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Agenda

Meeting title: NHS Shropshire, Telford and Wrekin Integrated Care Board

Date: Wednesday 26 November 2025

Time: 14:00 — 16:30

Location: Council Chambers, Guildhall, Frankwell Quay, Shrewsbury, SY3 8HQ

Chair: lan Green OBE, Chair, NHS Shropshire, Telford and Wrekin & NHS Staffordshire,
Stoke on Trent,

Secretary: Board Secretary

Welcome and Opening Remarks
Duration: approximately 10 minutes, 2.00pm - 2.10pm

ICB 25-11.228 — Welcome and Apologies — For Information - Verbal
Presenter: lan Green OBE

ICB 25-11.229 — Declarations of Interest — For Assurance - Verbal
Presenter: lan Green OBE

Register of Board member's interests can be found at:
Reaqister of Interests - NHS Shropshire Telford and Wrekin

ICB 25-11.230 — Minutes of the previous meetings held on Wednesday 25 September
2025—- For Approval - Enclosure
Presenter: lan Green OBE

ICB 25-11.231- Matters arising and action list from previous meetings — For Approval —
Enclosure
Presenter: lan Green OBE

ICB 25-11.232- Questions from Members of the Public — For Information - Verbal
Presenter: lan Green OBE

Guidelines on submitting questions can be found at: Submitting Public Questions - NHS
Shropshire Telford and Wrekin

Resident’s Experience

ICB 25-11.233 — Resident’s Experience —Engaging Families — For Discussion —
Presentation

Executive Lead: Vanessa Whatley

Presenter: Sherilyn Ndhlovu
Duration: approximately 15 minutes, 2.10pm — 2.25pm

Strategic System Oversight

ICB 25-11.234 — Chair’'s Report — For Noting - Enclosure
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Presenter: lan Green OBE
Duration: approximately 5 minutes, 2.25pm- 2.30pm

ICB 25-11.235 — Chief Executive Officer (CEO) Report — For Noting and Approval -
Enclosure

Presenter: Simon Whitehouse

Duration: approximately 5 minutes, 2.30pm- 2.35pm

ICB 25-11.236 — Risk Management Report — For Assurance — Enclosure
Presenter: Simon Whitehouse
Duration: approximately 5 minutes, 2.35pm — 2.40pm

ICB 25-11.237- Short and Medium-Term Planning — For Assurance — Enclosure
Presenters: Julie Garside and Claire Skidmore
Duration: approximately 10 minutes, 2.40pm -2.50pm

ICB 25-11.238 —System EDI Update — For Noting - Enclosure
Presenter: Vanessa Whatley
Duration: approximately 5 minutes, 2.50pm- 2.55pm

ICB 25-11.239 — GP Patient Survey — For Noting and Approval - Enclosure
Presenter: Lorna Clarson
Duration: approximately 10 minutes, 2.55pm-3.05pm

ICB 25.11.240 — GP Out of Hours Update — For Approval — Enclosure
Presenter: Lorna Clarson
Duration: approximately 5 minutes, 3.05pm-3.10pm

Break
Duration: approximately 10 minutes,

System Integration

ICB 25-11.241 — Shropshire Integrated Place Partnership Committee Chair’s Report- For
Assurance and Discussion — Enclosure

Presenter: Tanya Miles

Duration: approximately 5 minutes, 3.10pm — 3.15pm

ICB 25-11.242 — Telford and Wrekin Integrated Place Partnership Committee Chairs
Report — For Assurance — Enclosure

Presenter: David Sidaway

Duration: approximately 5 minutes, 3.15pm-3.20pm

System Governance and Performance
ICB 25-11.243 - Integrated Performance Report- For Assurance and Discussion —

Enclosure Presenter: Clare Skidmore
Duration: approximately 10 minutes, 3.20pm-3.30pm
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ICB 25-11.244 — Maternity and Neonatal Annual Position Statement— For Discussion and
Assurance - Enclosure

Presenter: Vanessa Whatley

Duration: approximately 5 minutes, 3.30pm-3.35pm

ICB 25-11.245 — Governance Handbook Policies (Conflicts of Interest / Petitions Policy) —
For Approval - Enclosure

Presenter: Alison Smith

Duration: approximately 5 minutes, 3.35pm- 3.40pm

Board Committee Reports
Duration: approximately 25 minutes, 3.40pm — 4.05pm

ICB 25-11.246 — System Finance Committee Chair’'s Report— For Noting— Enclosure
Presenter: David Bennett

ICB 25-11.247 — System Quality and Performance Committee Chair’'s Report — For
Noting— Enclosure
Presenter: Cheryl Etches

ICB 25-11.248 — Strategic Commissioning and Productivity Committee Chair's Report —
For Noting and Approval — Enclosure
Presenter: lan Green OBE

ICB 25-11.249 — System Transformation and Digital Group Chair’'s Report — For Noting -
Enclosure
Presenter: Andrew Morgan

ICB 25-11.250 — Audit Committee Chair’'s Report — For Assurance — Enclosure
Presenter: Roger Dunshea

ICB 25-11.251 — System Strategy and Prevention Committee Chair's Report — For Noting
- Enclosure
Presenter: Cathy Purt

ICB 25-11.252- System People, Culture and Inclusion Committee Chair’'s Report — For
Assurance — Enclosure

Presenter: Stacey Keegan

ICB 25-11.253 — Remuneration Committee Chair's Report — For Noting and Approval —
Enclosure

Presenter: Trevor McMillan

ICB 25-11.254 — Transition Committee — For Noting and Assurance — Enclosure
Presenter: lan Green OBE

Meeting Review

ICB 25-11.255 — Review and reflection of new or amended risks following discussions at
Board meeting — For Assurance - Verbal
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Presenter: lan Green OBE
Duration: approximately 5 minutes, 4.05pm- 4.10pm

Any Other Business

ICB 25-11.256 — Any Other Business notified in Advance — For Discussion - Verbal
Presenter: lan Green OBE
Duration: approximately 5 minutes, 4.10pm — 4.15pm

Next Meeting Details

Date: Wednesday 28" January 2025

Time: 14:00

Location: Meeting Room 1, Wellington Civic Offices, Larkin Way, Tan Bank, Wellington,
TF1 1LX

NHS Shropshire, Telford and Wrekin Board RESOLVED that representatives of the press
and other members of the public be excluded from the remainder of the meeting having
regard to the confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest (section 1(2) Public Bodies (Admission to Meetings) Act
1960.)

: =
=t
Mr lan Green OBE Mr Simon Whitehouse
Chair Chief Executive Officer
NHS Shropshire, Telford and Wrekin NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent NHS Staffordshire and Stoke-on-Trent
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NHS Shropshire, Telford and Wrekin
Integrated Care Board Meeting — Part 1

Wednesday, 25 September 2025 at 2.00pm
Room 1, Wellington Civic Offices, Larkin Way, Wellington, Telford, TF1 1LX

Present:
lan Green OBE

Simon Whitehouse
Claire Skidmore

Cheryl Etches OBE
Vanessa Whatley
lan Bett

Joanne Williams

Dr. Lorna Clarson
Dr. lan Chan
David Sidaway
Stacey Keegan

Trevor McMillan OBE
Dr Deborah Shepherd
Roger Dunshea

In Attendance:

Nigel Lee

Cathy Purt

Cathy Riley
Jackie Jeffrey

Rachel Robinson
Jan Suckling

Dr. Jessica Harvey
Andrew Morgan

Lynn Cawley
Tracey Jones

Chair, NHS Shropshire, Telford and Wrekin (STW)
(Meeting Chair)

Chief Executive Officer, NHS STW

Deputy Chief Executive Officer and Chief Finance Officer,
NHS STW

Non-Executive Director, NHS STW

Chief Nursing Officer, NHS STW

Chief Delivery Officer, NHS STW

Chief Executive Officer, The Shrewsbury and Telford
Hospital NHS Trust and Shropshire Community Health
NHS Trust

Chief Medical Officer, NHS STW

GP Partner member

Chief Executive Officer, Telford and Wrekin Council
Chief Executive Officer, The Robert Jones & Agnes Hunt
Orthopaedic Hospital NHS Foundation Trust
Non-Executive Director, NHS STW (Virtually)

GP Partner member

Non-Executive Director, NHS STW

Chief Strategy Officer, NHS STW

Non-Executive Director, Shropshire Community Health
NHS Trust

Shropshire Community Health NHS Trust

Vice Chair, Telford and Wrekin Voluntary and Community
Sector Assembly

Executive Director of Health, Wellbeing and Prevention
Shropshire Council

Lead Engagement Officer, Healthwatch Telford and
Wrekin

Joint Chair of GP Board

Chair in Common, Shropshire Community Health NHS
Trust and Shrewsbury & Telford Hospital NHS Trust
Chief Officer, Healthwatch Shropshire

Head of Health Inequalities, NHS STW

ﬁ
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Gareth Wright

Naomi Roche

Diane Breeze

Asia Nurgat
Angela Szabo
Angie Porter

Apologies:
Dave Bennett
Dr Niti Pall
Neil Carr

Harry Turner

Helen Onions
Alison Smith

Claire Colcombe
Clir Heather Kidd

Pauline Gibson

Richard Nuttall

Deputy Director of Ops - Urgent & Emergency Care /
EPRR, NHS STW

Healthy Population Lead, Public Health & STW Women’s
Health Hub Lead Shropshire Council & NHS Shropshire
Telford & Wrekin (Attended for Resident Story)
Community Wellbeing Outreach Officer Partnerships,
Community Led Support & Engagement Public Health,
Shropshire Council (Attended for Resident Story)
Member of the Public (Attended for Resident Story)
Director of Finance, NHS STW

Governance Manager, NHS STW (Meeting Secretary)

Associate Non-Executive Director, NHS STW
Non-Executive Director, NHS STW

Chief Executive Officer, Midlands Partnership University
NHS Foundation Trust

Chair, The Robert Jones and Agnes Hunt Orthopaedic
Hospital

Director of Public Health, Telfor and Wrekin Council
Chief Business Officer, NHS STW

Board Secretary, NHS STW

Leader and Councillor, Shropshire Council
Non-Executive Director, Midlands Partnership University
NHS Foundation Trust

Joint Chair, Telford and Wrekin Voluntary and Community
Sector Assembly

Minute No. ICB-25-09.195 — Welcome & Apologies

195.1 lan Green OBE, Chair opened the meeting and noted the apologies above.

Minute No. ICB-25-09.196 — Members’ Declarations of Interests

196.1 Members had previously declared their interests, which were listed on the
ICB’s Register of Interests and available to view on the website at:

Reqister of Interests - NHS Shropshire, Telford and Wrekin

(shropshiretelfordandwrekin.nhs.uk)

196.2 Members were asked to confirm any new interests that needed declaring or
any existing conflicts of interest that they had relating specifically to the
agenda items. There were no further conflicts of interest declared.

Minute No. ICB-25-09.197 — Minutes of the previous meetings held on

Wednesday 25 June 2025 and 30 July 2025

197.1 lan Green OBE presented the minutes from the previous NHS STW Integrated
Care Board meetings held on the 20" and 25™ June 2025 for approval. No

issues were raised.
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RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
APPROVED the minutes of the previous meetings held on 20™ and
25" June 2025.

Minute No. ICB 25-09.198— Matters arising and action list from previous
meetings

198.1 NHS STW Integrated Care Board was asked to note the updates on the action
list. The Board discussed the progress of actions arising from previous
meetings. The updates have been captured on the action list.

RESOLVE: The NHS Shropshire Telford and Wrekin Integrated Care Board
NOTED the updates to the action list.

Minute No. ICB 25-09.199— Questions from Members of the Public

199.1 The Chair noted that 14 questions had been received from members of the
public and would be answered in line with NHS STW policy. NHS STW
Integrated Care Board was asked to note the questions received.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
NOTED that 14 questions had been received from the members of the
public.

Minute No. ICB 25-09.200 — Resident’s Experience — Women’s Health Hub

200.1 Nigel Lee, Chief Strategy Officer at NHS STW, introduced a presentation on
local work around Women’s Health Hubs, highlighting a collaborative initiative
in Craven Arms to address health inequalities among Asian women. Naomi
Roche (Healthy Population Lead, Public Health & STW Women’s Health Hub
Lead Shropshire Council & NHS STW), Diane Breeze (Community Wellbeing
Outreach Officer Partnerships, Community Led Support & Engagement Public
Health, Shropshire Council), and Asia Nurgat (Resident) shared how engaging
the community led to a successful menopause information session, delivered
by a female presenter with materials translated into Urdu. Asia emphasised the
session’s positive impact, and it was confirmed that a follow-up session is
scheduled for 2nd October 2025, with further sessions planned to explore
additional women'’s health topics.

200.2 lan Green OBE, thanked Naomi, Diane and Asia for attending the meeting and
sharing their experiences.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
NOTED the contents of the report.
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Minute No. ICB 25-09.201 — System Winter Plan and Board Assurance

Statements

201.1

Joanne Williams, Chief Executive Officer of The Shrewsbury and Telford
Hospital NHS Trust and Shropshire Community Health NHS Trust, introduced
the System Winter Plan and Board Assurance statements, followed by a
detailed report from lan Bett, Chief Delivery Officer, NHS STW and Gareth
Wright, Deputy Director of Ops - Urgent & Emergency Care / EPRR, NHS
STW. The plan, shaped by previous years’ learning, emphasises the role of
general practice and system partners, alongside seasonal vaccination
campaigns to ensure high uptake. Key developments include a new GP Out
of Hours Service, a Multidisciplinary Team at emergency department
entrances, increased medical oversight for urgent community response,
extended Care Transfer Hub hours, and an enhanced discharge medicines
service—all underpinned by a home-first ethos. The need for focused
planning around the festive period and sustained efforts into the new year was
also highlighted, with close oversight required over the coming months.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:

e NOTED the progress of the system UEC improvement
programme and delivery of the operational plan.

e APPROVED the system winter plan to mitigate additional
seasonal pressure and safely maintain quality of care.

e AGREED the submission of the Winter Board Assurance
Statement to NHSE no later than 30t September, subject to
finalisation by the Chair and CEO.

Minute No. ICB 25-09.202 — Chair’s Report

202.1

202.2

202.3

202.4

lan Green OBE presented the Chair’'s Report.

Joanne Williams has recently been appointment as Chief Executive in common
of the Shrewsbury and Telford Hospital NHS Trust and Shropshire Community
Health NHS Trust. Both boards met in common yesterday and formally signed
off working as a group, but they will remain 2 statutory organisations. Shared
leadership and governance should lead to more joined up working.

Dr Deborah Shepherd will be resigning her role as GP Partner, and the
November meeting will therefore be Dr Shepherds last public meeting. lan
thanked Dr Shepherd on behalf of the Board for her clinical leadership.

lan Green OBE acknowledged the amount of change throughout the system
and within NHS STW Integrated Care Board. lan shared that he has now been
confirmed as the Chair of NHS Shropshire, Telford and Wrekin (STW) and NHS
Staffordshire, Stoke on Trent (SSOT) ICB cluster. An announcement is
expected imminently in relation to the Chief Executive Officer post across the
cluster. There will then be a process around how the cluster is governed, it is
expected that changes will happen at pace. The Board will be kept informed
as this progresses.
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RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
NOTED the contents of the report.

Minute No. ICB 25-09.203 — Chief Executive Officer (CEO) Report

203.1 Simon Whitehouse, Chief Executive Officer of NHS Shropshire, Telford and
Wrekin presented the CEO report, which pulls together some national
publications and local context.

203.2 Dr Claire Fuller, Co-National Medical Director of Primary Care for NHS England
visited, which was an opportunity to showcase local work across primary care.
The visit went well and was very positive.

203.3 Simon Whitehouse shared that there had been a positive step in removal of
legal directions. The ICB was put in undertakings in May 2024. NHS STW has
focussed on improvements since that time and has received a letter confirming
the removal. This position was reinforced via the annual assessment letter.

203.4 1t was highlighted that there are no care homes rated inadequate across STW,
this reflects partnership working across the system. Similarly, Shropshire
County Council were rated as outstanding following a recent Ofsted report.

203.5 Simon Whitehouse shared that Andy Begley, Chief Executive, Shropshire
Council is leaving the council. Simon thanked Andy for his leadership,
partnership working and individual support, wishing him well for the future.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
NOTED the contents of the report.

Minute No. ICB 25-09.204 — System Board Assurance Framework and System
Operational Risk Reqgister (SBAF & SORR)

204.1 Simon Whitehouse presented the SBAF and SORR. Changes within the
SBAF and SORR are highlighted within the paper. During discussion
assurance was given that risks were being managed appropriately.
Appreciation was expressed for the progress made in risk assurance, crediting
the committees and their continued efforts.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:

e NOTED the report and accompanying appendices.

e REVIEWED the populated System Board Assurance
Framework (SBAF) to affirm that sufficient levels of controls
and assurances are in place in relation to the organisation’s
strategic risks, and the risks to the system’s strategic
objectives, are being properly managed.

e REVIEWED the current risks from both Strategic Operational
Risk Registers (SORRs) that score above 15 for severity and
likelihood and considered:

o If there are any additional assurances are necessary; and
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o if any additional risks or amendments to risks are required
following discussions in this Board meeting or in other
forums i.e. recent committee or group meetings.

e Be Assured that the SBAF and SORR provide oversight of the
strategic risks to the system meeting the strategic objectives.

Minute No. ICB 25-09.205 — Healthy Ageing Strategy

205.1

Vanessa Whatley presented the Healthy Ageing Strategy for approval. The
strategy has been endorsed by Shropshire Integrated Place Partnership
(SHIPP) and Telford and Wrekin Integrated Place Partnership (TWIPP) and
both Health and Wellbeing Boards. Extensive consultation has been
undertaken, resulting in 1000 pieces of feedback, which have helped to develop
the strategy. It was felt that the monitoring of the impact of the strategy was
key, and it was outlined that there is already a steering group and reporting to
the Neighbourhood Implementation Group in place.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:

e NOTED the report.
e APPROVED the Healthy Ageing Strategy 2025-2026.

Minute No. ICB 25-09.206 — Neighbourhood Implementation Programme

206.1

206.2

Nigel Lee presented the Neighbourhood Implementation Programme report.
The Neighbourhood Implementation Programme is a national initiative aligned
with the 10-year plan to enhance neighbourhood health and wrap support
around residents, using a maturity self-assessment matrix to set the context
and priorities. Shropshire Council area has been selected as part of the first
wave of a national programme around this.

The national programme’s scope includes 43 priority areas, focussing on
prevention technology and effectiveness. Whilst general practices do not have
a high profile within the document, it was confirmed that neighbourhood working
is already active and evolving within general practice via Primary Care
Networks (PCNs). This is a collaborative programme with 18-20 partners
involved.  Neighbourhoods are built around PCNs and local authority
boundaries. The shift from acute to community shift fromt eh 10 Year Plan is
key, and it was confirmed that this is being discussed in NHS STW committee
meetings. Updates will be provided to Board as this progresses.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:

NOTED the contents of the implementation update report.

Minute No. ICB 25-09.207 — Update on Quality Oversight of Primary Care

207.1

Vanessa Whatley presented a report in response to the Board’s request for
greater clarity on Primary Care quality oversight. The report outlines the breadth
of quality assurance activity, including partnerships with the Primary Care
Quality Team and practices. Multiple dashboards are used to monitor quality.
There is a focus on combining qualitative and quantitative data. CQC
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inspections show no GP surgeries or trusts rated as “Inadequate,” reflecting
strong progress. For those practices rated “Requires Improvement” appropriate
action has been taken. CQC remains active, and collaboration continues to
ensure openness across practices and health establishments.

Action: Vanessa Whatley to update Cheryl Etches in relation to the 2 GP Practices
within the area who were rated as requiring improvement.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e Were ASSURED by the progress of the primary care quality
assurance.

Minute No. ICB 25-09.208 — Infrastructure Strateqy

208.1 Claire Skidmore introduced Angela Szabo, Director of Finance, NHS STW who
presented the report around the Infrastructure Strategy. Given the evolving
landscape, it was felt timely to bring the strategy to the Board, though it may
need revisiting, as responsibilities shift. While systems are required to have an
infrastructure strategy, there is no obligation to publish it; however, the intention
is to remain transparent. The strategy aligns with the expenditure programme
and has been co-written with NHS Property Services and with engagement
from system partners. It complements the Primary Care Strategy and has
passed through relevant governance processes. It also supports progress
against NHS Oversight Framework (NOF) 4 criteria as part of system
improvement.

208.2 The strategy follows the NHS England recommended structure and
incorporates feedback from estate leads. It is aligned with provider and local
authority plans, the 10-year capital plan, green workforce, and digital priorities.
Reporting will be through the Strategy and Prevention Committee to the Board.
Key areas include clinical estate optimisation, infrastructure risk, and
maintenance, which are subject to capital funding.

208.3 Some concerns were raised about the inclusion of potentially commercially
sensitive information from GP practices in public-facing documents and it was
suggested that this information may need to be presented differently.

Action: Angela Szabo to ensure commercially sensitive information around GP
Practice estate is presented differently within the Infrastructure Strategy, prior to it
being formally published on NHS STW website.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e APPROVED the Infrastructure Strategy.
e AGREED for the publication on the NHS Shropshire, Telford and
Wrekin website, subject to the changes highlighted above.

Minute No. ICB 25-09.209 — 2025/2028 System Green Plan

209.1 Tracey Jones, Head of Health Inequalities (NHS STW) shared the System
Green Plan. It was confirmed that the Green Plan has been socialised and
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agreed over previous months. There is a statutory duty to share the Green Plan.
It was highlighted that the plan is continually being developed and aligns with
guidance. The plan has been developed in partnership with our local authorities
around air pollution, travel and transport. It was noted that there has been
updated guidance, with a focus on sustainable clinical transformation. It was
felt to be important that the plan is embedded in how we do business across the
system.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
APPROVED the Shropshire, Telford and Wrekin ICB Green Plan
2025-2026.

Minute No. ICB 25-09.210 —Shropshire Integrated Place Partnership Committee
Chairs Report (SHIPP) (including Annual Report)

210.1 Rachel Robinson highlighted that a significant amount of activity around place-
based working is taking place. There has been funding received around
prevention, which will allow some intervention work. 20 bids have been received
for this funding. Capacity needs to be built to support neighbourhood working
for the voluntary sector, children and young person’s mental health and frailty.
There has also been some funding from Energise for place-based work around
exercise. Work needs to be aligned to ensure maximum benefit, so focus will
be on planning.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the briefing report.
e APPROVED the updated committee terms of reference.

Minute No. ICB 25-09.211 —Telford and Wrekin Integrated Place Partnership
(TWIPP) Committee Chair’s Report

211.1 David Sidaway noted that the TWIPP meeting was cancelled in July 2025, due
to a Care Quality Commission (CQC) inspection. The outcome of the inspection
was strong. Board was asked to note the recommendations regarding
neighbourhood health. David Sidaway shared his disappointment that Telford
and Wrekin were not selected for the first wave of the national programme. It
was confirmed that the council had secured some prevention funding.

211.2 lan Green OBE recognised that there may be some concern around placed
based working, given the ICBs move to a cluster. He re-emphasised the
commitment to placed based working.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
NOTED the contents of the report.

Minute No. ICB 25-09.212 — Inteqrated Performance Report

212.1 Claire Skidmore presented the Integrated Performance Report. Sustained
improvements in urgent and emergency care (UEC) were noted despite ongoing
challenges, and significant progress in elective care waiting times. Dental
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activity remains below target, with recovery plans in place. Workforce efforts are
extensive and improving, with reductions in agency staff and positive
developments at the Shrewsbury and Telford Hospital NHS Trust. Financially,
the system is on plan, with efficiencies achieved and risk reviews conducted to
prevent future issues. Capital spend is behind but not concerning, with
investment sought for key programmes. The Shrewsbury and Telford Hospital
NHS Trust’s strong performance in referral to treatment targets and cancer care
was highlighted, as they are now among the top nationally.

212.2 The Board acknowledged the progress made and the need to maintain
momentum.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
Were ASSURED around the progress being made locally.

Minute No. ICB-25-09.213 — NHS STW Recovery Support Programme ( RSP)
Transition

2.13.1 Simon Whitehouse shared the RSP transition report. It was outlined that in July
2021, the system was placed in segment 4 of NHS England oversight and
entered the Recovery Support Programme (RSP), focusing on finance,
workforce, governance, leadership, and urgent and emergency care (UEC).
Significant progress has been made, including refreshed governance and
leadership, with NHS England now supportive of transitioning out of the highest
level of oversight.

2.13.2 A clear transition plan is in place, although challenges remain in relation to UEC.
The ICB has not requested RSP support this year, with focus now on the
Shrewsbury and Telford Hospital NHS Trust.

2.13.3 While reduced oversight is positive, concerns were raised about resource
capacity and maintaining momentum. The importance of linking infrastructure
planning with wider system capacity was also noted. The Board recognised the
work done, including staff engagement and leadership development, and
reaffirmed commitment to continued improvement. It was also made explicit that
this is a stepping stone to support SaTH to exit from RSP and that system
partners remain committed to support that clear intention.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
were ASSURED and SUPPORTED the request to submit a proposal
to NHSE requesting formal exit from the Recovery Support
Programme.

Minute No. ICB 25-09.214 — LeDeR Annual Report 2024/25 including Learning
Disability Mortality Review Annual Report

214.1 Vanessa Whatley presented the Learning from Lives and Deaths (LeDeR)
report for approval prior to submission to NHS England. There have been
increasing numbers of submissions, which is vital for informing quality
improvement. The median age of death was 59, slightly below the national
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average of 62. Key themes include aspirational pneumonia, linked to care
failures, particularly in residential and social care settings. Actions have been
taken to include collaboration with Primary Care to improve annual health
checks for those aged 14+, achieving over 80% coverage. The upcoming
requirement for reasonable adjustment flags on records by December 2025 was
noted and it was confirmed that NHS STW has adopted the national Oliver
McGowan training.

214.2 Concerns were raised around the numbers relating to aspirational pneumonia,
and it was suggested a future action was agreed to explore system-wide
responses to this issue.

Action: Vanessa Whatley to explore a system-wide response to the issue around
aspirational pneumonia for individuals who live with a learning disability and/or autism
and bring an update to a future Board meeting.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
APPROVED the LeDeR annual report for 2024-25 for submission to
NHS England and publication on the Shropshire, Telford and
Wrekin ICB website.

Minute No. ICB 25-09.215 — Conflicts of Interest Policy

215.1 This item was deferred until the November Board Meeting.

Minute No. ICB 25-09.216 — System Quality and Performance Committee Chair’s
Report

216.1 The System Quality and Performance Report was taken as read. The Board
were also asked to approve the committee Terms of Reference and Annual
Report.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the contents of the report
e APPROVED the updated committee terms of reference
e NOTED the committee annual report

Minute No. ICB 25-09.217 — System Finance Committee

217.1 The System Finance Committee Report was taken as read. The Board were
also asked to approve the committee Terms of Reference.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the content of this paper.
e APPROVED the updated committee terms of reference as
endorsed by the Finance Committee.

