had recommended to the Governing 
for their approval and these were:  
 

• Email Usage Policy 
• Information Security Policy 
• Internet Use Policy, Removable Media Policy 
• Lone worker policy 
• Violence and Aggression policy 
• Records Management Policy 
• Confidentiality and Data Protection Policy 
• Personal Health Budgets 
• NHS Continuing Healthcare Policy - Choice and Resource 

Allocation 
• NHS Continuing Healthcare (CHC) Policy 
• Sativex position statement 
• Rebate Policy 
• CiMM document 
• Policy for Non-Medical Prescribing 

 



 

DRAFT Governing Body Public Meeting_Unconfirmed Minutes – 18 May 2022 
9 

 

Item 
No: 

 Action 

 
Governing Body Members: 

• NOTED the Report from the Clinical Quality and Governance 
Report from the meeting held on 28 April 2022 
 

• APPROVED the following policies: 
 

- Email Usage Policy 
- Information Security Policy 
- Internet Use Policy, Removable Media Policy 
- Lone worker policy 
- Violence and Aggression policy 
- Records Management Policy 
- Confidentiality and Data Protection Policy 
- Personal Health Budgets 
- NHS Continuing Healthcare Policy - Choice and Resource 
           Allocation 
- NHS Continuing Healthcare (CHC) Policy 
- Sativex position statement 
- Rebate Policy 
- CiMM document 
- Policy for Non-Medical Prescribing 

 

4.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality Report  
 
Ms Galloway presented this report to provide a summary of the current Nursing 
and Quality Directorate’s key work streams and assure the Governing Body all 
aspects of Quality and Clinical Transformation portfolios are being appropriately 
delivered and overseen. Ms Galloway highlighted the following risks which had 
been added to the Quality Assurance Framework (QAF): 
 

• Clinical Assessment and Placement Team (CAPT) - there was one 
concern at level three relating to workforce and one level two concern 
relating to accuracy and timeliness of reporting from the Broadcare 
database.  

• Meriden Hospital had been at level two following the publication of the 
CQC report which rated the hospital as overall requires improvement.  

• Coventry and Warwickshire Partnership Trust outbreak management has 
been added to the QAF at level 2 (Moderate concern).  

• The Ockenden system risk had been escalated from level 2 to level 3 
(major) concern. Further detail regarding the risks is provided in the 
Ockenden One Year On report to Governing Body. 

 
In respect of Children in Crisis, there were quality challenges related to children in 
crisis (mental health and emotional wellbeing) and a multi-agency workshop to 
develop an updated Urgent and Emergency Care model for this cohort was 
planned for June 2022 and would make recommendations on how to address this. 
 
In terms of safeguarding, Ms Galloway reported that it was positive that the CCG 
had recently been awarded a green weight rating by NHS England for its 
safeguarding assurance as it progressed to an ICB.  
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Dr Yadav asked if there were there any clinical or service-related reasons for the 
increase of the Ockenden risk from level 2 to level 3.  Ms Galloway said that the 
increase in the risk was very much to do with the publication of Ockenden Report 
and the amount of work that would be needed to be undertaken to provide the 
assurance around those new recommendations.  
 
Dr Yadav asked about the Prescription Ordering Direct (POD) and Referral 
Support Services  which were not currently at level 2 and was there enough 
assurance about the future of those services going forwards being able to 
continue to provide the services they currently provide. Ms Galloway said that  
there were no plans currently in respect of these services but that moving to an 
ICB would mean that there was an opportunity to look at what was provided 
internally as an ICB.  
 
Mr Percival asked about annual health checks for learning disabilities which had 
been reported in both the Quality Report and also the Performance Report. Ms 
Galloway said that the CCG had made some significant improvement for the 
annual health checks in the last couple of years. The last data available from 
NHSE was at the end of Q3 where it was the best in the Midlands and 7th and 
highest nationally. In relation to the SMI health checks, the CCG was below its 
trajectory but was incrementally moving towards that as some good progress had 
been made over the over the last few months. Mr Johns said that the CCG may 
well be close to hitting its trajectory, but he was conscious that there were still 
parts of the population not being reached.  
 
Mr Johns suggested that in respect of recruitment for the CAPT team, the CCG 
consider independent capacity from elsewhere in order to ensure the team could 
keep pace with the reviews and the assessments. Mr Johns said that in the 
Quality Report the ambulance handover times did not seem to flag up as he would 
have expected given the pressures in the urgent care system Ms Galloway 
confirmed she would include this in the first Quality Report for the ICB.  
 
Dr Raistrick said that from attending the People with a Learning Disability and 
autistic people (LeDeR) reviews for people with learning disability and autism she 
had seen some very good quality health checks which had been carried out and 
also some not so good reviews. She said the team were very robust in what they 
expect  from  learning disability reviews and going forward these quality 
measures/checks were very important to get right.  
 
Governing Body Members: 
 

• RECEIVED the Quality Report for ASSURANCE.  
  

 
 
 
 

 
 

4.3 Ockenden Report  
 
Ms Galloway presented this report to provide an update to the Governing Body on 
the progress of the LMNS in implementing the initial Ockenden report. The report 
provided a summary of the submission by the LMNS in conjunction with providers, 
George Eliot Hospital (GEH), South Warwickshire NHS Foundation Trust (SWFT) 
and University Hospitals Coventry and Warwickshire (UHCW) to NHSE. The 
report outlined two recommendations for the Governing Body: 
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• The report provided an update on the implementation and progress of the seven 
Immediate and Essential Actions (IEAs) as required by the Ockenden findings.  

 
• The Local Maternity and Neonatal System (LMNS) providers have made 

significant progress on the implementation of Ockenden and the Maternity 
transformation programme. 

 
• There were areas of concern and risk which the LMNS board continued to 

seek assurance on, with key issues and risks to the system being around 
staffing and workforce planning, maternity IT system and auditing ability and 
noncompliance of Saving Babies Lives Care Bundle 2 (SBLCB2) within 
George Eliot NHS Trust and South Warwickshire NHS Foundation Trust. 

 
Dr Menon asked how there could be assurance that cultures within maternity units 
were changing. Ms Galloway said that there were recommendations with the 
Ockenden Report in relation to the role of Boards and creating a culture where 
clinicians had a voice in their organisations. There was also work to empower staff 
to feel able to speak up as well as the voice of individual patients being heard.  
 
Dr Menon also asked about IT systems for patient data being accessible in 
primary care for patients moving across Trusts. Ms Galloway said that she would 
take this point forward with the digital leads to make sure that there was access to 
the records across the whole of the whole pathway.  
 
Mr Johns asked Ms Galloway to explain about how there had been previous 
assurances that the CCG was on track for our Ockenden 1; was there confidence 
in terms of support to mothers that the CCG were failing currently around, 
particularly South Warwickshire and George Eliot Hospital and was what was 
being done equitable and available to all of our population on an equal basis. 
 
Ms Galloway said that what was presented today had been presented to each of 
the Trust Boards, and it reflected the percentage level of compliance of each of 
the Trusts.  There was a definition which had been utilised by NHSE where if the 
CCG had a plan in place it could be scored as green.  In respect of support to 
mothers, Ms Galloway said that Trusts have got plans in place to reach 
compliance and there would be assurance visits from NHSE taking place.  
 
Mr Percival said that it felt concerning that 18 months since the first report there 
were two providers that were around 50% compliant with the immediate and 
essential actions. Ms Galloway said that some of the recommendations were 
outside of the individual organisations ability and solutions would be developed 
regionally.  She said that the CCG had made some significant progress but there 
was more to be made and the LMNS was very focussed on this.  
 
Dr Raistrick summarised the discussion and said that the LMNS Board was 
assured that the local Trusts had made significant headway into the 
implementation, but that Members today did not feel fully assured when reviewing 
the data presented. This was lack of ongoing compliance 18 months down the line 
and that they would want more assurance as to how they were assured there was  
significant progress.  Dr Raistrick suggested the wording of the secondment 
recommendation be amended to say that “the Governing Body asked the LMNS 
to see assurance from providers…”.  
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Mr Johns noted that this report was also being presented to the ICB Board this 
afternoon and he and Ms Galloway would make sure that this was carried forward 
as the CCG moved to an ICB. 
 
Governing Body Members:  
 

1. In line with supporting staff members and the Ockenden Final report, the 
Governing Body should consider implementing system level Freedom to 
Speak Up Guardians. 

 
2. The Governing Body asks the LMNS to seek assurance from providers 

on the impact of a new Digital system on Maternity and its ability to meet 
Ockenden and CNST. 

 
 

5.  
 