Minute No. ICB 25-09.218 — System People, Culture and Inclusion Committee

g
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218.1 The System People, Culture and Inclusion Committee Report, was taken as
read. The Board were also asked to approve the committee Terms of
Reference.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the contents of the report
e APPROVED the updated committee terms of reference

Minute No. ICB 25-09.219 — Remuneration Committee

219.1 The Remuneration Committee Report was taken as read. The Board were also
asked to approve the committee Terms of Reference.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
e NOTED that the 30" June 2025 meeting was not quorate.

e NOTED the decisions that were made at the meeting on the 14t
August 2025.
e APPROVED the updated committee terms of reference.

Minute No. ICB 25-09.220 — Audit Committee

220.1 The Audit Committee Report was taken as read. The Board were also asked to
approve the updated committee Terms of Reference and note the content of the
Audit Committee Annual Report and the Freedom to Speak Up Annual Report.
It was confirmed that Cheryl Etches OBE, had agreed to be the Non-Executive
Director Lead for Freedom to Speak Up.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the contents of the report

NOTED the Freedom to Speak Up Annual Report

NOTED the Committee Annual Report

APPROVED the updated committee terms of reference

Minute No. ICB-25-09.221 — Strategic Commissioning and Productivity
Committee

221.1 The Strategic Commissioning and Productivity Committee Report was taken as
read.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
NOTED the report presented, to include the committee terms of
reference, the content of the Emergency Preparedness Resilience
and Response (EPRR) Annual Report and the content of the EPRR
and Business Continuity Policy.

Minute No. ICB-25-09.222- Transition Committee

222.1 The Transition Committee Report was taken as read.
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RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:

e NOTED the Transition Committee is being held on a fortnightly
basis providing oversight on behalf of the Board a programme of
work between NHS STW and NHS SSoT regarding the NHS Reset
Programme.

Minute No. ICB-25-09.223 — System Transformation and Digital Group

223.1 The System Transformation and Digital Committee Report was taken as read.
The Board were also asked to approve the updated committee Terms of
Reference.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board:
e NOTED the contents of the report
e APPROVED the updated committee terms of reference

Minute No. ICB-25-09.224 —System Strateqy and Prevention Committee

224.1 The System Strategy and Prevention Committee Report was taken as read.
The Board were also asked to approve the updated committee Terms of
Reference.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board
e NOTED the report presented.
e NOTED the importance that the Committee continues to place
on Prevention activity.
e NOTED the strong relationship between the Strategy and
Prevention Committee and the two HWBBs.
e APPROVED the updated terms of reference.

Minute No. ICB-25-09.225 — Review and Reflection of new or amended risks
following discussions at Board meeting

225.1 lan Green OBE thanked everyone for their input into the Board meeting today.
It was noted that there were a large number of papers to digest, which report
authors need to be mindful of in future. The impact of the Resident Story was
highlighted. It was felt that there were valuable quality discussions throughout
the meeting and that the balance of the meeting is working well.

225.2 No new risks were highlighted.

Minute No. ICB-25-09.226 — Any Other Business notified in Advance

226.1 Simon Whitehouse shared that this would be lan Bett’s last meeting working for
NHS STW in public and he thanked lan for his contributions whilst working for
NHS STW.

16.41 — Meeting Closed

g
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Date and Time of Next Meeting

Date: Wednesday 26 November 2025

Time: 14:00

Location: Meeting Room 1, Wellington Civic Offices, Larkin Way, Tan Bank,
Wellington, TF1 1LX
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Integrated
] Care System

Shropshire, Telford and Wrekin

NHS

Shropshire, Telford
and Wrekin

NHS Shropshire Telford and Wrekin Integrated Care Board
Actions Arising from previous Board Meetings

Agenda item:

Action Required:

Owner:
By When:
Update/Date:

Minute No. ICB 25-09.207 — Update on Quality Oversight of
Primary Care

Update Cheryl Etches in relation to the 2 GP Practices within the
area who were rated as requiring improvement.

Vannessa Whatley

Completed — 25/09/2025

Agenda item:

Action Required:

Owner:
By When:
Update/Date:

Minute No. ICB 25-09.208 — Infrastructure Strategy

Commercially sensitive information around GP practice estate
needs to be presented differently within the Infrastructure
Strategy, prior to this being formally published on the NHS STW
Website.

Angela Szabo
Prior to formally publishing on the ICB website
Completed — Confirmed 22/10/2025

Agenda item:

Action Required:

Owner:
By When:
Update/Date:

Minute No. ICB 25-09.214 — LeDeR Annual Report 2024/25
including Learning Disability Mortality Review Annual Report

Explore a system-wide response to the issue around aspirational
pneumonia for individuals who live with a learning disability
and/or autism and bring an update to a future Board meeting.

Vanessa Whatley

Confirmed that an update will be included within the Annual
Report for 25/26 - 23/10/2025

g
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b, Integrated m

r Car‘e SyStem Shropshire, Telford
Shropshire, Telford and Wrekin and Wrekin

1. ICB 25-11.234 — NHS Shropshire, Telford and Wrekin
Chair’s Report

Meeting Name: NHS Shropshire, Telford and Wrekin Integrated Care Board
Meeting Date: Wednesday 26 November 2025

Report Presented by: lan Green OBE, NHS STW, Chair

Report Approved by: lan Green OBE, NHS STW, Chair

Report Prepared by: Various Colleagues within NHS STW.

Action Required: For Noting

1.1. Purpose
1.1.1. The purpose of this report is to share with Board members an update
across several business areas that are not reported elsewhere on the
agenda. The paper provides a generic update on activities at both a
national, regional and local level.

1.2. Executive Summary
1.2.1. The report notes appointment of a CEO for the cluster
1.2.2. The report notes the NHS Government Reset Programme updates.
1.2.3. The report notes the new Medium Term Planning Framework
1.2.4. The report notes the updates on EDI and the Green Plan

1.3. Recommendations
1.3.1. The Board is asked to NOTE the contents of the report.

1.4. Conflicts of Interest
1.4.1. None.

1.5. Links to the System Board Assurance Framework (SBAF)
1.5.1. None.

1.6. Alignment to Integrated Care Board
1.6.1. This report supports transparency and probity of decision making by
the 1ICB which contributes to the ICB’s core objectives.

1.7. Key Considerations

1.7.1. Quality and Safety: The clustering arrangements and governance
framework include a dedicated working group on quality and safety to
ensure service delivery remains safe and effective.

1.7.2. Financial Implications: The Government Reset Programme requires
a reduction in running costs, which the approved clustering
arrangement with Staffordshire and Stoke-on-Trent ICB is designed to
achieve.

™
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1.8.

1.9.

2.1.

2.2.

1.7.3.

1.7.4.

1.7.5.

1.7.6.

1.7.7.

Workforce Implications: The transition to a joint leadership model will
affect workforce structures, with staff and partners being engaged
throughout the change process.

Risks and Mitigations: The clustering presents risks of disruption, but
these are being mitigated through transition committees, governance
frameworks, and phased planning.

Engagement: Staff, partners, and providers are being consulted and
engaged during the transition to ensure transparency and collaboration.
Supporting Data and Analysis: The report provides updates on the
EDI activity and the Green Plan, with supporting documentation
available via the NHS STW website.

Legal, Regulatory, and Equality: The clustering arrangement
maintains the legal independence of each ICB, with constitution
amendments aligned to national NHS England guidance.

Impact Assessments

1.8.1.
1.8.2.

Has a Data Protection Impact Assessment been undertaken? No
Has an Integrated Impact Assessment been undertaken? No

Attachments
1.9.1 NHS Shropshire, Telford and Wrekin Integrated Care System Green Plan
Refresh 2025/28

Main Report

Introduction

2.1.1.

2.1.2.

The purpose of this report is to share with Board members an update
across several business areas that are not reported elsewhere on the
agenda. The paper provides a generic update on activities at both a
national, regional and local level.

This is my first report since commencing my role as Chair of
Staffordshire and Stoke-on-Trent Integrated Care Board, as a part of
the clustering arrangements with Shropshire, Telford and Wrekin
Integrated Care Board. | wish to thank all colleagues at Staffordshire
and Stoke-on-Trent for the warm welcome | have been given, and will
continue to update this Board in future meetings on our progress as a
clustered group.

Government NHS Reset Programme

2.2.1.

2.2.2.

Both NHS Shropshire, Telford and Wrekin and NHS Staffordshire and
Stoke-on-Trent ICBs continue to work at pace to develop and implement
the clustering arrangement agreed previously.

| am delighted to confirm that in late September, NHS England confirmed
Simon Whitehouse as the Chief Executive Officer of the cluster. Simon

ﬁ
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2.3.

2.2.3.

2.2.4.

2.2.5.

2.2.6.

2.2.7.

has been CEO of Shropshire, Telford and Wrekin ICB since 2022 and
took up his new role on 1 October 2025.

We have commenced the process of consolidating the executive
leadership teams into a new single structure. Following the appointment
of successful candidates into these roles, a further process will
commence looking at the rest of our Senior Leadership teams, and then
the wider organisation.

The six ICBs across the West Midlands are working together to review
our collective shared services models, and are developing shared ways
of working to optimise resources and achieve efficiencies.

Initial options appraisals were completed and reviewed by ICB Chief
Executives in July, with Task & Finish groups now progressing detailed
proposals for each function. Implementation timelines are being shaped
by national policy changes, including the planned closure of CSUs and
updated arrangements for redundancy funding, requiring a phased
approach to delivery.

The first phase of shared service development focuses on Information
Governance, Legal Services, Procurement, Transactional HR,
Collaboration Agreements, Complaints Handling, and Pharmacy,
Optometry and Dentistry support. A second phase will strengthen
shared capabilities in Business Intelligence and Analytics and digital
alignment across organisations.

Next steps include confirming programme leads, sustaining staff
engagement and communications, and continuing collaboration to
embed best practice and build system-wide resilience.

Medium Term Planning Framework — Delivering Change together 2026/27

to 2028/29

2.3.1. The Medium-Term Planning Framework, published on 24 October
2025, sets out ambitious targets to transform NHS performance over
the next three years, building on the initial framework published in
August.

2.3.2. It sets out major strategic shifts aligned with the NHS Long-Term
Plan, focusing on prevention over sickness, expanding digital-first care
through the NHS App and NHS Online Hospital, and embedding
neighbourhood health models to deliver care closer to home.

2.3.3. It also defines transformation priorities and expectations for NHS

organisations across three areas: financial obligations, reform
initiatives to enable a new operating model, and sector-specific
performance benchmarks.

'{.‘
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2.4.

2.5.

2.6.

2.3.4.

Progress will be measured against 15 headline success indicators over
the next three years. These measures span elective care, urgent and
emergency services, primary and community care, mental health, and
support for people with learning disabilities and autism. Together, they
provide a clear roadmap for improving access, quality, and outcomes
across the health system.

Tackling racism including antisemitism

2.4.1.

2.4.2.

2.4.3.

2.4.4.

Following the government's announcement to tackle antisemitism and
other racism in the NHS, NHS England requested that all ICBs and
trusts adopt the IHRA definition of antisemitism.

As a part of our shared commitment to fostering an inclusive and
respectful environment for everyone, we are taking further action to
strengthen our stance against all forms of hatred and discrimination,
including antisemitism.

Vanessa Whatley, our Executive Lead for Equality, Diversity and
Inclusion (EDI) and Chief Nursing Officer published an open letter
earlier this month, outlining our commitment which includes adopting
the International Holocaust Remembrance Alliance (IHRA) definition of
antisemitism, updating our mandatory EDI training, and refreshing our
uniform and workwear guidance to better support religious expression
and patient comfort.

The letter is part of our ongoing ‘Everyone Belongs Here’ campaign
which celebrates equality, inclusion, and belonging across our local
health and care system.

Greener NHS Plan

2.5.1.

In October, we publicly launched our ambitious green plans across the
system. These plans set out practical actions to reduce carbon
emissions, improve efficiency, and protect public health for future
generations. The plans form part of the NHS’ wider commitment to
achieving net zero, building on national progress that has already cut
healthcare-related emissions by 14%.

Recommendation

2.6.1.

The Board is asked to NOTE the contents of the report.

ﬁ
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Foreword

Simon Whitehouse Nigel Lee
Chief Executive Officer
NHS Shropshire, Telford &
Wrekin

Chief Strategy Officer
NHS Shropshire, Telford &

Wrekin Executive Lead for

NHS Shropshire, Telford and Wrekin
acknowledges that the world faces a
climate emergency, and that the
healthcare system contributes to that
and therefore can be part of the
solution to addressing it.

In June 2024, the British Medical
Association identified that the health
service contributes around 4-5% of
total UK carbon emissions and the
NHS in England alone is responsible
for 40% of the public sector’s
emissions.

As an ambitious Integrated Care
System, we are committed to making
a real difference to the lives of local
people and recognise the role that
delivering greener, more sustainable
healthcare plays in reducing the
impacts of climate change.

This refreshed plan builds on our
2022-2025 plan which resulted in
securing over £26.5million into our

local health economy to decarbonise

Green

energy sources and expand our
greener infrastructure.

Across our system, Robert Jones and
Agnes Hunt Orthopaedic Hospital
NHS Foundation Trust have received
external recognition for their solar
panel expansions and The
Shrewsbury and Telford Hospital
NHS Trust has been shortlisted for
the 'Towards Net Zero' category at
the 2025 Health Service Journal
Awards (HSJ).

We firmly believe our continued
journey to Net Zero emissions will
provide population health benefits to
our communities and staff through
the programmes detailed in our
refreshed plan. We will work together
to maximise the sustainability
benefits that can be delivered across
our system.

Therefore, we have approached our
system plan in partnership with NHS
Providers. We have reflected and
built on the commitments that they

have made in their individual provider



plans. We will use our Strategic
Commissioning role to maximise
opportunities for delivery of Net Zero
emissions  whilst simultaneously
improving population health through
how we plan and commission
services. In recognition of the
significant transformational changes
in the system, we wish to ensure that
the refreshed Green Plan continues

to reflect our existing key plans such

Simon Whitehouse
Chief Executive Officer

as Shropshire, Telford, and Wrekin
Joint Forward Plan, Digital
Transformation Strategy and our
Infrastructure Strategy.

This is a significant agenda and there
will always be more to do. However,
this refreshed plan restates our
commitment as the local NHS to this
agenda and reinforces the role that

we will play to improve things locally.

Nigel Lee
Chief Strategy Officer
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1

Introduction

In 2020, the NHS became the world’s first health system to commit to reaching net zero

emissions. The Delivering a Net Zero National Health Service report set out the scale of

ambition. The Health and Care Act 2022 reinforced this commitment, placing new duties
on Integrated Care Boards (ICBs), NHS Trusts and Foundation Trusts (referred to
collectively in this plan as trusts) to consider statutory emissions and environmental
targets in their decisions. Trusts and ICBs were expected to progress achieving these

duties through the delivery of board-approved green plans spanning 2022-2025.

The recently released NHS 10 year plan reconfirms the NHS commitment to delivering

a net zero health service by 2040 for direct emissions and 2045 for emissions it

can influence .
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Figure 1: NHS Carbon Footprint Source: https://www.england.nhs.uk/greenernhs/a-net-zero-nhs/

Both Telford and Wrekin, and Shropshire Councils have a target to be 100% net zero
carbon by 2030 and as a system we welcome them as members of our System level
climate change group. We commit to working with them to assist in delivering aspects
of infrastructure around renewable energies, travel and transport and maximising
greener spaces for the benefit of the population. We will build on this in line with the
ambitions in the NHS 10-year plan for cross-government action on the environment and

public health, including cleaner air measures and making homes more energy efficient.


https://www.england.nhs.uk/greenernhs/publication/delivering-a-net-zero-national-health-service/
https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future#full-publication-update-history
https://www.england.nhs.uk/greenernhs/a-net-zero-nhs/

1.1

Our previous STW ICB 2022-2025 system action plan has been refreshed in line with

Green Plan Guidance and this document reflects on achievements since 2022 and looks

forward to our shared collaborative ambitions for 2025-2028.

Our provider Trusts, in line with the Health and Care Act 2022 requirements, have also
refreshed their organisational level Green Plan, with their own focused Action Plans. The
provider plans reflect the measurable targets for each organisation based on the nature
of their operations and the work to date to achieve the NHS net Zero ambitions, however
as per the refreshed guidance they are all in line with the areas of focus in this system

plan.

Understanding our local system

Our ICS footprint covers 1,347sq miles, but is one of the smallest in terms of population,
covering around 500,000 people. STW Integrated Care Board is co-terminus with the
boundaries of two local authorities. Shropshire local authority is 66% rural (101
people/sq km) and Telford and Wrekin are predominantly urban (620 people/sq km) with

8.3% of its population living in rural areas.

NHS STW ICB local system partners include:

Wifchurch e Shropshire Council (Shropshire Place).

e Telford & Wrekin Council (Telford and Wrekin Place).

o Shrewsbury and Telford Hospital NHS Trust (SaTH).

e Shropshire Community Health NHS Trust (SCHT).

¢ Robert Jones and Agnes Hunt Orthopaedic Hospital NHS
Foundation Trust (RJAH).

e Midlands Partnership University NHS Foundation Trust (MPFT).

. West Midlands Ambulance Service NHS Foundation Trust (WMAS).

. Primary Care Networks (PCNs): 9 PCN’s (4 in Telford and Wrekin, 5 in

Shropshire).

. General Practice, Pharmacy, Optometry and Dentistry.
. Healthwatch Shropshire and Healthwatch Telford and Wrekin.

. Voluntary, community and social enterprise organisations across the county.


https://www.england.nhs.uk/long-read/green-plan-guidance/

Shropshire, whilst an affluent county, masks pockets of deprivation, growing food
poverty, health inequalities and rural isolation, with the county overall having a low
earning rate. In Telford & Wrekin over 27 % of it’s residents live in 20% most deprived
areas in England — circa 45,400 people and just over a fifth (21%) of children and young

people are living in poverty.

Compared to other parts of the West Midlands, and other towns and cities across the
UK, air quality in Shropshire, Telford, and Wrekin is good. In fact, it is identified as one
of the benefits of living here, alongside its green and natural environment. In July 2025,
ten open spaces across Shropshire, Telford, and Wrekin have been given Green Flag
Awards. The scheme recognises and rewards well-managed parks and green spaces

across the UK. This is alongside Shropshire’s areas of outstanding natural beauty.

Figure 2: Image of Shropshire along with colleagues holding the Green Flag 2025/26 award.

However there are pockets of higher air pollution and both local authorities (LA) in line
with their statutory duties have developed Air Quality Strategies (Telford LA Air Quality)
and (Shropshire LA Air Quality).

These strategies alongside the work on Travel and Transport will assist our local health
care system in the challenges it faces in reducing carbon emissions related to travel due
to its rural and dispersed nature for both patients and staff. This will also be supported
by our ambitions to achieve the digital shifts at the heart of the NHS 10-year plan.

The River Severn poses a significant flood risk across Shropshire, Telford, and Wrekin,
with both Shrewsbury and Ironbridge being particularly vulnerable. Climate change is
expected to exacerbate this risk, leading to increased river levels and more frequent
flooding events. Beyond the river itself, surface water flooding from heavy rainfall also

presents a major concern in urban areas like Telford.


https://www.telford.gov.uk/media/e5tbildc/air_quality_strategy_2024.pdf
https://next.shropshire.gov.uk/environmental-health/environmental-protection/air-quality/shropshire-council-air-quality-reports/

1.2 Greener NHS and the 10-year NHS Plan Key Shifts

As a system we recognise the need for change in how and what we deliver to improve
our population’s health. Demand for health and care services is growing, and our
services will not be sustainable without a different approach to healthcare provision and
working together with the population we serve. Locally we have already recognised the
need for a shift in focus away from the treatment of illness to one of prevention and

wellbeing. This is at the heart of the Shropshire, Telford, and Wrekin Joint Forward Plan.

Our joint forward plan identifies our journey to delivering more sustainable, greener care
relies on the system moving to a prevention first model, increasing treatment closer to

people’s homes, and maximising digital transformation.

The latest meteorological assessments in May 2025 from climate scientists indicate that

the next decade will be crucial for keeping global warming within manageable limits,
making the time frame of the upcoming changes to how the NHS will be delivered time

critical. Whilst there is no specific chapter heading within the NHS 10 year plan relating

to the green agenda, the three key shifts it advocates will inherently include adapting

to the challenges of climate change.

Hospital to community: This shift aims to reduce reliance on hospitals, especially for
routine care, by providing more services in local settings like GP surgeries, community
centers, and even people's
homes. This can lead to
reduced travel for patients

and staff, potentially lowering

Hospital to Analogue
community to Digital

carbon emissions associated

with transportation.

Figure 3: Image of the 10-year
health plan for three shifts

Sickness to Source: NHS 10 Year Plan

Prevention



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.shropshiretelfordandwrekin.ics.nhs.uk%2Fintegrated-care-strategy-and-joint-forward-plan%2F&data=05%7C02%7Ctracey.jones9%40nhs.net%7C3418b9f983ab47e24ccb08ddce7a7011%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638893747444255918%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=xvd5BqqTwiK6iy%2F6fDO6pX%2FYD3TpiNe3%2BZgOC3bK8dE%3D&reserved=0
https://www.metoffice.gov.uk/about-us/news-and-media/media-centre/weather-and-climate-news/2025/global-temperatures-expected-to-remain-at-or-near-record-levels
https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future#full-publication-update-history
https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future#full-publication-update-history

Preventing lliness: Focusing on preventative measures like public health campaigns,
early detection programs, and lifestyle interventions can reduce the overall demand for
healthcare services, leading to a more sustainable system. Fewer hospital admissions
and shorter hospital stays translate to lower energy consumption and waste
generation. Preventing illness will also assist in reducing healthcare inequalities with the

burden of preventable iliness being highest in our Core 20PLUS populations.

Analogue to digital: Adopting digital technologies can streamline processes, reduce
paper usage, and enable remote consultations, potentially decreasing the environmental
footprint of healthcare. However, it is important that as we transform towards increased
digitalized care we do so with greener principles in mind for example by ensuring we

embrace NHS England’s What good looks like framework which encourages NHS

organisations to prioritise sustainability in the procurement, design and management of

digital services to meet the objectives of the Greening government: ICT and digital

services strategy.

1.3 Greener NHS and Addressing Inequalities
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Figure 4: An overview of climate-sensitive health impacts, their exposure pathways and vulnerability
factors. Climate change impacts health both directly and indirectly, and is strongly mediated by environment,

social and public health determinants. Source: World Health Organisation



https://transform.england.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
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.gov.uk/government/publications/greening-government-ict-and-digital-services-strategy-2020-2025/greening-government-ict-and-digital-services-strategy-2020-2025
https://who.foundation/?s=Climate+Change

As highlighted by Delivering a ‘Net Zero National Health Service the impact of climate

change will not be felt equally by all. Health Inequalities as defined by NHSE are unfair

and avoidable differences in health across the population, and between diverse groups
within society. The conditions in which we are born, grow, live, work and age can impact
our health and wellbeing and are sometimes referred to as wider determinants of health
and are often interlinked. For example, someone who is unemployed may be more likely
to live in poorer quality housing with less access to green space and less access to fresh,
healthier food. This means some groups and communities are more likely to experience

poorer health outcomes compared to other sectors of our population.

By acting on climate change, we can reduce some of these adverse factors and this will
bring direct improvements for public health and health equity. Reaching our country’s
ambitions under the Paris Climate Change Agreement could see improved population
health outcomes such as over 5,700 lives saved every year from improved air quality,
38,000 lives saved every year from a more physically active population and over 100,000

lives saved every year from healthier diets.

As part of Shropshire, Telford, and Wrekin Integrated Care Board’s commitment to
improve our population’s health outcomes by optimising our roles as Anchor

Institutions.

Working more closely
with local partners
The NHS can learn from
others, spread good ideas and
Using buildings and spaces model civic responsibility.
o 6 to support communities

The NHS occupies 8,253

999 sites across England on

6,500 hectares of land N -
Purchasing more locally ﬂn @
and for social benefit o o ‘ '

In England alone, the NHS

spends £27bn every year Reducing its

on goods and services. environmental impact
Widening access The NHS is responsible for
to quality work 40% of the public sector’s
The NHS is the UK's biggest carbon footprint.

employer, with 1.6 million staff

Figure 5: NHS as Anchor Institution Source: Health Foundation
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https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2022/07/B1728-delivering-a-net-zero-nhs-july-2022.pdf
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/#:~:text=Health%20inequalities%20are%20unfair%20and,that%20is%20available%20to%20them.
https://www.health.org.uk/features-and-opinion/features/the-nhs-as-an-anchor-institution

An anchor institution is any institution that, alongside its key role, plays a significant and
recognised function in a locality by making a positive impact on its local community and
economy and enhancing greener value through its sizeable spending power, workforce,
buildings, and land. This includes the NHS and wider partners such as the local
authorities. Our focus on greener energies and increased social value from procurement

and across our supply chains will assist this part of our work.

In our role as an anchor institution, we will seek to reduce environmental impact of
disposal of Information technology (IT) by recycling and re-using within our communities.
For example, a laptop that may not be suitable for heavy-duty tasks in an office
environment may be suitable for donating to a school for issuing to students without

access to devices at home for word processing or internet searches.

In addition to the sustainability benefits this brings, it also brings benefits of hardware
availability into our wider digital inclusion as part of the System Digital Inclusion Plan in
partnership with primary care, secondary and community care providers, local

authorities, and our wider community partners.

As a system we have committed to a joined-up approach with our local authorities to
tackle inequalities in outcomes, experience, and access between groups in our

population. A particularly key area of work is the reduction of air pollution.

Air pollution affects everyone but there are inequalities in exposure
and the greatest impact on the most vulnerable

older people communities with
(65 and older) poorer air quality
(eg. those situated

closer to main roads
pregnant women )y‘ )

/
/

-

-
those with
— children cardiovascular
disease and/or
respiratory disease

N

Figure 6: Infographic of demographics more impacted upon by air pollution
Source: UK Health Security Agency
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https://ukhsa.blog.gov.uk/2018/11/14/health-matters-air-pollution-sources-impacts-and-actions/

Air pollution causes and exacerbates cardiovascular, respiratory, and mental health
issues. It is estimated that high levels of air pollution contribute towards an annual
40,000 premature deaths in the UK. Air pollution also disproportionately impacts those
living in more deprived urban communities with people likely to experience higher
exposures including those who live close to busy roads, who are more likely to be in low

socioeconomic groups. leading to health inequalities.