5.1 

Finance and Performance  
 
Reports from Finance and Performance Committee 6 April 2022 and 4 May 
2022 
 
For the 6 April 2022 meeting, Mr Khan noted that the key points which the 
Committee had been asked to bring to the Governing Bodies attention were: 

 
• Monitoring of risk on the Corporate Risk Register will be a continued focus 

of the committee. 
• Deep Dive on Cancer Performance  
• CAMHS Performance 
• Financial Budget 2022/23 
• CHC Budget Setting 2022/23 
• Procurement Update 

 
The following items had been recommended by the Committee for Governing 
Body approval:  
 

• Financial Budget 2022/23 
• CHC Budget Setting 2022/23 
 

For the 4 May 2022 meeting Mr Khan noted that the key points which the 
Committee had been asked to bring to the Governing Bodies attention were 
 

• Monitoring of risk on the Corporate Risk Register will be a continued focus 
of the committee. 

• Procurement Update 
 
There were no recommendations made by the Committee for Governing Body 
approval.  
 
Mr Khan commended all staff for their hard work and due diligence under difficult 
circumstances such as the pandemic.  
 
 
Governing Body Members  
 

• NOTED the Reports from Finance and Performance Committee from the 
meetings held on 6 April and 4 May 2022 
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• APPROVED the following  

 
- Financial Budget 2022/23 
- CHC Budget Setting 2022/23 

 
5.2 Finance Report - Month 12 

Mr Stokes presented this report to advise the Governing Body of the draft (i.e. 
unaudited) financial position of the CCG up to 31st March 2022 (Month 12 - 
2021/22).   
 
Mr Stokes said that in terms of year end, the CCG had finished with a £28,000 
surplus and finished the year on target with its cache position, set  by the national 
team. The next process would be to go through the auditing of this with the 
external auditors and no issues had been raised so far.  A deep dive took place 
into the continued healthcare packages of care and prescribing to ensure forecast 
for next year were accurate and there was an opportunity for efficiency.  
 
Moving into 2022/23 as had been discussed a number of times with the Finance 
and Performance Committee and it's still a live process with the national team 
across the whole country. At the end of March 2022, there was a £54 million 
deficit plan across the system and the CCG was given a month to work on a 
number of issues particularly around inflation, efficiency, some changes around 
the COVID rules. This allowed providers to reduce their expenditure plan and also 
look at the ability to recruit. The CCG was able to get the deficit down to £38 
million across the system which was submitted at the end of April 2022. Mr Stokes 
said that national feedback was due for the whole country this afternoon and a 
clear steer then of what was likely to happen next. He said it was likely to involve 
another planning submission within June 2022.  
 
Governing Body Members 
 

• NOTED the pre audit position for Month 12.  
 
 

 

5.3 Performance Report  
Mrs Cartwright presented this report to update the Governing Body on the position 
regarding headline activity information and performance against national targets 
and priority indicators for the CCG.  
 
Mrs Cartwright said that the pressures within the system remained across all of 
the system including primary care and urgent care. The COVID vaccination 
programme was continuing and the CCG was top of the Midlands region for its 
spring boosters and 6th nationally. As mentioned earlier in the meeting Mrs 
Cartwright said it was positive that there we no 104 week waiters and waiting lists 
were continuing to be reduced further.  NHSE had asked the system to provide 
mutual aid to other systems to reduce their 104 week waiters and that was being 
worked on as a system wide group in order to balance the mutual aid 
requirements, but also performance to prioritise cancer patients clinically where 
appropriate as well as electives.  
 
Cancer performance remained a concern and discussion and a deep dive took 
place by the Finance and Performance Committee to consider actions required to 
improve cancer performance.  Mrs Cartwright confirmed the report detailed some 
of those actions.  She said that the reduction seen in two weeks waits was in the 
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main related to head and neck patients and also breast cancer patients. There 
were action plans in place to increase workforce capacity for both of those. 
 
Dr Yadav noted that virtual patient appointments were being offered by the acute 
Trusts. She asked due to the health inequalities and cultural differences in the city 
was there if there was any flexibility around this. Mrs Cartwright confirmed that 
this was being addressed in terms of access through the lens of inequalities and it 
maybe that it needed to be done differently for different communities and groups.  
Governing Body Members: 
 

• NOTED the contents of the report and were ASSURED of the actions to 
improve performance as required. 

 
6. 
 
6.1 
 
 
 
 
 
 

Policies for Approval  
 
Commissioning Policies 
 
Mrs Cartwright presented this report to ask the Governing Body to Approve the 
renewal of commissioning policies as listed below and recommend them for 
Approval and Adoption by the ICB and also to Approve withdrawal of three 
commissioning policies which are no longer required.  
 
The Governing Body is asked to recommend the following policies which are in 
date for Approval and Adoption by the ICB: 
 

• Cataract Surgery 
• Grommets & Myringotomy for Adults 
• Hip Resurfacing 
• Complex and Specialised Obesity Surgery  
• Hallux Valgus (Bunions) 
• Male Circumcision 
• Treatments for Hyperhidrosis (excess sweating) of the palms or axillae 
• Patella Resurfacing 
• Reversal of Sterilisation (Male and Female) 
• Biological and Synthetic Mesh  
• Endoscopic Thoracic Sympathectomy 
• Female Genital Prolapse 
• FES (Functional Electrical Stimulation) 
• Hernia Repair 
• Hip (Primary) Replacement Surgery  
• Knee (Primary) Replacement Surgery  
• Labiaplasty 
• Rhinoplasty/Septorhinoplasty 
• Chronic Fatigue Syndrome and Myalgic Encephalomyelitis 
• Continuous Positive Airways Pressure (CPAP) for Adults 

 
Mrs Cartwright noted that there was an error in the page one of the front page of 
report. She said that the Governing Body was not being asked to recommend the 
Assisted Conception Policy and Cryopreservation Policy because at the last 
Clinical Quality and Governance Policy it was agreed that further work was 
required on these.  
 
The following policies were due to for renewal April 2022. These policies have 
been reviewed against Evidence-Based Intervention (EBI) guidance and have no 
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changes. Members are asked to recommend the following policies for Approval 
and Adoption by the ICB: 

• Adult Snoring Surgery 
• Arthroscopic Shoulder Decompression for Subacromial Pain 
• Arthroscopy of Knee Joint (Diagnostic & Therapeutic) 
• Carpal Tunnel Surgery 
• Chalazia Removal 
• Dilation and Curettage for Menorrhagia 
• Dupuytrens Disease Surgery 
• Ganglion Treatment (Hand/Wrist) 
• Grommets & Myringotomy for Children 
• Hemorrhoidectomy 
• Hysterectomy for Menorrhagia 
• Injections for Non-specific Back Pain without Sciatica 
• Tonsillectomy & Adenotonsillectomy  
• Treatments designed to improve aesthetic appearance 
• Trigger Finger Release Surgery 
• Varicose Vein Interventions 

 
The Governing Body was asked to Approve the withdrawal of the following 3 
policies as they have been assessed as no longer being necessary: 
 
• Gallstone policy - no longer required as clinicians to treat patients in line with 

NICE guidelines as appropriate 
 

• The Ethical Framework - no longer required as relate to CCG and will not be 
adopted by ICB 

 
• Managing Patients through Low Intervention Pathways - no longer required as 

relate to CCG and will not be adopted by ICB 
 

7. Primary Care 
 

 

7.1 Report from Primary Care Commissioning Committee – 11 May 2022 
 
Mr Vohra presented the report from the Primary Care Commissioning  
Committee for the meeting held on 11 May 2022 for Member’s information.  

 

 Governing Body Members: 
 

• NOTED the Primary Care Commissioning Committee report from the 
meeting held on 11 May 2022.  

 

 

8.0 Communications and Engagement Report  
 
Ms Uwins presented this report to provide an overview of communications and 
engagement activity undertaken from March to May 2022.  
 
A public information campaign had been launched to support general practice by 
educating members of the public about what the primary care offer is, the benefits 
of multi-disciplinary team (MDT) working and that they may not always see their 
GP. The team has worked with Healthwatch, to develop a leaflet to support this 
which will be translated into the four most spoken languages in Coventry and 
Warwickshire (Hindi, Polish, Romanian and Urdu).   
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Ms Uwins thanked Members who she said had been hugely supportive of 
communications and engagement agenda.   Mr Vohra thanked Ms Uwins and her 
team for the fantastic work they do. He said that he had been involved in a 
number of these events and the CCG had been engaging those in the community 
who are identif ied as hard to reach.  
 