People suffering ilinesses caused by air pollution may not be able to work, negatively
impacting their financial status. Additionally, high rates of illness within a population
increase demand for the NHS due to higher patient numbers and associated costs. The
increase in NHS activity leads to an increase in carbon emissions, which in turn
contributes to air pollution and more iliness, placing further demand for NHS services,
i.e., a circular connection between increasing air pollution and increasing poor

health, which is felt disproportionately across our population.

Consequently, working to reduce carbon emissions from NHS activities, along with our
local authorities’ air quality strategies can deliver a more sustainable and equitable
health and care system, as reduced air pollution will reduce the environmental, social,
and economic impacts of climate change and assist our wider system aim to reduce

health inequalities.
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2. Key areas of progress against 2022-2025 Plan

2.1 Workforce and system leadership

2.2

Appointed designated board level net zero leads in ICB and across key NHS system
partners.

Embedded and refreshed Climate Group Governance and reporting processes with
provider co-chairs and ICB facilitation to greater empower collaboration.

Worked collectively as a system to attract £26.6 million funding inwards into the local
economy for carbon reduction and greener energy-related projects.

NHS system provider boards have increased their awareness through
NetZero/Sustainability workshops,

Promotion of Carbon Literacy training, including e learning modules across the
system.

For example, MPFT have launched a Greener Training Hub to enhance staff
knowledge on sustainability, providing opportunities tailored to role requirements and
existing knowledge levels.

Integrated objectives around carbon reduction into staff appraisals.

Raising sustainability awareness internally, with service users and communities by
participating in campaigns, sustainability days, and sustainability competitions.
Robert Jones and Agnes Hunt have received external recognition for their solar panel
expansions.

Shrewsbury and Telford Hospital NHS Trust have been shortlisted as finalists for the
"Towards Net Zero' category at the 2025 HSJ Awards, recognising their commitment

to sustainable healthcare

Digital Transformation

Developed a whole system ICS Digital Transformation Strategy and appointed an ICB
Head of Digital to take this forward alongside system Digital partners.

Increased use of electronic and digital means of communication between partners and
patients, replacing letters through systems such as Docman and HybridMail and use
SMS messaging.

Introduced electronic patient record systems.
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Increased the use of technology to enable more staff to work remotely where
appropriate, thus reducing the need for travel across the expanse of our county, which

has benefits of greater time efficiencies in addition to lowering carbon emissions.

2.3 Medicines

Trusts have reduced emissions from anaesthetic gases by repairing nitrous oxide
leaks, decommissioning unnecessary pipe systems, and replacing them with portable
alternatives where appropriate. This has resulted in our key three providers who use
nitrous gases being rated as low or extremely low for pure nitrous oxide and extremely
low-to-medium for mixed nitrous gases.

Trusts have eliminated Desflurane from clinical practice.

The NHS Shropshire, Telford, and Wrekin Medicines Optimisation team has driven
notable changes, reducing the high-emission short-acting inhaler prescriptions.

By 2025, Shropshire, Telford, and Wrekin ranked 10th nationally for the lowest carbon

footprint per salbutamol inhaler, with a 25.7% increase in greener inhaler prescribing

2.4 Travel & Transport

The 2022-2025 Green Plan committed to a fleet of over 90% Low Emission Vehicles
(LEVs) by March 2025, with 11% being Ultra-Low Emission Vehicles (ULEVs) or Zero
Emission Vehicles (ZEVs).

The Shrewsbury and Telford Hospital NHS Trust (SaTH) and Robert Jones and Agnes
Hunt (RJAH) have transitioned to electric fleets and expanded on-site charging
infrastructure.

SaTH'’s Lift share (staff scheme to share transport) — 556 active members with miles
shared saving 529 tonnes CO2.

Cycling schemes, though limited in rural areas, have been supported with new cycle
shelters at Royal Shrewsbury and Princess Royal Hospital sites.

Local trusts have introduced salary sacrifice schemes for cycle purchase.

SaTH has (to date) 38 electronic vehicles on lease (another 19 on order) and 60 bicycle
purchases via salary sacrifice.

Introduced Park and Ride to SaTH hospital sites for patients and staff.
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2.5

Estates & facilities

Locally providers have achieved effective and compliant segregation of waste in line
with NHS Clinical Waste Strategy.

SaTH achieved a reduction in costs of £150k in clinical waste disposal costs, saving
45 tonnes of CO2e.

To improve recycling rates, providers have implemented ‘Simpler Recycling’ and
collaborated with waste partners to adopt practices that make energy from waste.
RJAH identified that their building energy represents around 93% of the Trusts’ current
carbon footprint and have completed a solar carport project generating 1.256 million
annually.

Locally NHS system providers received £2.874 Wh million in March 2025 to enhance
solar energy capacity.

By replacing boilers with ultra-efficient equipment, for example, RJAH have been able
to reduce their gas consumption by up to 1.8million Wh per year.

Installation of photovoltaic (PV) solar panels at Royal Shrewsbury Hospital.
Installation of LED lights across multiple sites.

Improving the insulation, or U-Value, of their buildings so that it takes less energy to
reach required temperatures.

SaTH and RJAH hospital sites have completed Heat Decarbonisation plans with
successful funding for implementation.

Replacing antiquated Building Management Systems (BMS) with smarter controls.

2.6 Procurement

NHS Shropshire, Telford, and Wrekin ICB have ensured during 2024/25 that all tenders

contain the requirements of providers to share their carbon reduction plans and to indicate

how they will add social value.

This extends to wider Primary care commissioning e.g., dental practice in Oswestry and

IMOS (Intermediate Minor Oral Surgery).

Established a single procurement team for Goods and Services which has given benefits

of a consistent approach and accelerated progress against the greener procurement Road

Map.

The team has met the System Total Roadmap Green Procurement Challenge to cut supply

chain emissions.
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2.7

Food and Nutrition

Collaborative planning an Electronic Meal Ordering system to reduce waste.

Reviews of how menus across both patient and retail can be made healthier, and lower
carbon.

NHS providers have also phased out single-use plastics in staff canteen and patient

catering. Ward plastic cup usage in wards almost halved — 847,000 less in SaTH in 2024.

2.8 Adaption

Climate change threatens the NHS’ ability to deliver essential services, both in the short
and long term. As a system we have sought to build resilience and adaptation into both
business continuity plans, and longer-term estate planning to adapt to future climate
change.

Shropshire, Telford, and Wrekin system partners are active participants in the Local
Resilience Forum for emergency planning. NHS Shropshire, Telford, and Wrekin ICB is a

member of the West Mercia Local Resilience Forum (LRF).

2.9 Biodiversity

SaTH is collaborating with local beekeepers to provide hives at the Shrewsbury site, as
well as bat boxes and swift boxes to divert such creatures away from buildings whilst
providing space for them to live.

PRH planted trees and shrubs from the NHS Forest scheme in 2024.

The Horatio's Garden at RJAH provides a therapeutic space for patients, offering a

connection with nature and contributing to their wellbeing.

Figure 7. Horatio’s Garden Robert Jones and Agnes Hunt
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Greener NHS Building on Existing Plans

As a system , our refreshed 2025 Shropshire, Telford, and Wrekin Joint Forward Plan has set

in place principles for our system transformation which underpin all our work including our
Greener NHS Agenda. Whilst authored before both the release of the Green Plan Guidance
and the NHS 10-year Plan, our goals for system transformation are all in line with the
fundamental shifts towards a greener, more sustainable healthcare system. Sustainable
healthcare in Shropshire, Telford, and Wrekin focuses on integrating health and social care
services to improve access, health outcomes, and financial sustainability. This involves
transforming care models, through increased use of digital technologies, strengthening

community services, and promoting prevention and early intervention.

The next three years are critical for this refreshed green plan to build on these ambitions
and not be separate from them. As a system we acknowledge that whilst we have achieved
success in areas such as greener inhaler usage , carbon reduction in heating systems , greater
use of solar power, LED lighting , we recognise we have more to do in capturing the benefits
of clinical projects such as single use items, redesigning pathways of care and increasing our

clinical communities involvement in the Greener NHS Agenda.

There are further opportunities to maximise the joint working with Local Authorities on Travel
and transport plans as well as reviewing our Adaptation Plans for ongoing climate change. The
ICB has a key role to play in ensuring we create and facilitate opportunities for partner

organisations to maximise collective progress.

Adopting a collaborative approach to both the actions at organisational and system levels will
ensure we maximise benefits and realise any financial saving opportunities for the benefit of
improved patient care. It will also provide consistency in delivery across partners, which we
know is variable across our geography and provide resilience in terms of dedicated expertise in
this area as we continue to grow awareness and knowledge across our staff base. Therefore,
our key actions are to identify opportunities in the system where we can share learning,

optimise efficiencies, and capitalise on collaborative working.

They will share the key actions the ICB, and partners will take as well as identifying our areas

of collaboration.
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4 Key Areas of Focus

The following section addresses our key system actions within the 9 areas of focus within the

Green Plan Guidance.

The principles and key areas of focus for each area of focus will be considered and a plan
provided in Appendix A of the specific areas that will be monitored as system thorough our
climate change group, via providers plans reported annually through contractually and annual

reporting requirements.

In recognition of the potential changes in the ICB Blueprint relating to the Green Agenda, a
review of the system plan will be undertaken in 6 months’ time. This will allow for any refresh to
consider changes to ICB legal duties and our new cluster ways of working with Staffordshire
and Stoke on Trent ICB.

The action system provided in Appendix A complements the detailed action plans which our
individual providers have developed in response to the recommendations within the Guidance

that specifically relates to Provider Trusts.

Individual provider Green Plans are available as below:

o Shrewsbury and Telford Hospital NHS Trust Green Plan *insert link once published*

o Shropshire Community Health NHS Trust Green Plan *insert link once published*

° Robert Jones and Agnes Hunt Orthopaedic Hospital *insert link once published*

o Midlands Partnership NHS University Foundation Trust - Green Strategy and Green
Plan.

4.1 Workforce and leadership

Embedding the principles and philosophy of a greener and more sustainable NHS require high
level system leadership as well as informed and empowered staff, clinical and non-clinical
working together to make changes in the way we think about and deliver healthcare across
Shropshire, Telford, and Wrekin ICB.

As a system we are compliant with the requirement to have appointed a board level net zero
lead to oversee Green Plan delivery in the ICB and in each individual Trust Across the ICB
we have consistently had 100% reporting regarding the Greener NHS Data Collection which
going forward will inform the Greener NHS dashboard. This dashboard will demonstrate

quantitative and qualitative improvements made. There is a clear expectation that the named
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https://www.england.nhs.uk/long-read/green-plan-guidance/
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Board lead and data from the dashboard will continue to be published as part of Annual Plan

reporting requirements.

Consequently, of the changes proposed by the Government reset Programme, the role of all
ICBs will change. The Model ICB Blueprint makes clear that as strategic commissioners, ICBs
will focus on providing system leadership for population health, setting evidence based and
long-term population heath strategy and working as healthcare payers to deliver this,
maximising the value that can be created from available resources. It indicates that
responsibilities currently held by ICBs for Green Plans will over time transition to Provider

organisations.

Our system is well placed to make this transition as key Green and Sustainability leaders for
our Providers are active members of our climate change group and already collectively identify
where working collaboratively would achieve greater system benefits. During 24/25 providers
have been empowered by the ICB to lead as the chair of the Climate Change Group with support

from ICB colleagues.

As a strategic commissioner, a key role will remain in ensuring we continue to champion

and support a Greener NHS across all key areas of focus described in this plan.

As the timescales for the change in role and functions of the ICB are yet to be formally agreed
a 6 month rather than a 12-month review of the Green Plan is scheduled to take place that will

allow for revisions based on any known changes to leadership and accountability.

There are mixed levels of operational support attached to implementing the Green Plans in each
organisation and it has been identified there may be opportunities for greater collaborative
working especially regarding the Group model between Shropshire Community NHS Trust and
Shrewsbury and Telford NHS Hospital Trust.

Due to our workforce and financial challenges, as a system we have considered carefully the
extent to which we are able to commit to increasing mandatory training modules across
a range of areas including mandating training relating to net zero and carbon literacy. In line
with the ambition in the NHS 10 year to reduce mandatory training requirements through
streamlining and simplifying training, our local ambition will be to focus on delivering relevant
and impactful learning experiences based on essential to role principles. It is expected
that organisations develop a collective agreement how we identify essential to role which is

flexible across an individual’s employment.

An example of this may be those individuals who are going to be involved in clinical net zero
projects once the clinical leads for organisations have agreed their area(s) of focus for pathway

transformation. Non clinically, it may individuals within the procurement team or estate functions
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who have not previously accessed training that are identified as key individuals who would

benefit from a greater depth of knowledge and understanding.

There are two key programmes of e learning available on the learning Management System,
one relating to carbon literacy and another programme of 5 modules relating to Net Zero and

clinical examples of sustainability.

Environmentally Sustainable Healthcare

How healthcare contributes to the climate crisis, why it matters
for health, and what the healthcare workforce can do to help

Figure 8: Environmentally sustainable healthcare Source: NHS England

It is expected that all Senior Responsible Officers and their deputies have completed and
gain carbon literacy status through completing the 5 e-learning modules (time commitment
2.5 hours in total) and attendance on a half-day online workshop by March 2026. Details of

the availability of sessions has been shared across relevant roles during August 2025.

Carbon Literacy for healthcare

Bridging the gap between climate policy and
climate action for healthcare staff

Figure 9: Carbon literacy for healthcare Source: NHS Futures

The roles and number of other staff members accessing training via Greener NHS Training

Hub and/or via e-learning will be captured by providers and reported to the system climate

Change Group.
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4.2 Net Zero Clinical Transformation

Both our system Shropshire, Telford, and Wrekin Joint Forward Plan and the NHS 10 year Plan

describe the necessity for a key transformation in the way care is delivered. Locally in
Shropshire, Telford, and Wrekin ICB, a range of health care diagnostics are increasingly
delivered closer to the patient's home in our community diagnostic centre alongside
programmes of early intervention and prevention activities within our Family and Community
Hubs. Sub-acute and rehabilitative care is delivered within the patient’s home such as our virtual
ward and enablement initiatives.

From a Greener NHS perspective, these initiatives reduce patient and carer transport
requirements and importantly reduce carbon emissions Alongside our work to further embed

our implementation of Neighbourhood Models of Care this clinical transformation will assist in

reducing the staff travel especially related to our rural geography. This mode of care delivery is
enhanced through increasing digital technologies and innovations which contribute to reducing
the carbon impact of healthcare within pathways of care.

(Refer section 4.3 Digital Transformation for further benefits of this aspect of healthcare

transformation).

Clinical leadership will be fundamental to achieving net zero clinical transformation. As
required by the refreshed guidance provider organisations have identified key clinical leads and

the ICB have identified clinical leadership from our Chief Nurse.

It is crucially important that we build a wider understanding throughout our clinical communities
about why sustainability is important, what it means for the way we all consume products, the
potential for product re-use, recycle, and re-manufacture, and the associated environmental and

financial benefits which may arise from making small changes to our clinical practices.

Through the collective senior clinical leadership, a clinical network will be developed which
will enable the system to collaboratively implement these changes at scale and deliver collective

benefits across our population.

To accelerate our journey, there are detailed case studies and resources available via the

Sustainability Quality Improvement (SUSQI) Website.
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https://www.susqi.org/case-studies
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BE PPE FREE!

Themes of inappropriate
glove and apron use were
identified and targeted via
an educational campaign
promoted via short videos
on staff Facebook and
WhatsApp groups,

posters, Trust homepage,
team huddles.

a substitute for

GOOD HAND HygiENE

C

An example of this is Greener PPE.
Setting/Patient Group: Trust-wide
Issue to be addressed:

(PPE) use

increased over the pandemic, but audits and

Personal protective equipment
observation have shown that unnecessary

overuse has continued since the pandemic.

Intervention:

Aimed to reduce inappropriate PPE usage by
10%
appropriate PPE use by 20%.

and increase staffs knowledge on

Figure 10: PPE — an image of the educational campaign for good hand hygiene imagery.

Source: Greener PPE

1. Baseline observation and surveys used to identify trends of PPE overuse.

2. 10-week education multimedia package to reduce inappropriate PPE usage in clinical

environments was developed.

Outcomes:

Clinical

o 4.3% and 22% reduction in inappropriate glove and apron use respectively over 2
months.

. Staff knowledge of correct PPE use increased by 86%. The team expect this will

reduce rates of common infections.

Social

° Empowered staff to use PPE appropriately.

o Staff are happier not having to wear PPE when they don’t need to.

Environmental

. Projected annual saving 25,974 kgCO2e.

Economic

. Projected annual saving £23,703. would be saved (£22,686. in purchase costs and

£1,016. in waste disposal).
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Key learning point
The multimedia education package was extremely successful in showing that PPE can be

reduced, with impressive reductions in just 10 weeks.

Locally, in Shropshire, Telford, and Wrekin, providers have begun to explore reduced use of
couch roll where clinically not indicated and the introduction of re-useable tourniquets, both of

which have been evidenced as ways of delivering greener clinical care.

Sandwell and West Birmingham NHS Trust's project,

Reusable tourniquets: their impact on patients, planet and

public purse has shown that whilst a reusable tourniquet
is initially higher than a single use tourniquet, it can be
used up to 10,000 times. This results in a carbon

footprint that is almost five times lower and savings of

almost £200 per tourniquet. In addition, patient

'® acceptability and experience were also improved.

In addition to incremental changes in the way we use and reuse products, there is more that
can be done to redesign pathways where we know there is high carbon intensity or high

volume of patients contributing to increased carbon emissions.

The NHS Green Plan Guidance identifies the following five key areas:

critical and perioperative care
mental health
urgent and emergency care

diagnostic tests and procedures

o kb wDd -~

medical pathways, with a focus on acute or long-term conditions such as renal

disease, diabetes, or cardiovascular disease

Figure 11: A table with the NHS Green Plan Guidance identifies the following five key areas.

Locally our Hospital Transformation Programme provides key opportunities to reduce carbon

emissions across pathways as we transform our Urgent and Emergency Care system.
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As evidenced in our Shropshire, Telford, and Wrekin Joint Forward Plan, diabetes care and

cardiovascular disease are priorities for transformative pathways spanning primary, community,
secondary care and the third sector.
There are resources available which will accelerate our ability to adopt net zero

transformation across our pathways such as the Sustainable Healthcare Coalition.

Their resources show how by utilising a care pathway approach, it is possible to evaluate the
entire patient journey to identify areas where meaningful carbon savings can be made and

outline some actions which can be taken towards decarbonisation with a clinical focus.

Additionally, The Centre for Sustainable Healthcare (CSH) has developed a set of principles

that can guide healthcare practitioners in creating and embedding low carbon practices when

considering service change, reconfiguration and pathway redesigns.

1. PREVENTION 2. PATIENT SELF-CARE

Promoting health and Empowering patients to
preventing disease by take a greater role in
tackling the causes of &4 \ managing their own

illnesses and inequalities : _ i health and healthcare
' Four principles of

SUSTAINABLE

HEALTHCARE

3. LEAN SERVICE
DELIVERY

Streamlining care
systems to minimise
wasteful activities

4. LOW CARBON
ALTERNATIVES

Prioritising treatments
and technologies with a
lower environmental
impact

Figure 12: Diagram of the four principes of sustainable healthcare
Source: The Principles of Sustainable Healthcare — Sustainable Healthcare

The ICB as a strategic commissioner has a key role to play in maximising opportunities to
reduce emissions and improve population health when planning and commissioning

NHS services.

To embed these sustainability principles into our strategic operating model, the requirement
to consider and address the four principles of sustainable healthcare above will be built into
the refreshed Integrated Impact Assessment. Locally our cluster partner ICB, Staffordshire
and Stoke on Trent, are developing are developing a detailed standalone sustainability

impact assessment which we will evaluate and look to adopt for large scale changes.

24
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https://sustainablehealthcare.org.uk/about/our-story/the-principles-of-sustainable-healthcare/

4.3 Digital Transformation

The 10-year plan with its’ emphasis on a shift from analogue to digital is a key accelerator for

progress against the greener benefits that digitally enabled care can deliver.

The Greener Digital Programme is working to empower the NHS to run low-carbon, climate-

resilient digital health systems. Greener by Design, a new community of practice will officially
launch in 2026/2027. As an ICB we are committed to joining and learning from best practice to

build on the work we have already begun in our digital transformation system.

Shropshire, Telford, and Wrekin ICB Digital Strategy aims to reduce the NHS carbon footprint

by minimising paper use, cutting down on travel, increasing energy efficiency, and reducing
reliance on physical infrastructure. Table 1 in section 4.3.1 outlines the projects aligned to the

green agenda and their Greener Digital Benefits.

We recognise however that expanding digital care delivery can add additional carbon emissions
into the system through energy usage and data storage and increased carbon from production

costs of technology. To counter this we will as a system embed What good looks like

framework to prioritise sustainability in the procurement, design and management of digital

services to meet the objectives of the Greening government: ICT and digital services strateqgy.

As an ICB we will explore circular devising strategies. Circular devising strategies are about
buying fewer new devices, and optimising the resources used in manufacturing already existing
devices. The 'device waste hierarchy’ indicates that the best use of a device is to extend its life
through reuse or repair. From the perspective of reducing waste, reuse or repairing devices is
more effective than remanufacturing or recycling due to the embodied carbon and energy used

in the latter two processes.

As we transform to digitally enabled care, we will also recognise and seek to address digital
inclusion, especially for those sections of society that already experience worse health
outcomes. To begin to address this the ICB has led a series of workshops with PCN, Local
Authority and Provider organisation colleagues to develop a System Digital Inclusion Plan which
is built around the Government’s Digital Inclusion Action Plan A key project within this will be

re-use / re-opposing of IT equipment alongside digital skills training.
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https://library.hee.nhs.uk/about/sustainability/greener-digital
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https://www.gov.uk/government/publications/greening-government-ict-and-digital-services-strategy-2020-2025/greening-government-ict-and-digital-services-strategy-2020-2025

4.3.1 Table 1 Shropshire, Telford, and Wrekin Digital Priorities Mapped to Greener Digital Benefits

Digital Area

Greener Digital Benefits

Organisation(s)

Reduces carbon emissions by decreasing printed materials via allowing patients to book appointments, access

NHS App Adoption All . i -
records, and receive communications digitally.
Patient Engagement SaTH, RJAH, Provides real-time, remote access to appointment details and care information. Reduces carbon emissions
Portals — Wayfinder SCHT, MPFT generated through unnecessary hospital visits and printed letters.
Reasonable Digitally sharing patient needs across settings avoids duplicate assessments. Reduces carbon emissions from
Adjustment Digital ICB unnecessary travel. Improves coordination of care and ability of individuals to adhere to treatments. Reduce waste
Flag and improve patient outcomes
Workforce Digital Skills ICB Equip staff to shift from manual/pap.er-based workﬂf)ws to digital-first proces-ses, reducmg administrative paper
consumption and energy from physical documentation. Reduce waste and improve patient outcomes
Electronic Patient Replaces paper clinical records and supports end-to-end digital documentation. Reduces waste and carbon
Records (EPR) SaTH, RJAH issi i i inti i
emissions associated with printing and physical storage
Al and Robotic ICB Automates manual processes like referrals and form submissions, reducing printing, scanning, and admin energy
Process Automation consumption. Reduce waste and improve patient outcomes
Remote Monitoring Allow patients to be safely monitored at home, avoiding travel to clinics and reducing bed-day energy consumption.
d V'rt | W d SCHT . . -
and Virtual vvards Supports ageing-in-place and low-carbon care delivery.
Digital Care Records ICB. Partners Minimises paperwork between providers. Eliminates need for printing MAR charts, assessments, and transport of
Across Care Homes ' physical documentation. Reduce waste and improve patient outcomes
Shared Care Record ICB Improves information sharing between ser\{lc-es,- re-ducmg prlnFmg of summaries, and eliminating duplicate patient
assessments. Supports low-carbon multidisciplinary working.
Population Health ICB Identifies patients for early intervention, avoiding unnecessary hospital use and reducing emissions from
Management avoidable activity. Enables smarter use of resources.
Federated Data ICB. SaTH Centralises data storage and analytics, reducing duplication of infrastructure Helps with more efficient resource

Platform (FDP)

planning and supply chain management. Reduces carbon emissions and waste.

GPIT — Online
Consultations

ICB, Primary Care

Allow patients to submit symptoms and requests remotely without visiting a GP practice. Reduces unnecessary
trips, waiting room congestion, and use of paper triage forms. Reduces carbon emissions and waste.
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4.4 Medicines

Medicines account for around 25% of NHS emissions. A few medicines account for a
substantial portion of these emissions, for example, anaesthetic gases (2% of NHS
emissions) and inhalers (3%).

In Shropshire, Telford, and Wrekin there has been significant work in the last three years
to reduce our use of piped nitrous oxide with manifolds removed and new builds such
as theatres at Robert Jones and Agnes Hunt completed without the addition of piped
nitrous oxide. As a system we no longer use the highest polluting anaesthetic gas
Desflurane. Our use of bottled nitrous oxide is confined to clinically necessary utilization

in podiatry and dentistry.

Our overall regional reduction targets are 19% for pure nitrous oxide and 5% for mixed
gases against a 2024/25 baseline. The regional team have developed a rating system
of current usage from exceptionally low to extreme and our current position is shared
below. At the time of publishing this plan, the system had not been informed of how the
regional targets will be apportioned across our region noting that across our region there

are systems with very high and extreme uses of both pure and mixed nitrous oxide.

The Shrewsbury and Telford Hospital NHS Trust Low Medium

The Robert Jones and Agnes Hunt Orthopaedic Hospital
NHS Foundation Trust

Shropshire Community Health NHS Trust Very Low | Very Low

Very Low | Very Low

Figure 13: a table for Nitrous Oxide Usage for each provider

Monitoring and Optimising Prescribing

Delivering a ‘Net Zero National Health Service flagged that inhalers account for 3% of

the overall NHS carbon footprint. This is due to the propellants used in metered dose
inhalers (MDlIs). Safer, lower-carbon alternatives (e.g., dry powder inhalers (DPIls) and
soft mist inhalers (SMls) are clinically safe, available, and deemed more appropriate for
many patients. It is important to note that carbon emissions are associated with short-
acting beta antagonist inhalers (reliever’ or SABA inhalers) and non-SABA inhalers

(preventer’ inhalers including combination inhalers however the amount of carbon
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https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2022/07/B1728-delivering-a-net-zero-nhs-july-2022.pdf

emissions varies. The figure below illustrates the relative carbon emissions of the

different inhaler types.