Governing Body Members: 
 

• NOTED the Communications and Engagement Report 
  

8.2 Report from Shadow Integrated Care System NHS Board 
 
There had been no Shadow Integrated Care System NHS Board meetings since 
the last meeting of the Governing Body to report on. 
 

 

9. Questions from Visitors  
 

 A question was asked about the new health centre had opened at Nicholas Park 
and he asked about GP provision for it.  Mrs Cartwright said that the health centre 
had a GP every day but not the same GP each day. In terms of recruitment, the 
permanent job is out to recruitment now.  
 
The councillor asked if there could be some communication sent out about this to 
confirm that there was a GP 5 days a week. Dr Raistrick confirmed an up-to-date 
press release was being worked on.  
 

 
 

10. Any Other Business  
 
 
 
 

Mr Johns gave thanks to Members of the Governing Body for their continued 
rigour in undertaking their roles through to the transition across to the ICB. Mr 
Johns also thanked Dr Raistrick for her support in her role as chair of the CCG 
and her work in trying to influence the formation and shape of the ICB going 
forward. 
 
Dr Raistrick closed by saying that it had been a privilege for the Governing body 
to all work together for Coventry and Warwickshire in their roles to bring benefit 
and influence. She said that there had been huge amounts of achievement and 
lots to be celebrated and congratulated. There were some significant risks moving 
forwards, but hopefully also a huge opportunity to continue to improve the health 
outcomes for the local population and to meet all the aims and objectives of an 
ICS.  Dr Raistrick wished Ms Oum (Chair of the ICB) and her Board well for the 
future.   
 
The meeting  closed at 11.25 am.  
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Report To and 
Date: 

Coventry and Warwickshire Integrated Care Board – 20th July 2022 

Report Title: 2022/23 Month 3 Coventry and Warwickshire CCG Finance Report 

Report From: Madi Parmar Chief Finance Officer 

Author: Kay Speed-Andrews Deputy Director of Finance 

Previous  
Considerations 
and Engagement: 

N/A 

Purpose: To advise Members of the financial position of the CCG up to 30th June 
(Month 3 - 2022/23) 

 
Contribution to meeting the aims of the ICS: 

Enhancing Productivity and value for money: providing update and assurance regarding 
financial performance. 

Key Points: 
The draft financial position (i.e. unaudited) for the CCG is forecasting breakeven against a 
balanced financial plan.  

 
Following M3 close, CCGs are required to action an allocation adjustment to rephase 
allocation ensuring that ICBs have the correct allocation for reporting M4-12. At month 3 the 
CCG will be rephasing £1,202k to ensure a balanced plan.  This incorporates £1,100k 
surplus, resulting in a change to the CCG allocations and £80k for COVID vaccinations of 
which funding is outside of the envelope.   
 
Individual Packages of Care (IPoC) is showing breakeven across Continuing Healthcare 
(CHC) and Mental Health Non CHC.  However, it should be noted that the use of non-
recurrent reserves have been utilised to achieve a break-even position due to increased 
activity over the last 6 months.  

 
For CHC and prescribing it is imperative that the efficiencies planned start to deliver over the 
course of the year.  Early indications show there is some early slippage which is to be 
expected and can be mitigated but recurrently they need to be delivered to ensure a recurrent 
break-even position.  It is recommended that a paper looking at delivered efficiencies occurs 
early in the ICB reporting timeline. 
 
The 2022/23 financial plan incorporates £1.4m slippage in relation to SDF.  Plans for this 
have not yet been fully developed and will require a system discussion.  
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The system submitted a balanced financial plan on 20th June.  The System was allocated an 
additional £16.8m to meet recurrent cost pressures that have nationally been agreed are 
outside the System’s control.  Furthermore, an additional £6.1m Regional funding was 
allocated to support other in-year pressures non-recurrently. 
 

Recommendation: 

Members are requested to:   
• Note the breakeven position 
• Note the revised plans based on the planning submission 
• Note the risks around Continuing Healthcare and Prescribing 
• Note the submission of a balanced system financial plan 

 
 

Implications 
Conflicts  
of Interest: N/A 

Financial and 
Workforce: 2022/23 Financial Performance 

Performance: Failure to control costs and provide correct audit trails may prevent a 
breakeven position 

Quality and Safety: N/A 

Inclusion:  
The EQIA tool can  
be found in the 
EQIA policy here.] 