A 115-mile petrol car journey
(about 35 kg CO,e)

Each 120 dose Flutiform or Symbicort
metered dose inhaler (about 35 kg CO,e)

Each 200 dose Ventolin Evohaler (salbutamol)
metered dose inhaler (about 28 kg CO.e)

A 75-mile petrol car journey !
(about 23 kg CO,e)

Each typical 120 or 200 dose preventer
= metered dose inhaler or breath-
actuated inhaler (about 19 kg CO,e)
ﬁ A 33-mile petrol car journey
(about 10 kg CO,e)
- .

Each 200 dose small volume salbutamol
metered dose inhaler or breath-actuated inhaler
(Airomir or Salamol) (about 10 kg CO.e)

(less than 1 kg CO,e)

~ Each typical dry powder inhaler
“ or soft mist inhaler
0 10

Figure 14: Choosing Greener Inhalers: Impact on our Environment.

Source: Asthma Patient Decision Aid National Institute for Health and Care Excellence NICE

Through the leadership of the ICB Medicines Optimisation Team the ICB will continue
promoting and tracking inhaler prescribing practices through data- specifically the
number of metered dose inhalers (MDI) inhalers prescribed as a proportion of all non-
SABA inhalers prescribed. The aim is to achieve a reduction in MDI prescribing by
focusing on increasing the use of dry powder inhalers (DPIs). Through training and
collaborating with clinicians in primary and secondary care settings there are
opportunities to reduce carbon impact by improving inhaler techniques and prescribing

lower-carbon alternatives, where clinically appropriate.
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tps://www.nice.org.uk/guidance/ng245/resources/patient-decision-aid-on-asthma-inhalers-and-climate-change-bts-nice-sign-pdf-13558151917
tps://www.nice.org.uk/guidance/ng245/resources/patient-decision-aid-on-asthma-inhalers-and-climate-change-bts-nice-sign-pdf-13558151917

Figure 15: Image of Think Twice Order Right campaign across Shopshire, Telford & Wrekin
Source: Think Twice, Order Right - NHS Shropshire, Telford, and Wrekin

Other initiatives include highlighting inhalers

in a traffic light system (red, amber, green)

—

rating (clearly displayed on the local

M THINK TWICE formulary) to prescribers during training
ORDER RIGHT _ _ _ o

sessions as well as incorporating prescribing

Soly vedtestihe alerts for inhalers with high carbon

medicines you need

emissions when initiated to assist
prescribers to make more informed

decisions about the environmental impact of

inhalers when prescribing.

Another area that will be targeted for improvement is aiming for a further reduction in
SABA emissions per 1,000 patients by Q4 2026. This will be possible if prescribing aligns
with latest Asthma guidelines, which moves away from prescribing SABA as first line
inhalers for common respiratory concerns as this should result in fewer SABA

prescriptions.

Structured Medication Reviews (SMR)

Structured Medication Reviews (SMRs) are the best tested intervention for reducing
problematic polypharmacy (multiple medications) SMRs have been shown to help
reduce the number of problematic or unnecessary medicines a patient is taking, with
estimates of the reduction between 2.7%3 and 9.9%. These reductions result in less
waste and less hospital admissions so have an impact on overall carbon reduction.
However, studies also show that most patients do not understand what an SMR is and
receive limited, if any, information to help them understand or prepare for their SMR
appointment. In line with our commitment as an ICB to reduce health inequalities we will
advocate and support Primary Care and Primary Care Networks to utilise the recently
released resources from the Health Innovation Network which provides insights on

improving access to Structured Medication Reviews for seldom-heard communities.

Other Greener Medicines Initiatives

As a system we will wok collectively to promote the use of the new Royal Pharmaceutical
Society Greener pharmacy toolkit. The toolkit provides prompts to introduce more

29


https://www.shropshiretelfordandwrekin.nhs.uk/your-health/our-campaigns/think-twice-order-right/
https://thehealthinnovationnetwork.co.uk/news/new-insights-on-improving-access-to-structured-medication-reviews-for-seldom-heard-communities/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rpharms.com%2Fabout-us%2Fnews%2Fdetails%2Fnew-rps-greener-pharmacy-toolkit-reduces-environmental-impact&data=05%7C02%7Ctracey.jones9%40nhs.net%7C09bafbbc8cfd42a305de08dd7831af8c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638798876964242029%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=5K5OfMQm9BrdgbpqpMn1SDvLn3UOb%2B0GVN730oWW8DY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rpharms.com%2Fabout-us%2Fnews%2Fdetails%2Fnew-rps-greener-pharmacy-toolkit-reduces-environmental-impact&data=05%7C02%7Ctracey.jones9%40nhs.net%7C09bafbbc8cfd42a305de08dd7831af8c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638798876964242029%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=5K5OfMQm9BrdgbpqpMn1SDvLn3UOb%2B0GVN730oWW8DY%3D&reserved=0

sustainable practices to reduce emissions, improve patient care, prevent ill health, tackle
medicines waste and achieve efficiency savings.

Additionally as a system we are promoting the Think Twice, Order Right Campaign.

The key messages form this campaign for the public relate to: Staying Well Staying

Safe and Staying Green.

Staying Green can be achieved by only requesting medicines required and reducing
waste and advocates safe disposal of medicines via the pharmacy properly to ensure

that waste medicines do not pollute rivers and seas.

Inhaler Recycling and Blister Packaging
The potential to introduce recycling schemes for used medicinal products will be a joint

system approach and has already begun in relation to inhaler recycling.

4.5 Travel and Transport

The NHS fleet is the second largest fleet in the country, consisting of over 20,000
vehicles travelling over 460 million miles every year. This fleet, combined with the impact
of commissioned services and staff travel, directly contributes to the 36,000 deaths that

occur every year from air pollution.

The highest travel and transport mode contributor to the NHS Carbon Footprint are
emissions from emergency ambulances at approximately 102 kt CO2e/year.

To address this a Net Zero travel and transport strategy was published by NHS England

in 2023. This strategy outlines the economic, health and societal benefits of
decarbonising NHS travel and transport. Electric vehicles reduce greenhouse gas
emissions by 70% when compared to their petrol and diesel counterparts (even when
charged from the current electricity grid) and do not emit air quality pollutant emissions
from the vehicle’s exhaust (as shown in Figure 16). Electric vehicles also produce lower
noise pollution, particularly at lower speeds. This reduction in greenhouse gas emissions
will increase as the carbon intensity of the electricity supplied by the national grid

reduces.
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Figure 16: Emissions savings comparison of electric and diesel/petrol vehicles

Source: Net Zero travel and transport strategy

The NHS will have fully decarbonised its fleet by 2035, with its ambulances following in
2040. West Midlands Ambulance Trust were the first in the country to have an electric
response vehicle and have clear plans to decarbonise their fleet with their refreshed
WMAS 2025-2028 Green Plan.

The Net zero travel and Transport Strategy sets out key milestones which will mark the

transition of NHS travel and transportation:

(2026 * Sustainable travel strategies will be developed and ]
incorporated into NHS organisations’ Green Plans.
* All vehicles offered through NHS vehicle salary

NHS Net Zero
Commitment

Increased uptake of active travel, public and
shared transport and zero emission vehicles
will reduce staff commuting emissions by 50%.

“subiject b0 complete decarbomsation of the dlectricity grid, n fose with govermment paficy

Figure 17: Key milestones for Decarbonisation of Travel and Transformation
Source: NHS England

31


https://www.england.nhs.uk/long-read/net-zero-travel-and-transport-strategy/
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As an ICB we will facilitate collaboration across providers to assist in the development
of their sustainable travel strategies with a focus on assessment of the infrastructure

requirements for patients, staff, and the public.

To assist this, we will strengthen our strategic partnerships with local authorities to
maximise funding and infrastructure opportunities. The Transport Act 2000 requires all
Highway Authorities to produce a Local Transport Plan (LTP). These plans address
active travel, public transport, and developing the infrastructure to support changing

travel demands such as the increased need for EV charging and grid requirements.

As a system we recognise the limitations to green travel that a rural and sparely
populated geography such as ours presents. However, there is a real commitment to
greener travel form both our local authorities and we will expand on how we can support
our staff and public to make use of greener modes of transport in commuting to our sites
alongside the expansion of care within our neighbourhoods and digitally enabled care.

Reference Shropshire’s Local Transport Plan and Telford and Wrekin Local Transport

Plan.

Our third priority will focus on Sustainable procurement through integrating the
purchasing of zero emission vehicles into procurement practices and where possible
that vehicles which are part of lease schemes are aligned with the roadmap targets and
interim milestones. We will require the ICB and our providers to undertake equity impact
assessments of their salary sacrifice lease schemes to ensure we balance accessibility

to the scheme with benefits from the scheme.

4.6 Estates and facilities

Our Estate has a significant role in reducing our Scope 1 emissions and organisations
within our system have made huge progress with reducing our direct emissions burden.
by installing photovoltaic (PV) solar panels, replacing lighting for LEDs, replacing boilers
and associated equipment with ultra-efficient alternatives, improving to buildings and

pipework.
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https://www.telford.gov.uk/roadworks-transport-and-streets/local-transport-plan/
https://www.telford.gov.uk/roadworks-transport-and-streets/local-transport-plan/

This is in line with the four-step approach to decarbonise the NHS estate by 2040.

STEP 1 Make every kWh count STEP 2 Prepare buildings for
electricity-led heating

Investment needed £326m
Building Fabric Saving £15m pa

Carbon saving
114 ktCO.e

LED lighting Small appliances
376 ktCO,e

Bu g Management Carbon and energy
Systems 352 ktCO,e management

Switch to non-fossil
ilding services fuel heating

distribution systems

Coal boiler Hot water
removal .
Investment needed £1,322m 3 ktC0,e e’ i 55 kic0e

Saving £346m pa
Carbon saving

1,757 ktCO,e Oil boiler
removal

7 ktCO.e

15 ktCO,e

STEP 4 Increase on-site renewables

NP Imn?stment needed £1,936m :;::o;;::%s":nd
) PV installation Saving £131m pa 454 ktCOe
278 ktCO,e Carbon saving
278 ktCOze

Figure 18:Four-step strategy for decarbonization, focusing on energy efficiency and renewable energy
includes indicative numbers to illustrate the scale of the challenge to decarbonise the NHS estate
by 2040. These are not actual.

Source: Estates ‘Net Zero’ Carbon Delivery Plan

The Shropshire, Telford, and Wrekin Infrastructure (Estate) Strategy 2024 to 2034 has
been refreshed in September 2025. The refreshed priorities, objectives and enablers of

our system estate strategy reflect the 10 year Government Infrastructure Strategy

published in June 2025 namely developing infrastructure that is fit for purpose, fairer,
greener, resilient , innovative and digitally enabled. The commitment to the principles of
the decarbonisation of NHS estate remains in line with the four-step approach shared in
figure 18. Notable changes relate to partnering with Great British Energy to increase
NHS solar generation and the government’s intention to explore where and how Public
Private Partnerships and other different private finance models can be used for public
sector estates decarbonisation projects. Locally SaTH and RJAH have been successful
in securing public sector decarbonisation funds to address their decarbonisation plans.
Shropshire Community NHS Trust are currently receiving support from the Midlands Net
Zero Hub to formulate their heat decarbonisation plans and the ICB will work with NHS
regional colleagues to assist in exploring bidding for further inward investment for
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https://www.gov.uk/government/publications/uk-infrastructure-a-10-year-strategy

decarbonisation projects going forward once further information is released about the

new sources of monies.

The proposed group model between Shrewsbury and Telford Hospital NHS Trust and
Shropshire Community NHS Trust further enables collaborative efforts to maximise
opportunities, especially relating to funding bids with Shropshire Community Trust
building on the extensive work undertaken over the last three years by Shrewsbury and

Telford Hospital Trusts which has secured significant inward greener NHS funding bids

Our local estate strategy recognises that as a system we have challenges with ageing
and non-compliant estate. It also recognises that our rural geography creates
accessibility and colocation challenges and that our population and housing growth
places further demand on primary care and community services. Therefore, whilst we
seek to streamline estate, we acknowledge that our existing estate will require us to
update and rebuild over the next 10 years. As a system we will commit to achieving as
a minimum the net zero building standards to develop in an affordable way which aligns

with greener principles.

The NHS Net Zero Building Standard provides technical guidance to support the

development of sustainable, resilient and energy efficient buildings that meet the needs
of patients now and in the future. The mandatory standard applies from October 2023 to
all investments in new buildings and upgrades to existing facilities that are subject to HM
Treasury business case approval, and those that were at pre-strategic outline business

case approval stage on that date.

In the immediate short term, the ICB will work to identify opportunities to support primary

care estates decarbonisation, such as through the Boiler upgrade scheme where

eligibility criteria is met. We will also work with our general practices to share resources.
An example of this is our greener posters with QR codes to available resources that we

will share at protected learning events and via other channels across our system.
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Figure 19: the image outlines several Greener NHS Resources for People Working in Primary Care,
focusing on initiatives aimed at improving sustainability and reducing environmental impact within
healthcare.

Figure 20: The image for Greener Practice in Asthma Care, focuses on reducing the environmental impact

of asthma treatment, by addressing the carbon footprint associated with inhalers.

Longer term, through our cluster arrangements with Staffordshire and Stoke on Trent
ICB we seek to learn from and participate in their proposals to partner with Keele
University and the student led projects, working on Primary Care It is proposed one will
focusing on exploring decarbonisation options for Primary Care estate and the other on
adaptation to identify what and where impacts of prolonged extreme weather events will
have on Primary Care estate and the wider integrated care system. Staffordshire and
Stoke on Trent ICB have identified that the outputs will help feed into developing a
programme of work for Primary Care and demonstrate the potential for building on
workforce resilience and career pathways in sustainability within the NHS for both
universities and promoting the different career paths, as well as undertaking research,
feasibility studies and carbon audits of service areas.

Supply Chain and Procurement

Over 66% of the total NHS Carbon Footprint sits within the supply chain, therefore,

suppliers and procurement will play a pivotal role in reducing our emissions.
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To ensure a better quality of life now and for future generations, we need to look
seriously at the way we use the earth’s resources, operate our businesses, and live our
lives. A sustainable approach recognises the broader impacts of our actions and aims

to minimise any adverse effects.

Following publication of the Delivering Net Zero National Health Service report, NHS
England published the Net Zero Supplier Roadmap to help suppliers align with our net
zero ambition between now and 2030. The key steps and milestones in this Roadmap

are illustrated in 4.7.1 (figure 21).

STWICB inits’ role as a Strategic Commissioner recognises the impact of its purchasing
and procurement decisions on the regional economy and the positive contribution it can

make to our net zero goals.

Our _ICB Procurement Policy supports this plan in accordance with NHS England

guidance when selecting providers and completing due diligence assessments.

From April 2024 a tired approach to Carbon Reduction Plans (CRP) has applied:

a)  Afull Carbon reduction plan will be required for procurements of high value (£5m
per annum exc. VAT and above) and new frameworks, irrespective of the contract,
where relevant and proportionate to the framework.

b) A Net Zero Commitment will be required for procurements of lower value (below
£5m per annum exc. VAT and above £10k exc. VAT)

As an ICB we are committed to ensuring we applying the NHS Social Value Playbook

(July 2025) to drive environmental, social and economic benefits through procurement.
The playbook emphasises the flexibility of including Fighting Climate Change as a core
requirement to the contract deliverables or as social value theme for suppliers to deliver
above and beyond the core offer. The ICB will utilise its role through contract
management to ensure that commitments in contracts are delivered so the benefits of
greener procurement are realised in our system.

As system leaders we will support and engage with collaborative opportunities such

as:

o Setting up quarterly meetings between procurement team members from ICB
and system partners to share ideas, developments, and successes.

. Engage and work with local suppliers, where possible within current rules, to

reduce delivery mileage.
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4.7.1 NHS Net Zero Supplier Roadmap

From April

NHSH )\

Net Zero Supplier
Roadmap

From April

2028

Net Zero and Social Value

All NHS procurements include a minimum 10% net zero and social value weighting. The

net zero and social value guidance for NHS procurement teams helps to unlock health-specific
outcomes (building on PPN 06/20). Net Zero and Social Value will be applied via the Evergreen
assessment for NHS England Medicines tenders.

Carbon Reduction Plan

For all new contracts above £5 million per annum, the NHS requires suppliers to publish a
Carbon Reduction Plan for their UK Scope 1 and 2 emissions and a subset of scope 3 emissions
as a minimum (aligning with PPN 06/21).

From April 2024, this requirement is proportionately extended to cover all new procurements.

Carbon Reduction Plan for all emissions

All suppliers will be required to publicly report targets, emissions and publish a Carbon Reduction
Plan for global emissions aligned to the NHS net zero target, for all of their Scope 1, 2 and

3 emissions.

Product-level requirements

New requirements will be introduced overseeing the provision of carbon footprinting for individual
products supplied to the NHS. The NHS will work with suppliers and regulators to determine the
scope and methodology.

Figure 21: Actions required to achieve ‘Net Zero’
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ttps://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2024/04/NHS-Net-Zero-Supplier-Roadmap-2024.pdf

4.8 Food and Nutrition

The refreshed guidance does not require our system plan to address this area, however
as an ICB we will support through leadership and collaboration the trust requirements

relating to implementing the National standards for healthcare food and drink, which

requires NHS organisations to deliver high-quality, healthy and sustainable food and
minimise waste Key actions for our NHS Provider Trusts are to measure food waste in

line with the Estates Returns Information Collection (ERIC) and set reduction targets.

They are also required to consider opportunities to make menus healthier and lower
carbon by supporting the provision of seasonal menus high in fruits and vegetables and

low in heavily processed foods.

4.9 Adaptation

The latest Met Office's State of the UK Climate annual publication shows that the UK

has been warming at a rate of approximately 0.25 degrees C per decade since the

1980s. Extreme temperatures are becoming more frequent and more intense, sea level
rise is accelerating, winters are getting wetter, there is a longer leaf-on season and a
reduction in frost days by around a quarter since the 1980s. Globally data from World

Health Organisation indicates temperature and precipitation changes enhance the

spread of vector-borne diseases. Without preventive actions, deaths from such diseases

may rise.

As a result of climate change, extreme weather events such as flooding, drought, and
overheating are only expected to increase and intensify. Climate change induces both
immediate mental health issues, like anxiety and post-traumatic stress, and long-term
disorders due to factors like displacement and disrupted social cohesion. Air pollution

increases respiratory and cardiac issues as well as contributing to certain cancers.

Cumulatively these impacts are likely to lead to increased pressure on emergency
departments and on the system’s healthcare services, as well as having the potential to
disrupt local infrastructures, transportation of goods and services and supply chains. It
is vital that our ICS enhances its resilience in the face of these risks. Whilst our ambition
to achieve net zero via reducing our carbon emissions as an NHS will assist in mitigating
the risks and effects of climate change and severe weather conditions on our functions,

it is also necessary to build resilience into our systems via adaptability plans.
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https://www.england.nhs.uk/long-read/national-standards-for-healthcare-food-and-drink/#4-improving-sustainable-procurement-and-reducing-food-waste
https://digital.nhs.uk/data-and-information/publications/statistical/estates-returns-information-collection
https://www.metoffice.gov.uk/research/climate/maps-and-data/about/state-of-climate
https://www.who.int/news-room/fact-sheets/detail/climate-change-and-health#:~:text=In%20the%20short-%20to%20medium-term,
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This includes plans to mitigate the effects of flooding and heatwaves on the

organisation’s infrastructure, patients, and staff across sites identified as being at risk.

More than any area, this relies on multi-agency action. Local Authorities have developed

a key focus on the more significant areas of flooding in Shropshire, Telford, & Wrekin.

Current plans include:

o Identifying actions that will reduce the likelihood and consequences of flooding.

. Improve resilience, which is the capacity of people and places to plan for, better

protect, respond to, and to recover from flooding, while informing the delivery of

existing flood programmes.

o Work in partnership to explore wider resilience measures — including nature-

based solutions, property flood resilience and sustainable drainage systems.

. Plan and adapt to a changing climate through developing longer term, adaptive

approaches.

. Developed the Flood Plan Explorer to support these plans.

Source: Severn River Basin District Flood Risk Management Plan 2021 to 2027

39


https://www.ukauthority.com/media/12374/bentongue.pdf

Nature recovery delivers wide-ranging ecological, economic and health and wellbeing
benefits, which interconnect and overlap. For example, providing green space in urban
areas helps to lower temperatures in towns and cities, delivers cleaner air, improves
people’s mental and physical health, and provides wildlife with an important
steppingstone between habitats. Shropshire Council and Telford & Wrekin Council are
working in partnerships to develop a Local Nature Recovery Strategy to ensure a joined-
up approach to nature recovery across the area. The draft Shropshire and Telford &
Wrekin Local Nature Recovery Strategy (LNRS) has been published The LNRS will help

to inform how and where public and private funds are directed to restore and connect

nature-rich areas in the future. It will also help guide decision-making around land use,

biodiversity, and natural flood management.

As STW ICB we fully recognise the need to work with our partners at system and
particularly place level to adopt shared goals and plans on adaptation. Our Emergency
Planning and Resilience Leads have a role to play in this adaptation planning, and our
West Mercia Local Resilience Forum is a key forum for developing a shared approach
across partners on longer term adaptability planning. This would build on the proven
track record of managing climate events such as flooding and significant snow fall that
seasonally and more frequently impacts on care provision across our geography. In
ensuring regional resilience to climate change, the ICS acknowledges that some of the
actions may require the use of additional resources, which could potentially increase the
systems carbon footprint. Finding a balance between mitigation and adaptation is

therefore fundamental to achieving the long-term sustainability of the ICS.

40
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https://next.shropshire.gov.uk/environment/shropshire-and-telford-wrekin-local-nature-recovery-strategy/what-is-the-lnrs-and-why-is-it-important/

5. Governance

Oversight of climate-related matters is embedded within our system of governance. NHS
Shropshire, Telford, and Wrekin Board are supported by relevant committees, which
receive updates on sustainability, climate risks, and progress against our net zero
commitments. Operational responsibility for delivering the climate and sustainability
agenda sits with a designated executive lead and is supported by a multi-agency

Sustainability Group.

This group will coordinate and monitor the delivery of the Shropshire, Telford, and
Wrekin Integrated Care System Green Plan (2025-2028), facilitating collaboration
across NHS providers and local authority partners. Individual providers are required to
hold action plans for their organisational specific milestones and actions. This system
plan draws together the achievements from the last plan and our collective commitments

and opportunities for collaboration as a system.

In year, the progress of providers plans will be collaboratively shared via the System
Climate change group where the climate change group reports to and then reports to

Board levels. Annually progress will be reported via the Annual Plan requirements.

NHS STW ICB
Board

NHS STWICB
Strategy and Prevention Committee

{

NHS STWICB
System Quartelery Climate Change
Group
¥ ¥ v ¥
SaTH RJAH MPFT SCHT
Climate Change Group Sustainability Delivery Strategic Sustainability Estates Optimization
Group Group Group

A4

SCHT
Carbon
Reduction (CREQG)

Figure 23: Image of the STW ICS Governance Structure
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7.

Since the publication of the refreshed Guidance, there have been significant
Government announcements including the Government Rest which has signaled a
transition of the Green Agenda from ICBs to Providers over time. This plan is constructed
with a future vision of the System Climate Change Group assuming full responsibilities

collaboratively as providers.

The foundations for this are in place with the Climate Change Group co-chaired by
experienced Green Leads from Shrewsbury and Telford Hospital NHS Trust and Robert

Jones and Agnes Hunt NHS Foundation Trust.

Equality Statement

This plan has clearly identified the positive impact on reducing health inequalities that
achieving net zero will deliver. During the preparation and implementation of specific
programmes of change related to the initiatives described within this plan, Shropshire,
Telford, and Wrekin ICB are committed to taking appropriate steps to prevent
discrimination based on sex, racial or ethnic origin, religion or belief, disability, age, or
sexual orientation. Accessibility for people with disabilities will be considered during the
development and implementation of the Green Plan. All projects will show via integrated
impact assessments that they have examined the impact of funded activities on groups
with protected characteristics under the Equalities Act 2010 and under the duties to
reduce Health Inequalities as National Health Services Act 2006 and amended by the
Health and Care Act 2022:

Communications

Effective implementation of sustainable healthcare requires system-wide engagement,
participation, and collaboration. Therefore, we celebrate our Green Plan successes and

encourage engagement from all our staff and community.
We will seek to work with our system communication leads to develop and implement a

communications plan for the system Green Plan, which aligns with partner programmes

and builds a movement behind the Green Plan activities.
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This plan will develop in line with our scheduled deliverables and potential methods of

communication with our staff and patients, and the wider community are listed below:

° Dedicated ICS Green Plan web page for the public to be kept updated.

° Monthly Green Plan posts on social media channels.

° Information sharing within the ICS communications leads group.

° Updates within regular email bulletins to system stakeholders.

° Updates within ICS internal staff email bulletins.

. Bespoke communications around key sustainability awareness days.
° Annual updates on Green Plan progress.
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Acronym

Acronym Definition

CO2e accounts for carbon dioxide and other gases such as
C02e . .
ethane and nitrous oxide
DPI Dry Powder Inhaler
EPR Electronic Patient Records
GHG Greenhouse Gases
ICB Integrated Care Board
ICS Integrated Care System
MPFT Midlands Partnership NHS Foundation Trust
MS Microsoft
NICE National Institute for Clinical Excellence
pMDls Pressurised Metered Dose Inhalers
PV PhotoVoltaic (Solar panels that convert the Sun’s energy into
useful electrical power)
QIPP Quality, Innovation, Productivity and Prevention
REGO Renewable Energy Guarantees of Origin
The Robert Jones & Agnes Hunt Orthopaedic Hospital NHS
RJAH .
Foundation Trust
ROI Return on Investment
SATH The Shrewsbury & Telford Hospital
SC Shropshire Council
SCHT Shropshire Community Health NHS Trust
SM Salmeterol
STW CCG | Shropshire, Telford & Wrekin Clinical Commissioning Group
TW Telford & Wrekin Council
WMS West Midlands Ambulance Service
Wh Watt-hour




Appendix A

Workforce and Leadership (WL)

All organisations to maintain compliance

with:

e Named Board level lead.