Has an equality impact 
assessment been 
undertaken? (Delete as 
appropriate) 

Yes 
(attached or 
hyperlinked) 

 No  N/A  

Patient and Public 
Engagement: 

N/A 
 

Clinical and 
Professional 
Engagement: 

Clinical engagement is imperative to the efficient deployment of NHS 
resources and successful delivery of service redesign 

Risk and 
Assurance: 

A number of risks will need pro-active management throughout the 
year if a break-even position is to be achieved. 

 

https://coventrywarwickshireccg.nhs.uk/wp-content/uploads/2021/04/EQIA-Policy.pdf


 

 
2022/23 Month 3 Finance Report                          
Coventry and Warwickshire Integrated Care Board 20th July 2022 

 

Page 1 of  4                                                               
 

Executive Summary 
 
1.1 The draft f inancial position (i.e. unaudited) for the CCG is forecasting breakeven against a 

balanced financial plan.  
 

1.2 Following M3 close, CCGs are required to action an allocation adjustment to rephase allocation 
ensuring that ICBs have the correct allocation for reporting M4-12. At month 3 the CCG will be 
rephasing £1,202k to ensure a balanced plan.  This incorporates £1,100k surplus, resulting in a 
change to the CCG allocations and £80k for COVID vaccinations of which funding is outside of 
the envelope.   

 
1.3 Individual Packages of Care (IPoC) is showing breakeven across Continuing Healthcare (CHC) 

and Mental Health Non CHC.  However, it should be noted that the use of non-recurrent reserves 
have been utilised to achieve a break-even position due to increased activity over the last 6 
months.  
 

1.4 For CHC and prescribing it is imperative that the efficiencies planned start to deliver over the 
course of the year.  Early indications show there is some early slippage which is to be expected 
and can be mitigated but recurrently they need to be delivered to ensure a recurrent break-even 
position.  It is recommended that a paper looking at delivered efficiencies occurs early in the ICB 
reporting timeline. 

 
1.5 The 2022/23 financial plan incorporates £1.4m slippage in relation to System Development Fund 

(SDF).  Plans for this have not yet been fully developed and will require a system discussion.  
 

1.6 The system submitted a balanced financial plan on 20th June.  The System was allocated an 
additional £16.8m to meet recurrent cost pressures that have nationally been agreed are outside 
the System’s control.  Furthermore, an additional £6.1m Regional funding was allocated to 
support other in-year pressures non-recurrently.  
 

2. Summary Financial Position 
 

2.1. As at month 3 the CCG has set budgets in line with planning guidance which cover the financial 
period month 1-3 2022/23.  These budgets reflect the revised financial plan submission on 20th 
June 2022. 
 

2.2. The 20th June financial plan submission eradicates the ICB break-even plan and a £4.4m surplus 
plan was submitted.   

 
2.3. Revised budgets include Elective Services Recovery Fund (ESRF), updated SDF, additional 

inflation and Regional Non-Recurrent funding.  
 

2.4. The 2022/23 financial plan incorporates £1.4m slippage in relation to SDF.  Plans for this have 
not yet been fully developed and will require a system discussion.   

 
 

Pack 2 
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2.5. The CCG has a balanced plan against its in-year Revenue Resource Limit which will be adjusted 
in line with guidance at month 3, resulting in the opening allocations for the ICB (M4-12) being 
reduced.  

2.6. A forecast position was not required by NHSEI at month 3 therefore all tables and information 
only reflect the YTD position.   

2.7. There is a paucity of data to build the position on which is usual for reporting at this time of year. 
e.g., Prescribing, CHC, Independent Sector activity and Non-Contract Activity.

2.8. There are a range of risks to be managed over the course of the year if the reported position is to 
be achieved.  Notably efficiencies, growth in CHC and Prescribing and acute Independent Sector 
activity. These risks are highlighted in table 3. 

2.9. Allocation and expenditure exclude indicative/conditional SDF which has not yet been issued. 

2.10. The CCG summary financial position, as also reported to NHSE&I, is outlined in table 1 below.  

2.11. Table 1 

CCG Expenditure Analysis Budget Actual Under / 
(Over) spend

£000s £000s £000s

Revenue Resource Limit M1-3 (in year) 456,612

Acute Healthcare 236,711 236,850 (139)
Mental Health & LD 54,953 54,109 844
Community Services 37,544 37,727 (183)
Continuing Healthcare 26,077 27,057 (980)
Primary Care 6,410 6,310 100
Prescribing 37,860 37,617 244
Primary Care Delegated 41,033 41,033 0
Other Programme 10,269 10,234 35

Total Commissioning Services 450,857 450,937 (80)

Running Costs 4,655 4,655 0

Total CCG Net Expenditure 455,512 455,592 (80)

In Year Underspend/(Deficit) 1,100 1,020 (80)

Reimbursed outside of envelope COVID funding - unvalidated 79

Adjusted Underspend / (Deficit) - Position reported by NHSEI 1,100 1,100 (0)

YEAR TO DATE M03
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2.12. COVID expenditure relating to COVID Vaccination of £80k is reimbursed outside of the financial 

envelope and is currently unvalidated as highlighted in table 2.  The manual adjustment is draft 
and therefore subject to review as part of the monthly assurance process.  Once nationally 
approved, final COVID reimbursement allocation adjustments will be issued.  In line with month 3 
reporting guidance the allocations will be adjusted to match YTD expenditure resulting in a 
breakeven position. 

2.13. Table 2 
 

 
 

2.14. All expenditure includes COVID in line with budget agreements and financial plan.  
 

3. Variance Analysis and Risks  
 

3.1 Table 3 details variances and key points in each area as well as identifying any risks.  The table 
is rag rated in terms of variance.    

 
3.2 Table 3 

 

 
 

 

Expenditure Reimbursed 
outside of the Envelope

Funding 
Received

£000s

Funding 
Unvalidated

£000s
Asylum Seekers -                
COVID Vaccination 80                 
Total 0 80

CCG Expenditure
M2 YTD
Variance

£000s
Highlights - Variance Analysis Risks

Acute (139) 
Acute is currently overspending.  Independent Providers are underspent and 
this is partially offset by an increase in SPA Medica.  Initial data for NCA activity 
results in an overspend but includes one off expenditure for IFR of £66k.  

The CCG has continued to see an increase SPA Medica activity since month 9 
2022/23.  Budget setting has been based on month 9 outturn and therefore 
should activity continue at its current levels there will continue to be 
overperformance.  However BMI and Ramsay have show a decline since 
month 9 and is currently offsetting the increase in SPA Medica

Mental Health (inc Non CHC 
MH)    844 

Mental Health is currently on plan as the majority of MH has agreed block 
contracts or agreements in place, with the excpetion of NCAs where there 
remains a paucity of data.  The underspend relates to MH Non CHC as per 
Broadcare Data, but is offset by an overspend in CHC.

Although CHC is showing a balanced position overall, non recurrent funding 
has been utilised to ensure a balanced position.  There is a slow start to our 
efficiency challenge and this needs to be addressed to keep costs under 
control.   

Community (183) The overspend relates to CHC - Long Term Conditions As above

Continuing Care (980) The overspend relates to CHC Broadcare data and CHC Assessment and 
Support As above

Primary Care    100 Underspend due to vacant posts within Medicine Management and GP IT

Prescribing    244 Prescribing is based on one months data.  PPA profiling has not yet been 
issued therefore using last years profile, resulting in an underspend.

Prescribing growth is a risk and this will be monitored along with the efficiency 
challenge.

Primary Care Delegated  0 Delegated is currently on plan

Other Programme Services    115 Underspend is due to vacant posts within POD, Safeguarding and Nursing and 
Quality.  

There is a risk of utilising non recurrent funding to fund recurrent expenditure.  
In order to mitigate this risk the CCG may need to identify additoinal  recurrent 
efficiencies.  

Running Costs  0 Running costs are currently on plan
Total  0 

Key
0 - 30% +/-
30.1 - 50% +/-
50% +/-
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4. Financial Control 
 

4.1 The CCG is complying with the Better Payment Practice code (BPPC) for NHS and Non-NHS 
validated invoices on a cumulative and in-month basis. 
 

4.2 Cash draw down is in line with month 3 maximum cash limit and is within its target for the month 
end closing cash balance. 
 

5. Efficiencies 
 

5.1 Given the paucity of data at month 3 it has been assumed that Prescribing and CHC efficiencies 
are achieving.   
 

6. Recommendation  

Members are asked to: 

• Note the breakeven position 
• Note the revised plans based on the planning submission 
• Note the risks around Continuing Healthcare and Prescribing 
• Note the submission of a balanced system financial plan. 

 

 

End of Report 
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