¢ Report annually on progress of delivery of

Annual reporting via contractual process and

addition to e modules to gain Carbon Literacy
Status

WL1 green plans, to their board and publish this | Greener NHS Submission (Quarterly) May 2026 and recurring
in their annual report, including actions
taken and planned, with quantitative
progress data.
e Complete NHS Data Collection
Report with recommendations/options for December 2025
Undertake an analysis of operational support | improved collaborative system roles presented to
WL2 for delivery of this green plan and to future System Transformation group and to future proof
proof for devolving Green Plan to providers change of ICB functions.
as per for ICB model blueprint.
Implement agreed recommendations / options February 2026
All organisations to achieve an increase in
ﬁigﬁ%ﬁ?&g;:ﬁaﬁxg ?rg?r\]/i(ra\qalflﬁiszi\% lor Completion of ba_seline asses_sments of training March 2026
; . access / completion of essential to role staff
via e-learning modules.
Organisations should identify essential roles ic\altetlargets for increase at individual provider/ ICB | April 2026
WL3 as target staff population recognising 10-year )
plan ambition to reduce mandatory training. Deliver evidence of increase. April 2027
Senior leads / SRO for Greener NHS should No of senior staff. SROs who have completed
complete free carbon literacy training in training ’ October 2026
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https://future.nhs.uk/sustainabilitynetwork/view?objectID=40570224
https://learninghub.nhs.uk/catalogue/Carbon-Literacy-for-healthcare

Ensure ongoing relevance of the plan to Initial 6-month review of System Green Plan April 2026 and then
WL4 . i Actions, via face-to-face workshop, then 12 annually for duration of

monitor progress towards net zero ambitions

monthly thereafter. the Plan
Net Zero Clinical Transformation (NZCT)
o . . - Lead shared within Provider Plans
NzoTr | A oganisatons denty cinclead forne
' Lead identified for the ICB

Ensure that consideration of greener NHS

and sustainability principles are considered Revised IIA form including refreshed

when reviewing impacts of new proposals Sustainability impact screens is launched and in December 2025

across the ICB via completion of use across ICB.

sustainability screening questions in revised

IIA process / form.
NZCT2 Audit of review of completeness of screening | A copy of the audit will be taken to the Climate September 2026

section for Greener/ Sustainable NHS and Change Group

report of findings to Climate Change Group in

relation to Strategic Decision making in ICS

Provider organisations to review internal

business case proposals to ensure Individual providers complete audit of internal December 2025

sustainability screening is built into processes and develop associated action plan.

paperwork

Introducing a network of Net Zero clinical Active clinical network established. January 2026

champions.

Number of pathways focus on reducing

Task network with completing quality emissions. September 2026
NZCT3 improvement project(s) in the clinical area(s)

that focus on a measurable reduction in Clear evidence of reduction in healthcare

emissions, with co-benefits for outcomes and | inequalities in chosen clinical area e.g., evidence March 2028

quality of care, efficiency and reducing of narrowing health outcomes utilsing STW Health

healthcare inequalities. There is guidance inequalities dashboard.
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provided in 5 key areas within the NHS

Greener Guidance Refresh.

e e ing | Repors o Systam Clmate Group on s ragular

USe o?‘ sinale use items and or redgce 9 | basis of adoption of greener clinical practices and

unnecessgry clinical waste evidence of collaboration across providers to
NZCT4 _standardlse pract_lce across the ICS including Commence Q4 2025/26

S . involvement of primary care.

This will support work to reduce emissions

across patient pathways_, spanning primary, Quantitative measure of savings / reduction in

secondary and community care and the third items used because of greener practice

sector. ’

Digital Transformation (DT)
. : % of individuals utilising transformed digital

A" system pgrtners actl\(e_ly contrlbgte to the pathways disaggregated by key demographics of .

implementation of the Digital Inclusion Plan N e o Commencing August
DT1 S ST - age, deprivation and ethnicity reported via internal :

to maximise participation in our digital ) . ; 2025 and ongoing

. performance reporting and included in Schedule

transformation as a system. 5N

STW ICS to join the Community of Practice Evidence of active contribution and two ways of Quarterly at Climate
DT2 for Greener Digital Programme; to enable sharing best practice in reporting templates to change érou

collaborative work, sharing of best practice. Climate Change Group 9 P

- : Commence November

Supported by the Digital Maturity Assessment 2025 with full

embed What good looks like framework to embedded b yMarch
DT3 prioritise sustainability in the procurement, | Reporting by System Digital Group Lead to 2028 y

design and management of digital services to | Climate Change group on a 6 monthly basis

meet the objectives of the Greening

government: ICT and digital services strategy
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https://transform.england.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
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.gov.uk/government/publications/greening-government-ict-and-digital-services-strategy-2020-2025/greening-government-ict-and-digital-services-strategy-2020-2025

Medicines (M)
Emissions (tCO2e) and volume (litres) of nitrous
oxide by trust  Trusts and systems (aggregate of
trust data) Greener NHS dashboard
Achieve the targets (to be set by Regional . . . First review March 2026
M1 NHSE) in relation to Nitrous gases Err_ussmns (tCO2e) and "°'“”.‘e (litres) of nitrous then Quarterly there after
oxide and oxygen (gas and air) by trust
Trusts and systems (aggregate of trusts Greener
NHS dashboard
Average inhaler emissions per 1,000 patients . .
Reduce the carbon impact of inhalers (total Systems (aggregate of primary care data) E;Sr;[ g:;ergrl}ﬂatfgrsg?‘tir
impacts - SABA & Non-SABA), Greener NHS dashboard y
demonstrating year in year reduction through
promotion of greener prescribing guidelines. | Mean emissions of Short-acting beta-2 agonist
(SABASs) inhalers prescribed Greener NHS
dashboard
M2 Systems (aggregate of primary care data)
% of non-SABA inhalers that are MDIs Systems
(aggregate of primary care data) Greener NHS
dashboard
To include targeted Primary care support for | Evidence of guidelines in prescribing formulary.
implementation of Asthma Guidelines. December 2025
Evidence of attendance at General Practice
Protected Learning Events.
Reduce medicine wastage through the To be monitored as per individual programme
M3 Think Twice Order Right Campaign and other | implementation plan KPIs and reported to Climate | November 2025 and on
campaigns in line with National medicines change Group via Medicines Optimisation going
optimisation opportunities 2024/25 reporting Template
M4 Isr;trr]z?#:e a system wide inhaler recycling Evidence of scheme set up and spread of venues July 2026
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https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://www.england.nhs.uk/long-read/national-medicines-optimisation-opportunities-2023-24/
https://www.england.nhs.uk/long-read/national-medicines-optimisation-opportunities-2023-24/

Geme st J[eneciigy i

Travel and Transport (TT)
December 2026 onwards
(for new lease
agreements)
TT1 All organisation to offer only ZEVs in salary Trusts and systems (aggregate of trust data) Enter new lease
sacrifice schemes. Greener NHS dashboard arrangements for zero-
emission vehicles only
from December 2027
onwards.
Develop a sustainable travel plan, to be
incorporated into the green plan (including
sustainable travel-related schemes for staff
TT2 Z‘CIUd'r.]:q park and ride options with Local Plan presented to Climate Change Group December 2026
uthorities.
Plan should include evidence of working with
Local Authority transport schemes
Estates and Facilities (EF)
Emissions from fossil-fuel-led heating sources Remove all oil primary
Trusts and systems (aggregate of trust data) heating systems by
System Partners to refresh and review 2028.
EF1 decarbonisation plans, with additional support | Number of oil-led heating systems
for those who have yet to implement key Phasing out of all
decarbonisation plans Trusts and systems (aggregate of trust data) existing fossil-fuel
Greener NHS dashboard primary heating systems
by 2032
Engage with General Practice colleagues Number of protected learning time sessions
t attended by HI team (for general Practice subset
o promote Greener NHS agenda and of Primary Care) Commence November
EF2 maximise opportunities to support primary 2025 and ongoing
care estates decarbonisation, such as N N . throughout plan.
through the Boiler upgrade scheme umber of applications to boiler scheme
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https://tabanalytics.data.england.nhs.uk/#/workbooks/3237/views
https://tabanalytics.data.england.nhs.uk/
https://www.gov.uk/apply-boiler-upgrade-scheme

Number of primary care practices who qualify and
then successfully apply for Boiler Upgrade
scheme
Evidence of engagement with General Practice of | Minimum of 60% of
Support practices to comply with the requirements and resources to assist clinical waste as
EF3 requirements within the Simpler Recycling offensive waste by 2026
policy (DEFRA). Evidence of compliance GP practices disposal of
a clinical waste as offensive waste (tiger bags) 70% by January 2028
Commission new build / refurbishments in Evidence of compliance shared at Climate Onggmg as per capital
EF4 ; : and infrastructure
line with net zero standards Change Group .
strategies
Supply Chain and Procurement (SP)
ICB contracts to ensure all suppliers
compliant with requirement to publicly report
targets, emissions and publish a Carbon . . . . .
SP1 Reduction Plan for global emissions aligned \éfn?rgg,:rsgtlsewew Meetings and included in From April 2027
to the NHS net zero target, for all their Scope
1, 2 and 3 emissions.
New requirements will be introduced The NHS will work with suppliers and regulators
overseeing the provision of carbon foot to determine the scope and methodology. This .
SP2 printing for individual products supplied to the | action will be further updated on plan refresh in From April 2028
NHS as part of procurement process. 2026.
To report ongoing compliance with previous
Net Zero roadmap requirements:
e  From April 2022: All NHS procurements
include a minimum 10% net zero and Confirmation via reporting template in Climate
social value weighting. P 9 P ) November 2025 and
SP3 . X Change Group Quarterly by Goods and Services
e  From April 2023: for all new contracts quarterly thereafter
L Procurement Leads
above £5 million per annum, the NHS
requires suppliers to publish a Carbon
Reduction Plan for their UK Scope 1 and
2 emissions and a subset of scope 3
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emissions as a minimum (aligning
with PPN 06/21
e From April 2024: proportionately
extended the Carbon Reduction Plan
requirements to cover all new
procurements.
Adaptation (A)
System EPRR leads to formulate a
comprehensive, long term climate adaptation
plan including how we improve climate
A1 resilience of local sites and services, Completed Plan March 2026
including digital services, The use of the NHS
Climate Change Risk Assessment (CCRA)
tool is advocated for this plan .
. . - " Included within plan for Action A1 March 2026
Ensure compliance with provisions within the
NHS adaptation provisions within the NHS . . L . o
Monitoring of inclusion in business continuity
Core Standards for emergency ; March 2026
” plans via contractual processes.
A2 preparedness, resilience and response
(SEPRoth) sgg;:g;z;t;?dgﬂr?oggsgég Evaluation and learning feedback post events .
bp y 9 triggering Business Continuity plans relating to Ongoing as they occur
weather events 7
environmental causes
Ensure system level plans for severe weather
events demonstrate how we work in | Evidence of plans and Local resilience forum March 2026
partnership  with emergency response | discussions arc
A3 colleagues and others to identify
interdependencies between services and the | Evaluation and learning feedback post events Onaoing as thev oceur
necessary mutual aid requirements to prevent | triggering system level severe weather plans going y
service disruption
Monitor changes in vector-borne diseases
A4 because of climate change to provide more Linked to UKHSA monitoring. Ongoing
accurate advice on where and when the
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https://www.england.nhs.uk/publication/climate-adaptation-resources/
https://www.england.nhs.uk/publication/climate-adaptation-resources/
https://www.england.nhs.uk/publication/climate-adaptation-resources/
https://www.england.nhs.uk/publication/emergency-preparedness-resilience-and-response-core-standards/
https://www.england.nhs.uk/publication/emergency-preparedness-resilience-and-response-core-standards/
https://www.england.nhs.uk/publication/emergency-preparedness-resilience-and-response-core-standards/
https://www.england.nhs.uk/nhs-standard-contract/

likely hotspots in the region will be, and what
to do if affected.
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' Car‘e SyStem Shropshire, Telford
Shropshire, Telford and Wrekin and Wrekin

1. ICB 25-11.235 — NHS Shropshire, Telford and Wrekin
Chief Executive Officer’s Report

Meeting Name: NHS Shropshire, Telford and Wrekin Integrated Care Board
Meeting Date: Wednesday 26™ November 2025

Report Presented by: Simon Whitehouse, NHS STW, Chief Executive Officer
Report Approved by: Simon Whitehouse, NHS STW, Chief Executive Officer
Report Prepared by: Various colleagues across NHS STW

Action Required: For Noting and Approval

1.1. Purpose
1.1.1. The purpose of this paper is to share with Board members an update
across several business areas that are not reported elsewhere on the
agenda. The paper provides a generic update on activities at a
national, regional and local level.

1.2. Executive Summary

1.2.1. The report provides updates in the following areas:
e The local diabetes survey.
e EPRR Core Standards and Accountable Emergency Officer
Update
The National Neighbourhood Programme.
The All-Age Autism Review
Prescription Ordering Direct service engagement
Mental Health Inpatient Transformation engagement
Integrated Care System Digital Inclusion
The new CAMHS Service Model — Contract Award and
Mobilisation
Seasonal Vaccination Update
e NHS STW ICB'’s exit from the Recovery Support Programme
(RSP)

1.2.2.  The report requests approval of amendments to NHS STW ICB
Constitution and Governance Handbook.

1.3. Recommendations
1.3.1. Note the contents of the report.
1.3.2. Approve the amendments to NHS STW Constitution and Governance
Handbook.

1.4. Conflicts of Interest
1.4.1. None.

ﬁ
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1.5

1.6.

1.7.

1.8.

Links to the System Board Assurance Framework (SBAF)
1.5.1. The report covers various national, regional and local updates that may
contribute to mitigating some of the risks identified on the SBAF.

Alignment to Integrated Care Board
1.6.1. The report demonstrates alignment to the Integrated Care Board
through the various collaborative activities undertaken.

Key Considerations

1.7.1. Quality and Safety: The report reflects a strong commitment to
improving quality and safety across services. Initiatives such as the
Diabetes Transformation Programme, CAMHS redesign, and Mental
Health Inpatient Transformation are grounded in public and
professional engagement, aiming to enhance early intervention, care
coordination, and patient experience.

1.7.2. Financial Implications: While specific financial figures are not
detailed, the report outlines strategic planning aligned with the Medium-
Term Planning Framework, which includes financial obligations and
reform initiatives.

1.7.3. Workforce Implications: Workforce development is a recurring
theme, particularly in the NNHIP and Digital Inclusion initiatives. The
emphasis on Integrated Neighbourhood Multi-Disciplinary Teams
(INT/MDTSs), Digital Champions, and stakeholder engagement events
highlights the need for upskilling, collaboration, and capacity-building
across the system.

1.7.4. Risks and Mitigations: The report acknowledges system-wide risks
such as digital exclusion, service transitions (e.g., POD closure).
Mitigations include robust engagement strategies, collaborative
planning workshops, and phased implementation of new models.

1.7.5. Engagement: Extensive engagement is evident throughout the report,
with public surveys, outreach events, and stakeholder workshops
informing service redesigns.

1.7.6. Supporting Data and Analysis: The report draws on various survey
data, uptake metrics for vaccinations, and digital adoption trends.
These data points inform decision-making and help track progress
against strategic goals.

1.7.7. Legal, Regulatory, and Equality: The report shows awareness of
legal and equality duties, with the implementation of RADF to support
reasonable adjustments and the use of Easy Read formats in
engagement.

Impact Assessments
1.8.1. Has a Data Protection Impact Assessment been undertaken? No

ﬁ
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1.8.2.

Has an Integrated Impact Assessment been undertaken? No

1.9. Attachments

1.9.1.

Appendix 1 - NHS England Letter dated 7t October 2025 confirming
formal notice from RSP.

2. Main Report

2.1. Introduction

2.1.1.

The purpose of this paper is to share with Board members an update
across several business areas that are not reported elsewhere on the
agenda. The paper provides a generic update on activities at a
national, regional and local level.

2.2. Diabetes Survey Update

2.2.1.

2.2.2.

2.2.3.

2.2.4.

2.2.5.

Diabetes remains a priority across Shropshire, Telford and Wrekin.
After COVID-related delays, we renewed our system-wide commitment
this year through three collaborative events and a public survey. In
March, partners shaped a shared vision and launched improvement
projects. In July, we deepened collaboration and laid the groundwork
for a system-wide diabetes network. In September, we shared
progress, improved service visibility, and agreed next steps.

Alongside this, a public survey ran from March to May with around 400
responses with engagement and support from GP practices, councils,
schools, VCSE groups and places of faith, ensuring diverse voices
were heard. The final report will be published on the ICB website.

Six clear themes came through:

1. Help people understand diabetes.
Clear guidance on symptoms and when to seek help.
Easier digital access to trusted resources.
Practical diabetes management support.
Stronger peer support groups.
Better-integrated mental health support for those with diabetes.
In response, we are developing a dedicated diabetes webpage as a
single trusted page, standardising signposting to care and support
across our region.

OO0k wWN

Next steps are to publish the survey report and launch the webpage
with symptom guidance and local signposting. The survey insights will
also be used to inform, and direct, the Diabetes Transformation
Programme as we move forward.
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2.3. EPRR Core Standards and Accountable Emergency Officer Update

2.3.1.

2.3.2.

2.3.3.

2.3.4.

2.3.5.

2.3.6.

Each year, NHS partners are obliged to complete the nationally
mandated NHS Core Standards for Emergency Preparedness,
Resilience and Response (EPRR) assurance process, which sets out
the minimum requirements in relation to resilience. The 2025 process
has now concluded. The results have been formally agreed by NHS
England Midlands and were presented to the West Mercia Local Health
Resilience Partnership on the 19" November 2025.

NHS STW ICB has increased its level of compliance with the Core
Standards from partially compliant in 2024, to substantially compliant in
2025, with 91% of applicable standards being rated as fully compliant.
This is significant progress over the past 2 years.

In addition, all partners across the STW footprint have maintained or
improved their level of compliance since 2024, as follows:

e Shrewsbury and Telford Hospitals - increased from partially to
substantially compliant

e Shropshire Community - maintained their substantially compliant
rating

¢ Robert Jones and Agnes Hunt — increased from non-compliant
to partially compliant.

HealthHero was not included in this year's Core Standards assessment
within the STW area, as their contract commenced while the assurance
process was underway. However, in line with their existing contract,
they were assured by Bath and North-East Somerset, Swindon and
Wiltshire ICB and received a compliance rating of fully compliant.

All partners should be congratulated on their hard work and the level of
commitment demonstrated to improving EPRR arrangements across
the system.

The Annual EPRR Report will be presented to the Board in March
2026, providing a full overview of the 2025 Core Standards process
and updating on the ICB’s progress against the EPRR workstream.

ﬁ
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2.4.

2.3.7

lan Bett, Chief Delivery Officer has now left the organisation. During
the transitional period covering the appointment of the new Executive

team, it has been agreed that Vanessa Whatley, Chief Nursing Officer,
will cover the Accountable Emergency Officer for EPRR portfolio.

National Neighbourhood Programme Update (NNHIP)

2.4.1.

2.4.2.

2.4.3.

2.4.4.

2.4.5.

After a successful application to the NNHIP, in September Shropshire
joined the first wave of 43 Places on this national programme and is
now collaborating with a national coach to develop a new approach.
The core focus is one that helps people across the county stay happy,
healthy, and connected to their communities.

The NNHIP is a large-scale national change programme, that will
gather and disseminate learning to create exemplars and embed the
culture required for delivery. It is overseen by a joint DHSC/NHSE
Taskforce which reports to the Secretary of State. The Taskforce has
four enabler subgroups: workforce, digital/data, funding flows and
estates.

The NNHIP in Shropshire is a partnership between NHS STW,
Shropshire Council, local GPs, NHS Trusts, and the Voluntary and
Community Sector, working together to lay the groundwork for
Neighbourhood Health. The national programme's primary focus is on
the development of Integrated Neighbourhood Multi-Disciplinary Teams
(INT/MDTs) which wrap care around the person. INTs are one of the
underpinning components of the Neighbourhood Health Service
described in the NHS 10 Year Plan. The model to be implemented
complements the NHS’s bio-medical model with a psycho-social
approach with an emphasis on seeing the patient in the round. The
focus is on helping them solve whatever problems are most standing in
their way and, ultimately, empowering them to take greater control of
their lives and their health. In the first instance, the focus will be on
adults with complex long-term conditions and escalating health needs.

Our local NNHIP multistakeholder team attended the first of 3 regional
learning events on 23 October. Taking the learning from this
workshop, through a collaborative approach in each of Shropshire's 5
neighbourhoods, we will develop a local delivery plan which is flexible
on ideas and methods but clear on the expected results. A local
planning workshop with all partners is scheduled for 13 November.

The initial priority is to agree our local Shropshire focus, programme
scale and associated delivery plan which moves us into implementation
at pace.

5
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2.5.

2.6.

2.4.6.

2.4.7.

Whilst Shropshire joining the national programme is a significant
achievement, there was disappointment that Telford & Wrekin Place
was not selected. However, given the strong relationships across
Shropshire, Telford and Wrekin, and the involvement of NHS Trusts,
Primary Care Networks and other partners in both Place Partnership
Boards, we remain committed to sharing learning and improvements
across the system and working as one to better support the needs of
our local communities.

The work will align to the recently published medium-term planning
framework, which contains a significant focus on neighbourhood
development; and we also expect further detailed documents on the
NHS Model Neighbourhood framework in the next few weeks.

All-age Autism Review

2.5.1.

25.2.

2.5.3.

254.

We undertook public and professional engagement to understand
people’s views and feedback about ADHD and autism services to help
shape improvements for children, young people, adults, and

families. This included looking at existing insight gathered by our
partners.

The engagement approach included a public and professionals survey,
face-to-face community outreach, workshops, community engagement
partners, with communications and engagement toolkits shared
through local media, community contacts, system partners and ICB
channels.

The engagement concluded on 31 October 2025.

The insight gathered is in the process of being analysed to identify
what is working well, what support is missing, and how we can make
best use of the resources available. Further updates will be provided as
this work is progressed.

Prescription Ordering Direct (POD) service

2.6.1.

As part of a review of the Prescription Ordering Direct (POD) service,
and in line with national priorities to improve digital access to services,
the decision has been taken to decommission the POD service. We
appreciate that this has had an impact on the staff in the service, the
patients that use the service and the GP Practices that were linked to
the service. | acknowledge the impact on staff employed in the ICB is
significant, and | want to take this opportunity to thank them for the
work that they have done as part of this service. The senior team will
continue to support all colleagues as part of this decommissioning
process and ensure that there is support in place where this is
required.

E
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2.6.2. The review that was undertaken to help inform this decision,
established that, in many areas, the service duplicates functions
already offered through the NHS App and through services offered by
our local GP practices. The review further highlighted risks re

2.6.3. On 29 September 2025, the ICB launched a public engagement
initiative to understand how best to support patients in safely managing
their repeat prescriptions once the POD service ends in late November.

2.6.4. Engagement closed on Sunday 9 November, and we have heard from
over 1,500 patients across the county.

2.6.5. Our approach has included an online survey, Easy Read surveys
returned by freepost, support from our voluntary and community sector
partners and face-to-face patient engagement in practices.

2.6.6. We continue to work with practices to support them with a safe and
smooth transition away from the service and with partners to ensure
there are digital support options available within communities. We will
continue to ensure that support is available as this transition continues.
We acknowledge that this has required some of our Practices to put
systems in processes in place that support this transition and we are
grateful for their continued efforts to ensure that patient care remains
central at all times.

2.7. Mental Health Inpatient Transformation

2.8.1 As part of the delivery of the 2024-2027 strategy for adult mental
health inpatient services, a public and professional engagement
exercise was undertaken across Shropshire, Telford and Wrekin.

2.8.2 Over 130 responses were received (100+ public, 30+ professional) via
an online survey which closed on 4 November 2025. A professional
stakeholder listening event was held on 19 November 2025 to gather
further insight.

2.8.3 Feedback will inform the future model of care, with a focus on earlier
intervention, improved inpatient experience, and care closer to home.

2.8. Integrated Care System Digital Inclusion

2.8.1. The ICS Digital Inclusion Group, a sub-group of the ICS Digital Delivery
Group, has been established to oversee the delivery of the system-
wide plan for reducing digital exclusion.

2.8.2. The plan for reducing digital exclusion has been created and agreed by
all partners and focuses on five key areas:

7
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2.8.3.

2.8.4.

1. Using data and intelligence to identify people and communities
most at risk of digital exclusion.

2. Strengthening Digital Champions and Ambassadors to help staff,
residents, carers and volunteers access digital health tools.

3. Creating practical resources and tools, including a Digital Inclusion
Toolkit and training materials.

4. Improving access to devices and data through partnerships with
local authorities and charities.

5. Improving accessibility so all patient information is clear, easy to
understand and available in multiple languages and formats.

System partners are working together and pooling their resources to
deliver the plan.

Progress to date includes:

e Regular digital-literacy drop-ins and training sessions via local
authorities, Primary Care Networks and GP practices are
empowering residents to adopt digital health care self-service
solutions.

e Refurbished and donated devices made available through
partners and charities are providing more people with the means
to access and to get online.

e Community learning programmes such as Get Connected and
Learn My Way helping residents build confidence online.

e NHS App adoption continuing to rise across Shropshire, Telford
and Wrekin.

¢ Reasonable Adjustments Digital Flag (RADF) is being
implemented. It will ensure that people with disabilities or
reasonable adjustments are identified and that services are
adapted to their needs where possible.

2.9. New CAMHS Service Model — Contract Award and Mobilisation

2.9.1.

2.9.2.

2.9.3.

2.9.4.

Following a formal procurement process under the national Provider
Selection Regime, Midlands Partnership University NHS Foundation
Trust (MPFT) has been awarded the contract to deliver a redesigned
Child and Adolescent Mental Health Services (CAMHS) model across
Shropshire, Telford and Wrekin.

The new model has been shaped by extensive engagement and
focuses on early help, improved access, and joined-up care.
Mobilisation is now underway, with the refreshed service due to go live
on 1 April 2026.

Implementation will be phased over three years to support a smooth
transition and sustainable transformation.

2.10. Seasonal Vaccination Update
2.10.1. The system is working hard to promote uptake of flu, COVID-19 and

RSV vaccinations across Shropshire, Telford and Wrekin. A

ﬁ
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2.10.2.

communications toolkit has been developed and shared with partners
to support consistent messaging and outreach to all eligible cohorts.
Key target groups include children aged 2—3, pregnant women, and
people at high clinical risk.

In STW, over 290,000 people are eligible for a free flu vaccine locally
(30.9% uptake to date), with 125,000+ eligible for a COVID-19 booster
(TBC% uptake to date) and 33,104 eligible for RSV (with 62.5% uptake
to date).

2.11.Proposed ICB Constitution and Governance Handbook changes

2.11.1.

2.11.2.

Work to support successful clustering between NHS Shropshire,
Telford and Wrekin ICB and NHS Staffordshire and Stoke on Trent ICB
is now happening at pace, with the creation of, and appointment to, a
joint Executive Team to support both ICBs as Strategic Commissioners
and a voluntary redundancy scheme for NHSE and ICBs recently being
announced.

There are some changes to the ICB’s Constitution and the Governance
handbook to support this work that the Chief Executive wishes to
propose, which have been highlighted by the Chief Business Officer to
support the effective and efficient discharge of ICB functions, which the
Board is asked to approve and are outlined in summary below:

1. An amendment is required to the ICB’s Constitution to accurately
reflect the change in some Executive role titles as a result of the
management of change process. The board is asked to note that the
total number of Executives has also increased from 4 to 5 not
including the CEO. Please note that Chief Finance Officer, Chief
Nursing Officer and Chief Medical officer remain the same.

Primarily those sections that need to be amended are 2.2.2/2.2.3/3.13
with an additional paragraph 3.14 required to be added:

e Delete references to the Chief Delivery Officer role which now no
longer exists.

e Add two new executive roles: Chief Officer Strategy and
Improving Outcomes and Chief Officer System Development and
Integration.

e Make amendments to Executive titles throughout the Constitution
and Governance Handbook where required.

2. To maintain a balance between executive and non-executive voting

board members, the number of non-executive directors on the Board
now needs to be increased in the Constitution from four to five. This
also has the advantage of aligning the number of non-executive

9
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board members on NHS Shropshire, Telford and Wrekin ICB with
those on NHS Staffordshire and Stoke on Trent ICB.

Primarily those sections that need to be amended are 2.2.2/2.2.3/3.12

3. To ensure that the ICB has proper governance in place to administer
the recently announced NHS voluntary redundancy scheme, NHS
England has advised that the ICB delegates the function of
considering redundancy to its Remuneration Committee.

It is recommended that the following paragraph be inserted into the
Remuneration Committee’s terms of reference in the Governance
handbook, section 6.1.4 which outlines the Committee’s authority to
make specified decisions on behalf of the Board:

“The Committee’s duties include, for all employees, approval of any
proposed redundancy, severance or settlement costs and payments,
where necessary providing this in advance of any authorisation
needed from NHS England and the Treasury.”

In addition, it is also recommended that the ICB’'s Scheme of
Reservation and Delegation set out in the Governance Handbook, is
also amended with the following line added under section 5. ‘People’:

NHS Shropshire, Telford and Wrekin - Scheme of Reservation and Delegation

Delegation

Decision / Function

Reserved by
the Board
Committee

Director

Committees

Statutory

Committees

PLACE based
/ Provider

5. People

Approval of any proposed
redundancy, severance
or settlement costs and
payments, where
necessary providing this
in advance of any
authorisation needed
from NHS England and
the Treasury.
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Finally, there is one minor amendment needed to section 3.1
‘Purpose’ of the Remuneration Committee Terms of Reference, to add
at the end of the paragraph “excluding the chair” which now aligns
with the NHS England Remuneration Committee template:

‘3. Purpose

3.1The Committee’s main purpose is to exercise the
functions of NHS STW relating to paragraphs 17 to 19
of Schedule 1B to the NHS Act 2006. In summary:

e Confirm NHS STW Pay Policy including adoption
of any pay frameworks for all employees including
senior managers/directors (including board
members) and non-executive directors, excluding
the chair.’

NHS Shropshire, Telford and Wrekin Integrated Care Board is asked to:

2.11.3. APPROVE the proposed amendments to the Constitution outlined in
(1) and (2) above for onward recommendation to NHS England for
ratification;

2.11.4. APPROVE the proposed amendments to the Remuneration Committee
Terms of Reference in the Governance Handbook outlined in (3)
above.

2.12.STW ICB’s Exit from the Recovery Support Programme (RSP)

2.12.1. NHS STW ICB has received formal notification of the approval by the
NHS England Executive Performance, Quality and Delivery Group on
26 September 2025 that NHS STW ICB should transition out of the
RSP. This decision reflects demonstrable progress against RSP exit
criteria in finance, workforce, urgent and emergency care (UEC),
governance, and leadership. While challenges remain across the
system, alongside a commitment to continue to fully support the
delivery of SaTH's Integrated Improvement Plan, this is positive news.
In combination with the removal of the Legal Directions and
Undertakings earlier this year the ICB has been able to demonstrate
progress across a range of areas. A copy of the letter can be found at
appendix 1.

2.13.Recommendation
NHS Shropshire, Telford and Wrekin Integrated Care Board is asked to:

2.13.1. NOTE the contents of this report.

2.13.2. APPROVE the proposed amendments to the Constitution outlined
in (1) and (2) above for onward recommendation to NHS England
for ratification;

11

.ﬁ»
Ambition @ Compassion e Optimism



2.13.3. APPROVE the proposed amendments to the Remuneration
Committee Terms of Reference in the Governance Handbook
outlined in (3) above.

2.14. Appendices
Appendix 1 - NHS England Letter dated 7th October 2025 confirming formal
notice from RSP.
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Appendix 1. England
To: Mark Brassington
Director of Operational Improvement
Simon Whitehouse, Chief Executive Officer and Recovery Support Programme
. NHS England
lan Green, Chair Wellington House
Shropshire, Telford and Wrekin Integrated 133-155 Waterloo Road
Care Board London
SE1 8UG
7 October 2025

Dear Simon and lan,

Formal notice of Shropshire, Telford and Wrekin Integrated Care Board’s exit
from the Recovery Support Programme (RSP).

As you will be aware, a paper was considered at NHS England’s Executive
Performance, Quality and Delivery Group (PQD) on Friday 26 September 2025 to
recommend that Shropshire, Telford and Wrekin Integrated Care Board should
transition out of the Recovery Support Programme, having demonstrated sufficient
progress against RSP exit criteria for finance, workforce, UEC, governance and
leadership. | am pleased to confirm that PQD approved this recommendation. Please
accept this letter as formal notification that Shropshire, Telford and Wrekin Integrated

Care Board will now exit the RSP.

Thank you for all the hard work that you and your teams have contributed to improve
the quality of care for the people of Shropshire, Telford and Wrekin in a sustainable
way. You have made promising strides towards tackling the complex challenges that
led to the decision to support your organisation via the RSP, and while there is much
more to do to continue improving services for your patients, | hope you will feel able

to take a moment to acknowledge the improvement you have already achieved.

It is important to acknowledge that significant challenges still remain. Regional
colleagues will continue to work with you to ensure you are able to build on the
progress you have made during your time in RSP. Key priorities as you transition are
to support SaTH in the delivery of its Integrated Improvement Plan (lIP) (including
participating in evidence review panels chaired by NHSE Midlands) and to ensure that



NHS

England

a strong focus remains on addressing the ongoing UEC challenges through the
delivery of the UEC improvement plan.

Please be aware that following the publication of the VSM pay framework we are still
working with DHSC and Ministers on the application of, or withholding of, the 2025/26
pay award to organisations who were in RSP as of 1 April 2025. Colleagues will be in

touch to advise on next steps in due course.

If you wish to discuss the above or any related issues in more detail, please contact
myself, or Dale Bywater, Midlands Regional Director, in the first instance.

Kind regards

Mark Brassington
Director of Operational Improvement and Recovery Support Programme
NHS England
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England

Copy:

Glen Burley, Financial Reset Director and Accountability Director, NHSE

Sarah Jane Marsh, Urgent and Emergency Care and Operations Director, NHSE
Elizabeth O’Mahoney, Chief Financial Officer, NHSE

Dale Bywater, Midlands Regional Director, NHSE

Fleur Blakeman, Improvement Director, National Recovery Support Teams, NHSE
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1. ICB —-25-11.236 - System Board Assurance Framework
(SBAF) and Strategic Risk Register (SORR)

Meeting Name: NHS Shropshire, Telford and Wrekin Integrated Care Board
Meeting Date: Wednesday 26" November 2025

Report Presented by: Simon Whitehouse, NHS STW, Chief Executive Officer
Report Approved by: Alison Smith, NHS STW, Chief Business Officer

Report Prepared by: Angela Porter, NHS STW, Governance Manager

Action Required: For Assurance

1.1. Purpose
1.1.1. The purpose of this report is to present to the Board the System Board
Assurance Framework (SBAF) and those operational risks from the
Strategic Operational Risk Register (SORR) for both the system and the
Integrated Care Board (ICB) as a corporate body, that score 15 or above
in terms of likelihood and severity of risk, in line with the Risk Management
Policy.

1.2. Executive Summary
1.2.1. For ease of reference there have been the following changes to the
SBAF and SORRs:

1.2.2. System Board Assurance Framework — Appendix A

0 Risk 2a — Gaps in control, actions and mitigations have been
updated, to include owners and target dates. Current performance
highlights and risks on system partner’s risk registers have also
been updated.

0 Risk 2b — There have been amendments to actions and
mitigations, and current performance highlights have been fully
updated. There have also been minor amendments to Risks on
system partner’s risk registers section.

0 Risk 6 — Current performance highlights have been updated.

0 Risk 7 — Current performance highlights have been updated.

SBAF was discussed at the Board Development Session on 30" July
2025. There was a good conversation around the risks, and it was
agreed that there would be further discussion with a small working
group specifically around risks 1, 4, 6 and 7.

On 20™ October 2025 a number of Board members and senior
stakeholders met. This included representation from NHS STW ICB
Non-Executive Members, Executive Members and Trust and GP
Partner Members.
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A further discussion took place at the Board Development Session on
29" October 2025. This included an update on previous meetings and
a discussion around risk appetite.

The outcome of the above meetings and next steps are detailed below:

¢ Risk Appetite — There was valuable discussion at the Board
Development session on 29" October 2025. Overall, it was felt
that there was an increased risk appetite given stability within the
system, leading to increased resilience. However, it was felt that,
given the move to Cluster ICBs and the need to align across the
cluster, that the risk appetite should remain the same at this time.

e Next Steps - It has been agreed that the comments received from
the Board Development Sessions and the working group, will be
shared with risk owners with a view to updating the individual risks
1, 4, 6 and 7 accordingly prior to the next Board meeting.

1.2.3. System Strategic Operational Risk Register — Appendix B
0 Risk 3 — Existing sources of assurance, Action plan / cost / action
lead /(target date) /sufficient mitigation, target date for closure, and
risk owner have been updated.
0 Risk 4 - Action plan / cost / action lead /(target date) /sufficient
mitigation and target date for closure have been updated.
0 Risk 6 — Gaps in control or assurances and Action plan / cost /
action lead /(target date) /sufficient mitigation have been updated.
0 Risk 8 — opportunity and target date for closure have been
updated.
0 Risk 10 - Risk owner has been updated.
Risk 17 - Has been reviewed and risk level has been reduced.
Risk 18 — Opportunity, existing key controls and target date for
closure have been updated.
Risk 21 — This risk has been fully updated.
Risk 25 — Has been reviewed, with no updates.
Risk 28 - Has been reviewed, with no updates.
Risk 29 — This risk has been closed, as incorporated within other
risks on the SORR.
0 Risk 32 — New Risk

(elNe]
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1.2.4. ICB Strategic Operational Risk Register — Appendix C

0 Risk 1 — Gaps in control and Action plan / cost / action lead /(target
date) /sufficient mitigation have been updated. The plan is to
review this risk further after the Medium-Term Financial Plan
update in January 2026.

0 Risk 24 — Opportunity and target date for closure have been
updated. The plan is to update this risk further in December 2025.

0 Risk 28 — Action plan / cost / action lead /(target date) /sufficient
mitigation and Target date for closure have been updated.
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1.3.

1.4

1.5

1.6.

0 Risk 29 — Gaps in controls and assurances and Action plan / cost /
action lead /(target date) /sufficient mitigation have been updated.

0 Risk 30 — Has been closed, as it was felt that the organisation risks
are now captured under other risks.

0 Risk 32 — This was reviewed, but there were no changes at this
time.

0 Risk 33 — Existing key controls, Gaps in controls and assurances,
Action plan / cost / action lead /(target date) /sufficient mitigation
and target date for closure have been updated.

Recommendations

1.3.1. Note the report and accompanying appendices.

1.3.2. Review the populated System Board Assurance Framework (SBAF) to
affirm that sufficient levels of controls and assurances are in place in
relation to the organisation’s strategic risks, and the risks to the system’s
strategic objectives, are being properly managed.

1.3.3. Review the current risks from both Strategic Operational Risk Registers
(SORRS) that score above 15 for severity and likelihood and consider:

¢ If there are any additional assurances necessary; and

¢ if any additional risks or amendments to risks are required following
discussions in this Board meeting or in other forums i.e. recent
committee or group meetings.

1.3.4. Be Assured that the SBAF and SORR provide oversight of the strategic
risks to the system meeting the strategic objectives.

Conflicts of Interest
1.4.1. None.

Links to the System Board Assurance Framework (SBAF)
1.5.1. Risks are outlined within the SBAF and SORR.

Alignment to Integrated Care Board

1.6.1. The SBAF and SORR ensure that strategic risks related to health
outcomes and care quality are effectively managed, enabling the ICS to
focus on improving the health and healthcare services delivered to the
population.

1.6.2. By reviewing and addressing risks related to access and equity through
regular committee oversight, the SBAF and SORR supports the ICS’s
aim of reducing health inequalities and ensuring fair access to services
for all communities.

1.6.3. The SBAF and SORR is scrutinised by the Finance Committee to
ensure that financial risks are mitigated, allowing the ICS to enhance
efficiency, optimise resource use, and achieve better value for money
in delivering health services.

1.6.4. By managing risks related to workforce, culture, and strategic
commissioning, the SBAF aligns with the ICS’s goal of contributing to
the broader social and economic development of the local area,
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fostering collaboration across public services and improving community
wellbeing.

1.7. Key Considerations

1.8.

1.9.

1.7.1.

1.7.2.

1.7.3.

1.7.4.

1.7.5.

1.7.6.

1.7.7.

Quality and Safety: The SBAF and SORR serve as core tools for
identifying and mitigating risks that could compromise service quality
and patient safety.

Financial Implications: The SBAF and SORR are reviewed by the
Finance Committee, meaning they are actively used to track and
manage financial risks. There is specific reference to the Medium-
Term Financial Plan, show that financial planning is a key area of
concern. These frameworks help the ICB monitor financial
performance, to prevent overspend, and support efficient use of
resources, which is essential for maintaining service delivery.
Workforce Implications: The SBAF includes workforce risks as part of
its broader remit (as noted in the alignment with ICB objectives on
social and economic development).

Risks and Mitigations: Management of risk is the primary function of
SBAF and SORR. The report highlights that risks are regularly
reviewed, updated, and linked across system partners, which suggests
a robust approach to managing and mitigating risks. Notably, risks
have been updated or amended, and one risk is recommended for
removal, reflecting dynamic management and governance oversight.
Engagement: Updates across system partners and alignment with
strategic objectives require ongoing dialogue and consultation with
stakeholders (NHS England, local providers, communities).
Supporting Data and Analysis: The SBAF and SORR themselves are
forms of structured analysis, especially with the included risk scoring
matrix and performance highlights.

Legal, Regulatory, and Equality: The frameworks contribute to
equality monitoring by addressing strategic risks around inequalities in
outcomes, access, and experience (as noted under alignment with ICB
goals).

Attachments

1.8.1.
1.8.2.

1.8.3.

1.8.4.

Appendix A - System Board Assurance Framework (SBAF)
Appendix B - Strategic Operational Risk Register (SORR) for the
System showing risks of 15 or over

Appendix C - Strategic Operational Risk Register (SORR) for the ICB
as a corporate body showing risks of 15 or over

Appendix D - risk scoring matrix

Impact Assessments

1.9.1.
1.9.2.

Has a Data Protection Impact Assessment been undertaken? No
Has an Integrated Impact Assessment been undertaken? No
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NHS Shropshire, Telford and Wrekin Strategic Objectives:

Reducing Health Inequalities:

Wider determinants
Tackling health inequalities

Improving population health
Best start in life

Healthy weight

Alcohol drugs domestic abuse
Mental health and wellbeing

Improving Health and Care

Strengthen prevention, early detection and improve treatment outcomes — mental health, heart disease,
diabetes, cancers and musculoskeletal disease.

Urgent and Emergency Care

Integrated person-centred care within communities — strong focus on primary and secondary care.

Risk Matrix

5 Catastrophic

10

ey Moderate

4 Major

8 Moderate

3 Moderate

2 Minor

9 Moderate

1 Negligible

Consequence

2 Unlikely

6 Low

3 Possible

8 Moderate

10

Moderate
4 Low 5 Low
. 5 Almost
4 Likely Certain

Likelihood

1-3

4-6 Low risk
8-10 Moderate risk
12-16

20-25




Strategic Risk no.1: Unable to sustain a culture of strategic collaboration and partnership
working and secure delivery of integrated care priorities

If we are unable to develop and
sustain a culture of collaborative
working and build effective

Then we will not be able to achieve
our aims and focus on our priorities
and deliver our objectives

Resulting in poor outcomes for our
population, adverse impacts on our
partner organisations and increased

partnerships

scrutiny of our effectiveness

Consequence | Likelihood | Score
Current Catastrophic Likely
5 4
Target Major Possible
4 3
Risk Lead ICB Chief Executive Officer

Risk Trend

=

Assurance committee NHS STW Board

Strategies and Plans
e |CB Constitution .
e ICP Terms of Reference
e Governance Handbook / Functions and Decisions
Map o
System Development Plan
Better Care Fund Plans
Primary Care Strategy °
Clinical and Professional Leadership Programme
Integrated Care Strategy
Joint 5 year forward plan
People Priorities

Partnerships and Services

Integrated Care Partnership

ICS Chief Executive Group

ShiPP

TWIPP

Health and Wellbeing Boards

ICS People Strategic Workstreams 2024- 2027

Governance & Engagement Structures
Integrated Care Partnership Committee

Board of the Integrated Care Board

STW Mental Health Provider Collaborative
System People Culture and Inclusion Committee

1. Independent assessment (NHSE, CQC)

2. Development of provider collaborative and
supporting governance structure

First Line of Assurance

Monitoring and oversight at ICB Strategic
Commissioning and Productivity Committee and ICS
Chief Executive Group

Provider Collaborative Committees in Common

Second Line of Assurance
Population Health Board

Third Line of Assurance

Integrated Care Partnership oversight

National Health Service England Integrated Care
Board Establishment Assessment and
Establishment Order

Action 1: Self-assessment against NHSE/CQC
regulatory framework completed. NHSE
Improvement Director attendance at CiC meetings.

Owner:
Planned Date of Completion:
Action 2c: Finalising Provider Collaborative

Committees in Common (CiC) ToR and Joint
Working Agreement.




Owner:
Planned Date of Completion:

Action 2d: ICB CEO co-chair of HWBB's

Owner:
Planned Date of Completion:

Action 2e: Director of Strategy and Development
supporting delivery of JFP priorities and integrated
place working.

Owner:

Planned Date of Completion:

Action 2f: Creation of PC CEOs group reporting to
CiC

Owner:

Planned Date of Completion:

Action 3:  System Transformation and Digital
Group working on collaborative workstreams to drive

improvement in areas such as finance, UEC and
workforce.

Owner:

Planned Date of Completion:

Development of provider collaborative and partnerships is now progressing with some dedicated ICB capacity. CiC
now in place and key priority areas of work agreed. Provider Collaborative CEOs Group in place. Work programme
reporting is embedding and additional workstream areas are being considered. Focus on establishing appropriate

resourcing, infrastructure and reporting for the Collaborative is underway. System Transformation and Digital Group in
place with CEOs to aid drive in several system wide improvement programmes.

Risk no. Description
Non identified

Description

SaTH - BAF 12 - There is a risk of non-delivery of integrated pathways, led by the ICS and ICP

MPFT — BAF B8-QS02- There is a risk to service stability and equity, due to the fragmentary influence of Place
Based Partnerships on service commissioning

Shropshire Council — Corporate Risk Register - Extreme pressures upon partners (social care, health, and criminal
justice) within the system impacting on Shropshire Council through increased expectation, demand, need and
complexity.




Strategic Risk No.2a: Risk of not achieving underlying financial balance (ICB and System)

If we are unable to adopt best
practice and integrated modelling as
rapidly as we need to

risks and benefits

Then we will be unable to use our
budgets and wider resources more
effectively and efficiently and share

Resulting in long term financial
instability and challenges in service
delivery for our population, poor
health outcomes, and increased
scrutiny of our effectiveness

Consequence | Likelihood Score “

Current Major Almost Risk Trend

4 Cer5ta|n (aligned with system provider scores)
Target Major Possible

4 3
Target Date for risk 30/06/2028
closure
Risk Lead ICB Chief Finance Officer Assurance committee | Strategic Commissioning and

Strategies and Plans
System Financial Strategy, incorporating:

Healthcare Financial Management Association
(HFMA) Financial sustainability checklist

Strategic Decision-Making Framework

Capital Prioritisation Framework

Financial Revenue Plan

Financial Capital Plan

Joint 5 year forward plan

Financial Recovery Plan inclusive of the Financial
Improvement Programme and Efficiency, Productivity
and Strategic Transformation Plans

ICS Infrastructure Estates Strategy

General Practice Estate Strategy

System Digital Strategy

System Workforce Strategy

[e 3]
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Partnerships and Services

ShiPP

TWIPP

ICS Digital Delivery Group

Strategic Estates Group

People Board

Strategic Transformation Group supported by
delivery boards for all major programmes e.g.
Planned Care Board, UEC Delivery Board

Governance & Engagement Structures
Finance Committee

Commissioning Working Group

Strategic Commissioning and Productivity Committee
Audit Committee

Provider Collaborative Committees in Common

Productivity Committee and
System Finance Committee

First Line Assurance
Monitoring delivery of System Financial Strategy
and Financial Plan by System Finance Group and
System Finance, Planning and Performance Group

Second Line Assurance
Finance Report to Finance Committee
Integrated Performance Report to the Board

Third Line Assurance

Monthly Integrated Finance Return (IFR) and
Provider Finance Return (PFR) reporting to NHSE
Quarterly NHSE Financial Stocktake

NHSE Annual planning process (and triangulation of
Finance, Activity and workforce planning)




Action 1: Agree the Financial Recovery Plan and
refresh and agree with System partners the
System financial strategy by Mar 25.

L Lenmciommdinonelnlelnondornins rnerons
i

2. System transformational projects in place but at
varying stages of maturity.

Owner: ASz
4. Distance from Target is greater under new Fair Planned Date of Completion: Complete — ICB Board
Shares target and pace of change is expected approved 25" June 2025 — Action 4 — Finance
to be reduced. Strategy Implementation Plan oversight monthly

via System Finance, Planning and Productivity
Group. Ongoing.

Action 2: System partners will agree the detail of the
three to five-year strategic transformation plans to
include recovery of the distance from target to fair
shares allocation (quality and inequality impact
assessments will be carried out on the impact of
equality of population health outcomes and health
inequalities as a result of any transformation
plans) - to be reported through Financial
Improvement Programme Board, known as ‘the
Recovery Plan’

Owner: ASz

Planned Date of Completion: Mar 25 aligned to the
SIIP delivery action timescale - IB. Completed.
EQIAs to be completed by September 2025.
Completed.

Action 3: Refresh the medium and long-term
financial plan for latest financial projections and
HTP by Mar 25. (Including developing the 25/26
operational plan inclusive of efficiency plans
(quality and inequality impact assessments will be
carried out to confirm the impact to equality of
population health outcomes and on health
inequalities as a result of any efficiency plans).

Owner: ASz

Planned Date of Completion:

[Links to SBAF entry 2b] ASz. Completed. Refresh of
the MTFP to reflect current underlying position,
revised HTP planning assumptions, strategic
transformation programmes, demand and
capacity model approved by ICB Board 25/06/25.
Completed. MTFP Refresh updates to Finance
Committee October/November 2025, January
2026 and April 2026.

Updates as of 15" October 2025

Action 4) Monthly oversight of the Finance Strategy Implementation Plan in place via the System Finance, Planning
and Productivity Group.

Action 2) High level strategic transformation programmes included within the MTFP and are actively under
discussion through the Financial Improvement Programme and progress is reported to the System Transformation
Group and System Finance Committee. EQIAs completed by September 2025.




Action 3) Refresh of the MTFP to reflect current underlying position, revised HTP planning assumptions, strategic
transformation programmes, demand and capacity model and presented to 25/06/2025 ICB Board — Completed.
Asz to provide MTFP updates to Finance Committee in October/November 2025, Board sign off for the plan
submission December 2025, further Finance Committee updates scheduled for January 2026 and April 2026.

Risk no. Description

System Risk 6 Financial Sustainability
System Risk 28 Financial Plan Delivery 2025/26 — Capital and Revenue

Description

SaTH BAF 5 - The Trust does not operate within its available resources (as per Board papers — Sept 25 (latest) - 5
Consequence and 4 Likelihood) = 20 (Previous score July 25 4 consequence and 5 Likelihood = 20)

RJAH BAF 3 - Delivering the financial plan (as per Board Papers — Sept 25 (latest) - 4 Consequence and 5
Likelihood) = 20 (Previous score May 25 5 Consequence and 3 Likelihood = 15)

Shropcom BAF 8.1 — Costs exceed plan (as per Board papers Oct 25 (latest) - 4 x 5 = 20) (Previous score July 25
— 4 Consequence and 5 Likelihood = 20)

MPFT BAF IBO1 — Financial sustainability (as per board papers Oct 25 (latest) (5 x 4 = 20) (Previous score July 25
5 Consequence and 4 Likelihood = 20)

Telford & Wrekin Council — Corporate Risk Register R2 - Inability to:

a) Match available resources (both financial, people and assets) with statutory obligations, agreed priorities and
service standards

b) Deliver financial strategy including capital receipts, savings and commercial income

c) Fund organisational and cultural development in the Council within the constraints of the public sector
economy
Shropshire Council — Corporate Risk Register:

a) Extreme pressures upon partners (social care, health, and criminal justice) within the system impacting on
Shropshire Council through increased expectation, demand, need and complexity.
b) Sustainable budget

Strategic Risk No.2b: Failure to deliver the System and ICB Revenue and Capital
Resource Limit Plans for 2025/26. (New risk 2024/25 closed 29/04/2025)
If we are unable to adopt best Then we will be unable to use our Resulting in challenges in service
practice and integrated modelling as | budgets and wider resources more delivery for our population, poor
rapidly as we need to effectively and efficiently and share health outcomes, and increased
risks and benefits scrutiny of our effectiveness

SYSTEM Consequence | Likelihood Score “
Current Major Likely Risk Trend ,

4 4 (aligned with system provider scores)
Target Moderate Possible Moderate

3 3 9
Risk closure date 30/06/2026
ICB Consequence | Likelihood Score Risk Trend
Current Major Likely

4 4
Target Moderate Possible Moderate

3 3 9




Risk closed 30/06/2026

Risk Lead ICB Chief Finance Officer Assurance committee Strategic Commissioning and
Productivity Committee and
System Finance Committee

Revenue and Capital First Line Assurance

e System financial principles and risk management e  Monitoring of financial performance by System
framework in place across the system as part of Finance Group and System Finance, Planning and
development of system financial recovery plan Performance Group.
approach as set out within the financial strategy. e Standing Orders, Standing Financial Instructions and

e  System governance arrangements in place through Delegated Financial Limits.
finance committee and system strategic committee |¢  Financial Accounting Performance Metrics .
and commissioning working group to ensure that e  HFMA Financial Sustainability Checklist.
new investments are not made unless recurrent e NHSE Grip and Control Checklist.
resource is available. e  Better Payment Practice Code.

e  System productivity and FIP group in place for
Revenue efficiency.

 Financial Improvement Programme and System e  FIP reports into System Transformation Group which
Transformation Group in place. provides Assurance to the Board.

e Provider Vacancy Panels, ICB Establishment o  System agency reduction group implemented,
Control Panel and System vacancy assurance panel weekly agency reporting and action plan to reduce
in place. Workforce monitoring of vacancies in agency expenditure in line with system cap.
place. e  System Vacancy Assurance Panel in place.

e System workforce programme and agency reduction
group implemented, weekly agency reporting and
action plan to reduce agency expenditure in line with
system cap.

e Triple Lock for non-pay expenditure in place.

Second Line Assurance
e Regular Finance Report and Efficiency Report to
Finance Committee.

e Discretionary spend controls in place in all partners |, Integrated Performance Report to the Board.

e organisation self-assessments of plan
conditions/financial controls in place - Triple Lock, Third Line Assurance
vacancy controls, HFMA sustainability and NHSE |, nonthly Integrated (Care System) Finance Return
Grip and Control. and Provider Finance Returns reporting to NHSE.

e External review of HFMA financial sustainability and

Capital NHSE Grip and Control self-assessments.

e  Capital Prioritisation Oversight Group

£83.8m revenue deficit plan pre deficit funding — Revenue Financial Plan/Limit

breakeven after deficit funding - in year with a forecast Efficiency:

that does not have risks fully mitigated. This means Action 1: Review of most likely expected FOT on a

that there is limited assurance that the financial forecast | regular basis through financial governance, specifically

can be met. for high risk and medium risk schemes to identify
potential slippage, mitigation actions/schemes. [In

Current risks are as follows: place]

Bank costs exceeding plan.

Efficiency delivery — risk of not delivering to plan; Owner: IB/ASz

UEC escalation costs not reducing as planned due to

UEC pressure and links to discharge; Planned Completion Date: Complete risks and

Costs and inflation pressures beyond what was mitigations process by 30/09/2025. Complete.

anticipated during budget setting;

New NICE appraisals with significant implementation Action 2: Ensure sufficient PMO capacity is allocated to

costs; support recovery of medium/high risk efficiency

Income Risk if income and activity is not in line with the | schemes and the development of the pipeline mitigation

financial plan. schemes to support ongoing de-risking the overall

efficiency programme. [In place]

Owner: IB




Planned Completion Date: 28/03/2025, Complete.

Cost:

Action 1: As part of the Monthly Financial Review
processes interpret current financial performance: 1a)
analyse special variation changes in the run-rate trend
of spend for Pay and Non-Pay. 1b) analyse key drivers
of overspends and underspends and 1c) review cost
implications of workforce/activity and performance
delivery requirements and 1d) complete refresh of grip
and control assessments to identify and remedy gaps in
controls. This will inform accurate forecasting and
identification of risks and risk mitigations. [In place]

Owner: ASz

Planned Completion Date: Ongoing

Action 2: Review all requests for pay through the
existing Vacancy Control Panels ensuring the
completion of the benefits/benefit realisation supports
financial delivery and recovery. [In place]

Owner: ASz

Planned Completion Date: Ongoing

. : . . .
Action-3: Review alt discretionary non-pay over £10k
though the existing-financial governance processes
spend—{ia-place}

Owner: CS

Planned Completion Date: Closed 30/06/2025 —
Triple Lock stood down

Action 4: Review all contingencies, provisions and prior
year accruals. [In place]

Owner: ASz

Planned Completion Date: 30/09/2025

Action 5: Robust monitoring of the recurrent underlying
position in year to ensure that this does not deteriorate
and that appropriate actions are taken in-year to
maintain or improve the recurrent underlying plan.

Owner: ASz

Planned Completion Date: 30/09/2025, In place,
Ongoing.

Income:

Action 1: System wide provider and commissioner
discussions with Welsh commissioners in relation welsh
income discussions for provider activity. [Ongoing]
Owner: ASz

Planned Completion Date: Ongoing




Action 2: Provider activity management plans to ensure
full delivery of activity in line with operational plans.

Owner: ASz

Planned Completion Date: 31/07/2025, In Place,
Ongoing

Action 3: System providers to maximise all commercial
income and non nhs income opportunities.

Owner: AW/SE, SL/JG & AMW/MS

Planned Completion Date: Ongoing

Capital Financial Plan/Limit

Action 1: Use the System prioritisation framework to
prioritise capital requirements based on key system
criteria including equality of population health outcomes,
value for money, broader socio-economic factors and
health inequalities including Equality Diversity and
Inclusion (e.g. DDA compliance and digital inclusion IT
software and hardware).

Owner: ASz

Planned Completion Date: Completed

Action 2: If required - Agree mitigations for potential
overspends with budget holders - ie, deferral of
uncommitted capital scheme expenditure.
Organisational senior finance team and CPOG to review
monthly.

Owner: AW/SL/AMW/CS/ASz

Planned Completion Date: Ongoing

Action 3: If required - Agree mitigations for potential
underspends with budget holders -i.e. bring forward
pipeline schemes - reviewed monthly by organisational
senior finance team with budget holder and via CPOG.
Owner: AW/SL/AMW/CS/ASz

Planned Completion Date: Ongoing

Action 4: Review expected capital FOT for national
capital programme and opportunities for redeployment
in line with the NHSE national exercise timeline by
26/09/25.

Action Owner: ASz

Planned Completion Date: 26/09/2025, Completed.

Updates as of 15" October 2025
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Revenue: Financial plan Month 6 £2.5m system favourable variance to plan, ICB £3.7m favourable due to
individual commissioning delivery ahead of plan and prior year benefits, SCHT £0.1m favourable variance to
plan/RJAH on plan, SATH £1.3m adverse variance to plan.

Robust monitoring of the recurrent underlying position in year to ensure that this does not deteriorate and that
appropriate actions are taken in-year to maintain or improve the recurrent underlying plan.

Capital: Capital plans set in line with CDEL and expected national capital programme funding. Month 6 Capital
shows capital spend is £22.6m behind at Month 6 due to Hospital Transformation Programme, RAAC and estates
safety and decarbonisation and modulars invoices not received. The overall forecast is in line with plan with some
risks to delivery for RAAC. HTP cash profiling is being kept under review.

Risk no. Description

System Risk 6 Financial Sustainability
System Risk 28 Financial Plan Deliver 2025/26 Capital and Revenue

Description

SaTH BAF 5 - The Trust does not operate within its available resources (as per Board papers — Sept 25 (latest) - 5
Consequence and 4 Likelihood) = 20 (Previous score July 25 4 consequence and 5 Likelihood = 20)

RJAH BAF 3 - Delivering the financial plan (as per Board Papers — Sept 25 (latest) - 4 Consequence and 5
Likelihood) = 20 (Previous score May 25 5 Consequence and 3 Likelihood = 15)

Shropcom BAF 8.1 — Costs exceed plan (as per Board papers Oct 25 (latest) - 4 x 5 = 20) (Previous score July 25
— 4 Consequence and 5 Likelihood = 20)

MPFT BAF IBO1 — Financial sustainability (as per board papers Oct 25 (latest) (5 x 4 = 20) (Previous score July 25
5 Consequence and 4 Likelihood = 20)

Telford & Wrekin Council — Corporate Risk Register R2 - Inability to:

Match available resources (both financial, people and assets) with statutory obligations, agreed priorities and
service standards.

Deliver financial strategy including capital receipts, savings and commercial income.

Fund organisational and cultural development in the Council within the constraints of the public sector
economy

Shropshire Council — Corporate Risk Register:

Extreme pressures upon partners (social care, health, and criminal justice) within the system impacting on
Shropshire Council through increased expectation, demand, need and complexity.

Sustainable budget

Strategic Risk No.3
Health inequalities are unfair and avoidable differences in health across the population, and
between different groups within society. These include how long people are likely to live, the health
conditions they may experience and the care that is available to them. There is a risk that with
competing priorities in a challenged system, insufficient focus is given to targeted interventions for
populations identified as experiencing the greatest levels of inequality i.e. CORE20+ populations

If we do not ensure sufficient priority | Then we collectively will not be Resulting in poorer outcomes which

and allocation of resources across addressing known and emerging will disproportionately impact our

all system partners to develop avoidable differences in access, Core20+populations. Additionally, it

capacity and capabilities to identify experience and outcomes as per will result in poorer outcomes for all

and target interventions to reduce Health and Care Act 2022 our population due to avoidable

inequalities additional financial costs and
increased demand pressures across
the system

Consequence | Likelihood | Score Risk Trend
Current Major Likely “
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4 4

Strategies and Plans5 Year Forward Plan
e System Development Plan
e Integrated Care Strategy
e System Healthcare Inequalities Operational Plan
e HWABB Strategies
e Place based Committee Strategies
e Clinical Condition Strategies
e System Digital Strategy
e Individual Partner Health Inequality and EDI
Strategies
e |CB Inclusion and Health Inequality Strategy
e Strategic Decision-Making framework

Partnerships and Services

Urgent and Emergency Care Delivery Group
Planned Care Delivery Group

Finance Advisory Board

ShiPP

TWIPP

Mental Health Delivery Board
Emergency Preparedness Resilience and
Response Framework

System People Board

Local Maternity and Neonatal System
Primary Care Networks

System Quality Group

ICS Digital Delivery Group

Governance & Engagement Structures

ICB Board

ICB Quality and Performance Committee

ICB Strategy and Prevention Committee

ICB Prevention and Health Inequalities Group
ICB Service Review Group

Equality and Inclusion Committee

1. Assurance re system governance and internal
organisational health inequalities prioritisation
processes.

2. Assurance re capability building in relation to
knowledge and awareness of health inequalities.

Target Major Unlikely Moderate

4 2 12
Risk Lead ICB Chief Strategy Officer Assurance committee System Strategy and
Prevention Committee

First Line of Assurance

ICB Health Inequalities Team review of commissioning
projects and business case proposals impact on
Core20+5 via Commissioning Working Group.

ICB Health Inequalities Team oversight of system
delivery of related objectives in system National
Improvement programme for healthcare inequalities
plans.

Second Line of Assurance

Quarterly reporting of the ICB Prevention and Health
Inequalities Group to the System Strategy and
Prevention Committee.

Cancer and Planned Care Report to ICB Quality and
Performance Committee

Urgent and Emergency Care Report to ICB Quality and
Performance Committee

Integrated Performance Report to ICB Quality and
Performance Committee

Learning Disability and Autism Assurance Report to
ICB Quality and Performance Committee
Performance Report to ICB Quality and Performance
Committee

Annual Operating Plans to Finance Committee

Local Maternity and Neonatal System Report to ICB
Quality and Performance Committee

Primary Care Quality reporting to Quality and
Performance Committee

Integrated Provider Report to ICB Quality and
Performance Committee

Quarterly reporting to Board via System Strategy and
Prevention Committee

Bi- annual reporting by ICB Health Inequalities Team to
NHS Shropshire, Telford and Wrekin Board

Annual Statement of information on healthcare
Inequalities

Third Line of Assurance

NHSE Quarterly System Review Returns.

Core 20 +5 reporting to regional NHSE.

In person/ onsite Regional NHSE review meetings.
NHSE review of ICB Annual Report which must include
content on duty to reduce health inequalities.

NHSE Annual ICB assessment includes component on
statutory responsibility to reduce health inequalities.

Action 1 Gain assurance that the Provider has an
appointed Health Inequalities Lead for taking action
on health inequalities and that all services related to
or contributing to objectives outlined in Schedule 2N,
including all preventative programmes identified within
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3. Quantitative Health Inequalities Metric Reporting
to demonstrate reduction across healthcare
inequalities contributing to gap in Life and Health
Life Expectancy

Update as of 14™ July 2025

e Evaluation of the 24/25 system Healthcare Inequalities Improvement Plan was presented to the June ICB
Board. The notable area of improvement compared to 23/24 include system level work emerging across the two
key gaps against the National Healthcare inequalities Improvement programme of restoring elective care
inclusively and mitigating digital inclusion. Whilst final elements of 25/26 plan are still being developed in
partnership with provider leads due to reduced capacity , plans remain on track for monitoring in Q2.

e The incorporation of weighted health inequalities at the highest level of weighting into the strategic hard
decisions process provides assurance that the ICB is prioritising this area in its decision making , however
there is a risk to programme delivery if specific projects relating to CORE20+5 improvement programmes do not
receive ongoing funding particularly relating to CYP asthma , epilepsy and diabetes and smoking prevention,
hypertension detection and Alcohol Care Teams. Update .Funding for CYP asthma , epilepsy and diabetes

the remit of Long Term Plan Prevention and
Core20PLUSS key clinical areas have a dedicated
and effective operational lead, robust governance and
monitoring to evidence outcomes and benefits
realisation.

Owner: ICB Head of Health Inequalities to ensure
agreed and incorporated into Schedule 2N of contract

Planned Completion Date: Expected contract
signing date June 25

July Update Schedule 2N agreed for inclusion/
CV into main NHS provider contracts.

Action 2: To demonstrate a commitment to improving
education and awareness across all levels of the
organisation on health inequality and barriers to
access (such as digital exclusion) through the
promotion of internal and system-level peer
networking opportunities, educational learning
modules and external educational programmes such
as NHS England’s Core20PLUS Ambassador
Programme.

Owner: Action to be delivered by providers and ICB

Planned Completion Date: Quarterly reviews Sept
2025 Jan 2026 and April 26 to System Health
Inequalities and Prevention Group

Action 3a: Complete User Testing of PHM /health
inequalities dashboard.

Owner: ICB Head of Head of Business Intelligence
and Analytics

Planned Completion Date: TBC July Update Phase
1 completed.

Action 3b: Incorporate metric reporting into
performance dashboard to Quality and Performance
Committee.

Owner: ICB Head of Head of Business Intelligence
and Analytics
Planned Completion Date: July Update October
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undertaken as ICB and system.

and smoking prevention, hypertension detection extended until September 2025 with a decision-making paper
on ongoing funding being presented at Strategic Commissioning and Productivity Committee on 30/7/25.

e The Statement of Information on Health Inequalities as is expected to be finalised for end of June publication
which will report on the system direction of travel for a set of nationally selected indicators comparable to 23/24.
Update Publication was delayed due to data availability and Bl team capacity . Expected date end of July . in
addition to the statement provided by the Bl team re ICB level indicators , Trust level reports will also be
shared alongside a narrative of progress of projects prepared by the HI team .

° Internal review of ICB EQIA reporting has been undertaken and a refreshed process with associated training
planned for end of September to strengthen due regard for duty to reduce health inequalities in all work

Description

Risk no. Description

Risk 1 CYP Mental Health

Risk 3 Palliative care/end of life
Risk 4 Maternity services

Risk 5 Urgent and Emergency Care
Risk 7 Diabetes Management

Risk 15 Acute Paediatric pathway
Risk 16 C Diff

needed)

RJAH — BAF 3 - Failure to effectively promote equality, diversity and inclusion.
MPFT — BAF B4 QS02- The Trust is committed to embedding equality and inclusion in everything we do.
Shropshire Council — Corporate Risk Register:

a) Extreme pressures upon partners (social care, health, and criminal justice) within the system impacting on
Shropshire Council through increased expectation, demand, need and complexity.

b) Sustainable Budget (i.e. budget will not keep track with current population projections overlaid with level of need
to the demography of the population and long-term investment in preventive/demand management approaches

Strategic Risk No.4: Inability to recruit, retain and keep our ICS Workforce well.

If were unable to provide the
workforce to deliver clinical and
non-clinical services due to inability
to recruit, retain and keep our
workforce well

Then we will not develop our Resulting in a failure to deliver
inclusive culture and effectively services to the population of STW.
deploy a workforce with the
necessary skills and expertise that
meet service requirements

Strategies and Plans
o  System Workforce Strategy and associated delivery | ¢  Workforce information dashboards outputs.

e 5-year Joint forward Plan.

Consequence | Likelihood | Score Risk Trend
Current Major Likely
4 4
Target Moderate Possible Moderate
3 3 9
Risk Lead Chief People Officer Assurance committee System People, Culture and

plans.

e Workforce information dashboards to consider Second Line of Assurance
workforce information (sickness, turnover, e People Plan Programme Progress Report to the
\é?é:)anmes, staff in post, Agency and bank usage People Collaborative, and People Culture and

Inclusion Committee

First Line of Assurance

Inclusion Committee of the Integrated Care Board.
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Partnerships and Services
e People related workstreams being led by the ICS
People Team.

Governance & Engagement Structures

e System People Collaborative brings system
partners together to progress key workstreams,
offer oversight of activity and sharing of best
practice.

e System People Committee provides oversight of the
development of our system people strategy and
annual programmes and strategic direction of travel.

e System People Committee oversight of Annual
operational workforce planning process to set
direction of travel for next 12 months.

Gaps in controls:

1. Action: A draft refreshed strategy was presented
to Committee in April 2025 and will be going to ICB
Board in June 25. Actively involved and engaged
Chief Executive Lead for Workforce, providing high
level voice and input for the workforce agenda at
Board level.

Limited engagement from system CEOs in the
development of System People Strategy.

Limited resource within the System People Team
limiting direct delivery and increasing need for
Providers and other System Partners to take

- Owner:
ownership.

Planned Completion Date: June 2025

2. Action: System CPO'’s acting as SRO's for
delivery of the Strategy are supportive of the
delivery model set out, this will further evolve
through discussions around the Model ICB
Blueprint.

Owner:
Planned Completion Date:

3. Action: Revised Terms of Reference for People
Collaborative and People Culture and Inclusion
Committee including membership, frequency and
purpose has been approved at Board in April 2025.

Owner:

Planned Completion Date:

A system workforce dashboard is now in place providing robust insights into NHSE workforce data intelligence and
oversight to inform against the annual NHS workforce plan. There is a system workforce assurance and planning
steering group chaired by the SRO for Reform from which workforce intelligence reports into several system
committees and groups including System Transformation Committee, Quality Committee, Finance improvement
committee, Agency workforce group, ICS People Culture and inclusion committee and ICS People collaborative.

CEOs had not agreed to invest in the ICB people team infrastructure, further compounded by NHSE financial
oversight scrutiny during 24/25. An external review of HR/people services and the ICB people team has been
completed and the teams are now working through an action plan to address the areas highlighted.

People Inclusion and Culture Committee has revised Terms of Reference and meetings are held bi-monthly
alternating with People Collaborative with a proposal of 6 meetings per year for Committee and 6 for Collaborative.
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A refreshed People Strategy has been produced focusing on delivery of the operational plan workforce targets,
considering the recommendations from the external HR review, and acknowledging the evolving external context
and reduction in capacity within the ICB people team.

Associated Risks on the System Strategic Operational Risk Register

Risk no. Description

Risk 10 ICB Financial staff capacity

Risk 12 Chief People Officer for the system

Risk 13 Deputy Chief People Officer capacity

Risk 14 Capacity to deliver 10 people pledge outcomes
Description

SaTH — BAF 3 - If the trust does not ensure staff are appropriately skilled, supported and valued this will impact on
our ability to recruit/retain staff and deliver the required quality of care

SaTH BAF 4 - A shortage of workforce capacity and capability leads to deterioration of staff experience, morale,
and well-being.

RJAH — BAF 1 — Lack of effective engagement with workforce

RJAH — BAF 2 - The workforce does not have the required capacity and capability

Shropcom — BAF 3.1 — Recruitment challenges

MPFT- BAF-FL—PCO01. There is a risk to the health and wellbeing of staff due to existing workforce shortages, high
acuity and demand, and the long-term effects of the pandemic; leading to staff burnout, absence and increased
turnover.

MPFT — BAF-F2-PCO02.- There is a risk to the delivery of Trust services due to national workforce supply issues and
skills shortages; leading to an inability to recruit and retain sufficient numbers of clinical, technical and managerial
staff.

Telford & Wrekin Council — Corporate Risk Register — R3 - Losing skills, knowledge and experience (retention &
recruitment) in relation to staffing.

Shropshire Council - Corporate Risk Register - Critical skills shortage impacting on Retention, Recruitment &
Succession Planning

Strategic Risk No.5: Lack of capacity and strategy to develop and use digital and data
systems to enable efficient and effective care across the ICS

If we are unable to develop and Then we will not be able to make Resulting in challenges in service
use our digital and data systems | informed decisions, develop provision, staff dissatisfaction, and
integrated services that are poorer health and care outcomes for
digitally enabled and monitor their | our local population

effectiveness against our aims

Consequence | Likelihood | Score Risk Trend
Current Major Likely
4 4
Target Moderate Possible | Moderate
3 3 8
Risk Lead ICB Chief Medical Officer Assurance committee System Transformation and

Digital Committee

Strategies and Plans First Line of Assurance

Integrated Care Strategy e |CB Digital Operations Group reports to ICB Digital
Clinical Strategy Strategy Group and ICB Digital Strategy Group report
Infrastructure and Estates Strategy to ICS Digital Delivery Group.

Joint Forward Plan e |CB Digital involvement in ICB Senior Leadership

10 Year Capital Plan Team.

ICS Green Plan
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1.

2.

3.

4.

5.

Population Health Roadmap .
Joint Strategic Needs Assessments
Local Operational Plan

Big Conversation analysis .
ICS Digital Strategy and ICS Digital Portfolio Plan
Health Inequalities Plan — KLOE for Digital Inclusion |®
NHSE What Good Looks Like/Digital Maturity

Assessment °
NHSE Digital Capability Framework for Electronic

Patient Records *
NHSE GP IT Operating Model °

NHSE Cyber Assessment Framework

Partnerships and Services

Population Health Management Board °
Telford & Wrekin Integrated Place Partnership
(TWIPP) o
Shropshire Integrated Place Partnership (ShIPP)
People’s Network .

Shropshire Digital Inclusion Network
MLCSU Contracted Technology Support Services — |e
GPIT, Corporate IT, Cybersecurity, 1G,
Procurement, Bl/Analytics .
ICB Senior Leadership Team

ICB Digital Strategy Group
Commissioning Working Group
ICS Strategic Programme Boards

ICS Climate Change Group o
ICS Digital Delivery Group
ICB Operating Model .

System Digital Governance Model (Recommended,
not in place)

Governance & Engagement Structures
Audit Committee (Cybersecurity, ICB IT)
Strategic Commissioning and Productivity
Committee

Integrated Care Board

NHS Midlands Digital Transformation
NHSE Programme Networks

Gaps in controls: 1.

ICB and ICS Executive roles - remit, authority/span
of Data, Digital and Technology (DDAT) decision-
making.

Involvement and alignment of digital and technology
requirements in prioritisation, funding allocation,
organisational development e.g. workforce literacy,
strategic programmes and functional operations
and working groups for 2" and 3™ line assurance.
Single view of digital/technology spend within the
ICB and across the system - BAF Risk 2.
Insufficient ICS partner reporting into Digital
Portfolio

Insufficient resources to support delivery of the

Digital Portfolio. 3.

Regular ICS partner portfolio updates including
programmes, projects and group reports to the ICS
Digital Delivery Group.

Regular involvement in the Commissioning Working
Group.

Regular engagement and involvement in community
and place-based partnership groups.

Regular engagement and involvement with clinical
and care professional networks.

Routine progress reports from key workstreams.
Regular Population Health Management Workstream.
Update to the Population Health Board.

Second Line of Assurance

ICB Digital updates of SBAF and SSORR to Audit
Committee.

IG updates on DSPT and Cybersecurity to Audit
Committee.

ICS Digital Delivery Group report to Strategic
Commissioning and Productivity Committee
Population Health Report to Integrated Delivery
Committee.

Regular engagement via regional and sub-regional
digital transformation and related national programme
groups/networks.

Third Line of Assurance
Audit Committee on Cybersecurity and ICB IT to the
Board.

Strategic Commissioning and Productivity Committee
report on ICS Digital to the Board

Action: Confirm approach and timeline to develop an
information and data strategy across ICP.

Owner:
Planned Completion Date:

Action: Clarify and agree the ICB and ICS Executive
digital roles.

Owner:
Planned Completion Date:

Action: Commit to a board development programme
for data and digital.
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11.

Unclear commitment to implement a Digital
Inclusion framework.

Aligned ICS Digital Procurement Framework and
Plan.

Unclear timeline for an information, data, analytics
and intelligence strategy across ICP.

Independent assessment (NHSE, CQC).

. Lack of system policy on use of Al technologies and

embedded solutions.

Gaps in Assurances:

System data, digital and technology governance
with aligned system digital operating model,
evolving from ICB management of change
programme

10.

Owner:
Planned Completion Date:

Action: Update the Integrated Impact Assessment to
include digital inclusion and digital sustainability.

Owner:

Planned Completion Date:

Action: Incorporate Digital voice in prioritisation and
decision-making - strategic commissioning, financial
planning and budget allocation, service design,

quality improvement, leadership development and
public involvement for digital inclusion.

Owner:
Planned Completion Date:
Action: Commit to specific funding principles for

digital operations financial sustainability and digital
inclusion services.

Owner:
Planned Completion Date:

Action: Commit to a system funding allocation
model to ensure adequate digital resources to
support delivery of the agreed Digital Portfolio and
management of operationalised services.

Owner:
Planned Completion Date:

Action: Involve ICB Digital in Infrastructure and
Estates programme design.

Owner:
Planned Completion Date:

Action: Involve Digital in the design of the Provider
Collaborative.

Owner:
Planned Completion Date:

Action: Commit resources to a system digital
operating model for controls that address assurance

gaps.
Owner:

Planned Completion Date:
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*

Update as of 8" May 2025

Since the approval of the ICS Digital Strategy in March 2024, significant progress has been made to address
the underlying risks associated with digital and data capacity. A structured approach to digital delivery is how
being implemented across the system, supported by a refreshed and costed Digital Portfolio Plan for 2025/26
that directly responds to identified gaps in capability, governance, inclusion, and infrastructure.

The ICS Digital Strategy now functions as a system-wide cultural lever, setting the strategic direction for
inclusive digital enablement, cyber resilience, and interoperable data.

Key developments include:

A reorganised ICS Digital Portfolio that aligns initiatives with ICS strategic objectives and national mandates.
Delivery of mandatory national requirements, such as the NHSE Digital Maturity Assessment, Digital
Capability Framework, and maintaining our system’s compliance and visibility with regional assurance teams.

e The re-establishment of a substantive ICB Head of Digital post and development of an in-house digital
function that is now leading digital coordination, governance, and strategic planning.

e  System-wide visibility of high-impact programmes including Shared Care Record (ShCR), Cybersecurity,
Population Health Management, and Digital Inclusion.

e Drafting of a costed annual delivery plan that directly addresses capability gaps (e.g. digital inclusion, cyber
operating model, adopting Al to enhance efficiency, analytics capacity), reflecting national frameworks and
enabling prioritisation.

e  Through the subgroups introduced to the governance structure, we have increased engagement with
providers and local authorities to embed digital thinking across operational, neighbourhood care
transformation and infrastructure programmes.

e Raised visibility of digital risks and gaps through ICB leadership forums, Commissioning Working Group, |G
Committee, and Strategic Commissioning and Productivity Committee.

e Digital representation is now active in ICB initiatives.

e Scoping for a system-wide information, data and analytics strategy has begun, led by the Bl and Performance
team.

e The possibilities of collaborative procurement and shared ICS digital resources are being explored.
This progress provides a clear direction of travel and demonstrates that the ICB and ICS are on a pathway to
improve assurance and mitigate long-standing digital risks through structured delivery, targeted investment,
and strengthened governance.

e ICS Digital Strategy approved by the Board March 2024 as a culture lever to enable change

e Delivered a restructured ICS Digital Portfolio to surface known priorities and show relationships amongst
initiatives and programmes to inform gap analysis

e Met deadlines for system submission for NHSE What Good Looks like Digital Maturity Assessment for the
ICS including Primary Care

e Identified key work on core digital and data capabilities and high priority STW ICS digital programmes - One
Health & Care (our integrated care record), Digital Inclusion, Cybersecurity, while working within unclear,
reduced financial envelope, increased delivery pressure and reduced workforce capacity.

e Maintained ICB Digital during management of change programme and completed recruitment of substantive
ICB Head of Digital role to support ICB and ICS digital priorities.

e Raised awareness of key opportunities and challenges for ICB and ICS Digital through ICB prioritisation and
strategic commissioning workshops.

e Raised awareness of need for ownership of undocumented risks related to operating model design, capacity
and experience challenges and prioritised mitigation of issue impacts related to finance/budgeted spend,
unmanaged, contracted services and legacy projects/programmes with unclear ownership and reporting.

e Raised awareness and shared opportunities for digital innovation and research.

e Developed relationships across care setting and functional role specialisms to open doors for collaboration,
innovation, and joint delivery with a focus on problem assessment, promoting the use of standards and good
practice for inclusive engagement, options assessment before solution design and working within known
financial and workforce constraints.

e Established first iteration ICB Digital function and role protocols with a focus on service, continuous
improvement, and risk management rigour, while ICB undertook management of change.

e Actively practiced and advocated respectful check and challenge within existing governance structure to
existing norms, transparent reporting, and continuous sharing of opportunities for learning and improvement.
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e ICB Head of Digital commenced in post which completes full recruitment to the digital structure

e Has undertaken stocktake of digital workstreams and achievements and identified challenges and
opportunities, based on ICS Digital Strategy (approved March 2024)

e Annual work plan for 25/26 under construction based on the 7 strategic areas of focus in the Strategy

Risk no. Description Current score

Risk 8 Emergency Planning, Resilience and Response 16

Risk 14 System Digital Operating Model 16

Risk 15 Difficulty of finding patient information across different systems 20

Risk 16 System digital inclusion framework 16

Risk 17 System capacity and funding to support digital clinical risk management 20

Risk 23 System-wide Cybersecurity Operating Model and Strategy 16

[Rolevantrsks on system partnersiskregisters ]

Description

SaTH BAF 7A - Failure to maintain effective cyber defences impacts on the delivery of patient care, security of data
and Trust reputation.

SaTH BAF 7B - The inability to replace implement modern digital systems impacts upon the delivery of patient care.
RJAH BAF 6 - IT unable to support new ways of working.

RJAH BAF 7 — Loss of data/unable to restore services following a cyber-attack.

MPFT BAF IB04 risk that the appropriate cyber security controls are not in place services following a cyber-attack.
Shropshire Council - Corporate Risk Register - Critical skills shortage impacting on Retention, Recruitment &
Succession Planning

Strategic Risk No.6: Inability to respond strategically to ICS objectives due to the
impact of external factors beyond the influence of the ICS (e.g. Emergencies,
Incidents and Disruptive Events such as: climate change, adverse weather, cyber-
attack, utilities failure, transport accidents, malicious attacks, industrial action,
infectious disease, economic and political changes).

If we are unable to respond Then we will not be able to, meet Resulting in poorer outcomes for our

collectively to the external our ICS objectives to improve the population and with further pressure on

challenges facing our local area health and wellbeing of our health and care services.

population.
Consequence | Likelihood | Score Risk Trend
Current Major Likely
4 4
Target Major Possible Moderate
3 3 9
Risk Lead ICB Accountable Emergency Officer Assurance Strategic Commissioning
AEO committee and Productivity Committee
Strategies and Plans First Line of Assurance
e Integrated Care Strategy . L .
e Joint Eorward Plan o Strateglc Commissioning and Productivity
e Health and Wellbeing Strategies . Sggrggﬁ\?e Groun / STDC
e Local Authority Strategies Y P
e Civil Contingencies Act 2004 (CCA), NHS Act 2006, :
Health and Care Act 2022, NHS Standard Contract. Second Line of Assurance

e NHS EPRR Framework e NHSE Annual Assurance Process of NHS Core
¢ NHS England Incident Response Plan Standards for EPRR.

e NHSE Quarterly Green meetings.
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1. Limited ICB and individual NHS organisations EPRR

3. No existing system level EPRR frameworks,

Local Authorities EPRR Response Plans and Business |o
Continuity Management Plans. .
ICB EPRR Policy, Incident Response Plan, Business
Continuity Management Plans (Corporate &
Directorate), EPRR Communications Plan

ICB On-Call Policy

STW Health Protection Strategy

ICS Green Plan

Individual NHS organisations EPRR Policies, Incident
Response Plans, and Business Continuity Management
Plans.

Individual NHS organisations Green Plans

ICB Risk Management Policy

NHS Shropshire, Telford and Wrekin ICS West Mercia
Local Resilience Forum Representation Agreement

ICB EPRR Training and Exercise Programme (includes
systemwide exercising)

West Mercia Local Resilience Forum (LRF) response
and recovery plans.

Winter Plan 24/25

Partnerships and Services

Integrated Care Partnership

West Mercia Local Resilience Forum (LRF)
West Mercia Local Health Resilience Partnership
(LHRP)

West Mercia Health Emergency Preparedness
Operational Group (HEPOG)

STW Health Protection Quality Assurance Board
ICS IPC & AMR Group

Population Health Board

Shropshire Integrated Place Partnership (ShIPP)
Telford and Wrekin Integrated Place Partnership
(TWIPP)

Primary Care Networks

ICS Climate Change Group

Governance & Engagement Structures
Integrated Care Partnership

Health and Wellbeing Boards

STW ICS EPRR Forum

Individual NHS organisations EPRR committees/groups
West Mercia Local Resilience Forum (LRF)
West Mercia Local Health Resilience Partnership
(LHRP)

West Mercia Health Emergency Preparedness
Operational Group (HEPOG)

UEC Board

resource.

policies, plans for organisations to align own policies
and plans to enhance a coordinated response.

Board — Winter pressures
NHSE — Winter pressures

Action: ICB EPRR work programme
reviewed in May 25 has actions to produce
system level EPRR policies, frameworks and
plans for organisations to align own policies
and plans.

Owner: Gareth Wright / Felicity Govas

Planned Completion Date:
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Lack of documented Standard Operating
Procedures for the System Coordination Centre
(ScQ).

Low level of compliance with NHS Core Standards
for EPRR.

Gaps in uptake of EPRR mandatory training STW
and Herefordshire & Worcestershire form the West
Mercia LHRP and HEPOG. An emerging issue as at
end May 25 to be resolved will be future structures
required under the NHSE/ICB reset alignment with
Staffordshire.

10.

11.
12.

13.

14.
15.

16.

17.
18.

19.

20.
21.

Action: Individual NHS organisations EPRR
work programmes. LHRP work programme
will be finalised Jun 25 in conjunction with
H&W ICB

Owner: Felicity Govas

Planned Completion Date: June 2025

Action: ICB EPRR lead meets with provider
EPRR leads monthly.

Owner: Felicity Govas

Planned Completion Date:

Action: STW ICB EPRR lead to work closely
with H&W ICB EPRR lead to drive the LHRP
and HEPOG work programme ensuring links
to system/locality risks, issues, and
challenges.

Owner: Felicity Govas

Planned Completion Date:

Action: Accountable Emergency Officers
(AEO) for each NHS organisation to review
EPRR resourcing to ensure it is adequate for
the size, type, and services of their
organisation and duties placed on them under
the CCA, NHS Act 2006, Health and Care Act
2022, and the NHS Standard Contract. May
25 update: EPPR resourcing remains at an
irreducible minimum. Intention to consolidate
into a System group model has been paused
pending progression of the NHSE/ICB reset.

Owner: lan Bett / Gareth Wright

Planned Completion Date:

Action: Systemwide exercise schedule. May
25 update: contained within Action 1 — ICB
EPRR work programme.

Owner: Gareth Wright / Felicity Govas

Planned Completion Date:

Action: Completion of NHS Core Standards
for EPRR. May 25 update: annual cycle will
restart under NHSE Midlands direction
expected late Jun 25. Concurrent activity
within our work programme to address
compliance issues raised last year.

Owner: Gareth Wright / Felicity Govas

Planned Completion Date:
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22. Action: Complete self-assessment against
NHSE/CQC regulatory framework. May 25
update: this forms part of the NHS Core
Standards process.

23.

24. Owner: Gareth Wright / Felicity Govas

Planned Comiletion Date:

e The ICB and individual NHS organisations have annual EPRR work programmes in place to ensure there is a
continuous cycle of improvement. These work plans cover review and updates of policies and plans, training,
exercising, business continuity management systems and incident response arrangements.

e The ICB and individual NHS organisations will soon commence the annual cycle of self-assessment against the
NHS Core Standards for EPRR. These self-assessments will be reviewed by the ICB and NHSE during
September with final outcomes of the assessment and assurance levels confirmed in early October. The final
assurance level achieved for 2024 as an ICB was of Partial compliance, which was an improvement from Non-
Compliant in 2023. The ICB continues to work with all organisations to develop individual and systemwide
improvement plans. These improvement plans will be overseen by the ICB EPRR Senior EPRR Lead reporting
to the ICB Accountable Emergency Officer (AEO) via the West Mercia LHRP, the Strategic Commissioning and
Productivity Committee and Board.

e Detailed review of Greener NHS progress in STW against the NHSE national objectives and priorities carried
out in Aug 24 and discussed with NHSE regional leads. Plan to enhance link to ICS Infrastructure group (chair
— ICB Director of Finance). Follow up review with NHSE in late autumn 24, with objective of improving ICS
rating.

e An update on UEC Improvements was provided to the Board at its meeting on 24 Sep 25 as context for the
System Winter Plan, which was approved at that meeting, along with a Board Assurance Statement that was
submitted to NHSE national team. System-level management of UEC operational risk and escalation is a key
feature of the winter plan.

Risk no. Description
Risk 8 System SORR EPRR

Risk 3 System SORR Delays in UEC
Description

NHS STW ICB — SORR 24 — EPRR.

ShropCom — BAF 4.1 External pressures impact on capacity (wider system escalation or rising pandemic levels)

Telford & Wrekin Council — Corporate Risk Register — R4 - Significant business interruption affecting ability to
provide priority services, e.g. critical damage to Council buildings, pandemic, etc.

Telford & Wrekin Council — Corporate Risk Register R7 - Inability to respond adequately to a significant
emergency affecting the community and/or ability to provide priority services.

Telford & Wrekin Council — Corporate Risk Register R8 - Inability to respond to impact of climate emergency on
severe weather events including heat, cold and flood.

Shropshire Council — Corporate Risk Register:
Responding and Adapting to Climate Change
Delivery of the Economic Growth Strategy
Sustainable Budget

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust — BAF 7 — if the Trust does
not have adequate plans in place to respond to a significant disruptive event beyond the control of the Trust, such
as a pandemic, or cyber-attack, then it will be unable to provide an adequate response to the immediate need
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and/or maintain other key services due to unavailability of the required resources/staff, resulting in potential
patient harm, increased waiting times etc.

Strategic Risk No.7: Inability to contribute effectively as a system to support broader social
and economic development

If we are unable to respond Then we will not be able to make a | Resulting in poorer longer-term
collectively to the social and economic | difference to wider economic outcomes for our local population in
challenges facing our local area, growth across our system relation to health and wellbeing
Consequence | Likelihood | Score Risk Trend t

Current Major Likely

4 4
Target Major Possible

4 3
Risk Lead ICB Chief Executive Officer Assurance committee Strategic Commissioning and

Productivity Committee

Strategies and Plans First Line of Assurance
e Integrated Care Strategy e Joint Strategic Needs Assessments
e 5-year Joint Forward Plan e  Workforce mapping
e Health and Wellbeing Strategies e  Strategic Commissioning and Productivity
Committee
Partnerships and Services
e TWIPP Second Line of Assurance
e ShIPP e Population Health Board report to ICB XXXX
e Provider Collaboratives
e ICS Chief Executives Group Third line of Assurance

Health and Wellbeing Boards

Governance & Engagement Structures «  System Transformation Group

e Integrated Care Partnership Committee and
Integrated Care Board and associated committees
e ICB - agreed values and behaviours

e Health and WeIIbeini Boards

Gaps in Controls:

1. Action: Population health management approach

1. Strategic partnership focus on broader social and needs to be adopted.

economic development of the area has been limited
to date. Owner:
Gaps in Assurances: Planned Completion Date:

2. Risk that fragmented and disjointed due to different
strands across the work of the organisation.

e Population Health - Population Health analysts capacity secured in Planning and Performance directorate.
Population Health Board now reports into Strategic Commissioning Committee to clarify assurance reporting
lines.

e ICB working to support major Local Authority-led initiative — Marches Forward Partnership (Shropshire,
Powys, Monmouthshire and Hereford & Worcester). Range of workstreams including health, housing, skills
and energy, with focus on economic development.

e |CB participating and contributing to Get Marches Working Operations group aligned to the government's
proposals to reform employment, health and skills support to tackle economic inactivity and support people
into good work. "Get Marches Working Plan ” and subsequent delivery of that plan governance
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arrangements will be reported to the Marches Joint Committee. Membership of the Operations Board include
ICB, Local Authorities ( STW and Herefordshire) , Job Center plus, VCS , employer representatives.

None identified

Risk no. Description

Description

Shropshire Council — Corporate Risk Register:

a) Delivery of the Economic Growth Strategy
b) Extreme pressures upon partners (social care, health, and criminal justice) within the system impacting on
Shropshire Council through increased expectation, demand, need and complexity.

Strategic Risk No.8: Patient and Public Involvement

If the ICB fails to meet its statutory | Then services will not be tailored Resulting in potential judicial review,

duty to involve patients, the public, | to local people's health and care discrimination, not meeting the
marginalised groups and to needs population’s health needs, increasing
consider the 9 protected health inequalities and leading to
characteristics in planning and poorer health outcomes

commissioning arrangements, and
in the development of proposals to
change or cease existing services

Consequence | Likelihood | Score Risk Trend
Current Major Possible “
4 3
Target Moderate Unlikely Moderate
3 2 8
Risk Lead ICB Chief Business Officer Assurance committee Strategic Commissioning and

Productivity Committee and
Strategy and Prevention

Committee

Strategies and Plans First Line of Assurance

e Integrated Care Strategy e Reporting on Engagement as part of wider

e 5-Year Forward Plan reporting and decision making at Strategic

e Big Health and Wellbeing conversation Commissioning and Productivity Committee and
communications and engagement plan socialised system quality and performance Committee on
and approved by Board commissioning decisions.

e Communications and Engagement Strategy for
STW ICB approved by the Board — outlines how Second Line of Assurance
we will involve, engage and consult including e Reporting to Equality and Involvement Sub-
focussing on health inequality groups and the Committee. EIC receives comms and engagement
Equality Act 2010 - 9 protected characteristic plans from commissioners and Integrated Impact
groups as part of any activity. Assessments (II1A), Chair provides reports to

e  The Gunning Principles strategic commissioning and Productivity

Committee and system strategy and prevention

Partnerships and Services committee

e Presence of Healthwatch for both areas at Board e EIC also have a role in scoring Equality Delivery
meetings and Quality and Performance System 2 self-assessment for domain 1 -
Committee commissioned services.

Third Line Assurance
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1)
2)

3)

System Involvement and Engagement Network
established which assesses engagement and
adherence to the Equality Act 2010 requirements.
Communications and Engagement teams working
jointly across ICB, ICS and Providers providing
more capacity and expertise in planning and
delivery

Board meetings are held in public and board
papers published to the ICB website to increase
transparency.

In house ICB Comms and Engagement team
supplements capacity of partner organisations
System-wide Integrated Impact Assessment (11A)
tool developed to streamline the way we identify
the impact of change on equality groups (9
protected characteristics) which are then
presented to the ICB’s Equality and Involvement
Sub-committee for scrutiny.

Governance & Engagement Structures
Integrated Care Partnership and Integrated Care
Board and associated committees

Reports to Governing bodies/Committees require
section completing on Patient involvement
Equality and Involvement Sub-Committee as part
of ICB Governance

Non-Executive Director for Inequalities in place on
Board to act as specific check and balance with
regard to patient involvement

ICB C&E team focus on ICB prioritised areas of
work - programme has been provided by
Commissioning team to allow prioritisation of
support.

Gaps in Controls:

Limited engagement capacity within the ICB comms
and engagement team

Development of advice, guidance and training
resources for commissioners, partner organisations
Involvement strategy refresh required.

Gaps in Assurances:

None

Health and Overview Scrutiny Committees
(HOSC)

NHSE review of ICB Annual Report which must
include content on patient and public engagement
over the period of reporting.

NHSE Annual ICB assessment includes
component on statutory responsibility to engage
with the local population and partners.

Action la: At scale hours with CSU for comms and
engagement support, will be utilised to provide
additional capacity.

Owner: Alison Smith

Planned Completion Date: 31st October 2025
Action 1b: People’s network needs focus to add in
more diversity to enable ongoing engagement on a
regular basis with a wide range of citizens.

Owner: Kate Manning

Planned Completion Date: 31 December 2025
Action 2: ICB C&E team to develop guidance on
statutory consultation and non-statutory engagement
and on managing media enquiries.

Owner: Alison Smith

Planned Completion Date: 31 December 2025

Action 3: Refresh of Involvement Strategy during
2025. Timeline currently being developed. This
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needs to consider the implications of the ICB Model
Blueprint.

Owner: Alison Smith

Planned Completion Date: 31 July 2025

e Planin place for use of CSU resources for remainder of 24/25 - Quarter 4

e Additional recruitment to the People’s Forum has started, particularly focussing on groups that are under-
represented — currently we have low numbers of young people and men. - quarter 4

e  Work on support resources to new commissioning teams and partners delayed due to need for ICB to
prioritise commissioning objectives via Senior Leadership team — quarter 4/quarter 1

e |ICB Communications and Engagement Team have started to collate existing guidance resources and
information and identifying gaps to then develop new resources to communicate out to Senior Leadership
team and ICB generally via staff huddle. Quarter 4

Risk no. Description
23 Patient and Public Involvement - risk of not meeting statutory duty.
Description

MPFT — BAF P2 QS02- There is a risk that the Trust will not be able to adequately measure and respond to the
experiences of our service users due to the limitations of the current feedback systems and approaches. This may
impact on the Trust reputation due to reduced confidence in the ability to learn, respond and improve services in
response to customers voice / views
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(sQe8) Nursing 118% of suitable patierts are on CGM - type 1 diabetics (Aug 23) per ). Major 7.5 (per Dec 23, June 24) November 25- project board Development Performance 0711025 Claire Parker made amendments including additons and.
Offcer NS delyea 5 a1 Teports o Heathard e Commitee deletons on 0710112075,
sTw dagnosis of diabetes. o boave 0 o s1w Models (Neighboutood Clare Parcr.ackitions made 1611025
" peop 12 monihs, 11/38 Dec 2023) ingementaton o)
Wi Type 1 Diabetesdue to wordorce and capaciy ssues wih Specialst T (Complete). InTeord, 2011 y omaton Grotp o
Services. nd. undertaking it, SUpPOT mees updates 25/
modiabk actors The s summer PLT planned focussing on Diabets (Compited) 5
10) There is a quarterly published diabetes dashboard (Aug 23). 99.2%
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o reduce nequaties and variaions i healh oucomes. 12 NG 17, NG1, of T Noverber 24,
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12)
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vty Care Pracace £ Steny Progae. None 3 Produciviy
commitee
Group. Stategic Estates Group, People Board, Stategic
proramnes g Pam Cae s, UEC Dy S
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e, -STW ICS £RRR Forum ICB hods morthy meelings win EPRR leads or each ogarisaion Lo envarce a coordated resporse. he ize, ype, and senvices of theiforgansation and s (AEQ) | commitee Govas, Serior (0811072025 Feiciy Govas, Senior EPRR Lead iichis o onger
Tefford and Wrekin, there is a risk of an inadequate and/or uncoordinated *LHRP and HEPOG work programme. . . NH 200¢ (NHS STW ICB) EPRR Lead 08/10/2025: Minor ememmms 1o reflect current
oo G STW ICB EPRR posiion. No change in sk eve ai s tme.
anendance at mutiagency coorinaing groups e vith he ongoing NHS eset programme, ik Gaps in Contols:
Communty Risk Reger (CRR)
Reporing o ICB Strategic Commissioring nd Prodiciviy e Wesi Mercia LHRP and HEPOG.
mitee and Boara
Framencork, NHS Act 2006, Healh and Care Act 2022, an the NHS.
Standard Cortact,
NS Core Standars for EPRR
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Forum Represertaton Agreeme.
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rue do Eecuive Team meengs Simon Whiehouse peopie. 27102125 zaionz3 v i ki o v s s e
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tteces e Regional NHSE People Dirctor engagement actios - s gap s now osed nchsion Exitingsotrces of assrance updated 041093¢
Winutes of Ic8 Senior 3 or Commitee (Gaps ncontrosor assurance Alson Trumper 0409124
The system Board . 2) Pl . People Action plan updated - 04/08/24 -Alison Trumper
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programmes. s o resource requiements. Ris ouner Ditctr - 04109124Where there has been
dedver her 5 v  separat emporaryresoutc fo wordorce opporuniy providers have idefied some adcitonal
adersho capacty owerAkon Trmer o124
o he system CEO's s uner Diector - Alson Trumper
leadershp. This s proviced sficies resoce 0 ffectvey leadershipcapacity ppor 00 isk Ouner 24112124 Elen Shaw
manage and ead these e areas.
Gaps in assurance:
4)
5)
e CPO 1ok 10 increase capacty
m g exBret 3 Team mecings Winites of Execifive Team and CEO meeings. Gaps i Controls exBren Eien Sraw Sysem[Peone EienSraw [S Hayes o710/ - Corfrmation receved o Elen Shas
People outcomes. E=t-3 Simon Whitehouse People, Colaborative | 27/02125 2807123 o s ikl rvived andresred o e
Minutes of Peaple Commitee 1 ™ Cuire and
I there i lack of iy o he shape, iz, prioites,sirctres and sincures for th fure enpioyers. ncusion it soutces of assrance - Alson Trumper 0410924
Papers o ICB Board Commitee (Gaps incontol - Alson umper 0408124
Jting i and to People Culture and inclusion Committee: 2) 3a) Action plan - Alispn Trumper 0409/24
K Diector iscouner - Aison Trumper 0408124
e Risk Owner - AlsonTrumper 0409123 Risk Owrer
- Supporting te HaWB of sttt monioring and Elen Shaw 2411224
he REFORM portiolo
emporery leadership capachy
il , addioral J——
K been dertfied by Sathto support one of the portfol's o
- Leading voridorce ransfortion & newways of woring People . SCHT.
- Educaing,raiing & ceveloping peopl and
5 There s
X e CPO ol to ncrease capacly.
-Leaay cooraes vt parng & elenca
- Supportng system design & cevelopmer
Gaps in assurance:
3)
13 1 ICS IPC Cases of Clostridioides Difficile P Gaps in controls d Ics CIAMR Sept 2025
Meeting make beter use of 2¢C. of = |, Whatey Vanessa Whatey and Grow September 2025
(SQG 10) 07123 loss of Z) National guidance supporting best practice (Sept 25) 3) Each NHS Trsut has a plan and policy to control C difficile(Sept 25) 2) SaTH to Performance
‘epusation an nefficen i best e of esources. 2) Qualty Walk arounds (Sep 25) 3 (out25) Commitee
3) Commode audits (Sept 25) (Sept 25)
tigndose PRI
N prescribing of highdose PP
e (Sept 25) cases agansta ajecory o 46
quidelnes rave T
25)
ce PC
team. (Sept 25)
17 g Trisi Tanala [ Lack of - [+ Quality Committee Gaps in controls: 31062026 Loma Clarson CMO David Mania Strategy and David Manta 30012024,
1) Resources are et A |15 eveiop  programme o v and suport prevenion soon0zs T Taraka
1S Digtal Sategy | cs il o Commitee oan
NHSE cigtal circa sk management standards 15 Digial Portiolo - STW OHC G Gaps in Assurances; vt Mt - sk score remains the same.
DTAC. NICE. R oo
andEPRR 10252 v ety g okt ser v arg
ocar rarmes to crete ool CSO i progrecs
rms deS the u5k down slightly from Ex\veme 10 High. Sy5|em
g 1 captured unr th wicer o
mooe\ dws&msmn(p&u of NHS Reset emc\m«en ing). We will
ik once we know where Digtl functors vl 5t
b ey i b i




0 Vanessa [ Adut AGHD Waiing Lists b T Teica 5 pate 160 e - CZ3 Eiered orto qualty RR December 21 T2I0R25 - eviewsd an Upcated wih score
(5Q6 1) the provision of ADHD Aduk 2)RTC remains a patients constitions right E=-3 screening and 0111012025 dated unchanged
STW ICB people who Opportunty o 2) Tivee providers One ofwhichis referal 3 U he quaity of 18 now ks pertomance by TS, TW, MS & NH with o
(erim CNO | behavioural, emotional, social which i Apr 2025 senice. [ commitee Updated (1s
nen risk A Updste 15t oct TW - thee ar updte 190 3 i he quaity of ot st reduce paterts same (a5 above) tskre comorbidcohartonce te ICE prefered
Update 1210872025 RTC providers. Ths isHgh on choosing RTC as an aemaive opion
register Nov received snce 1110 Aug, and croice. P e agenda or idands 5 ongoing dscussions regarding shared care (irk 0 SQG 13) ranster of people with co-marticies and iited ool over
) “stllunder | sent ia ERS, vi he referal maregement cenire. The RMC wilthen risks. e
scussion ) st e compieted 0 SQG
Update 15t FT 1o progress the provider o i Novembes 2098 i empted 0 SQG by sk ownrs
scussion and for i fooking ke
roun he wordorc, Thi gues he (C5 the opportevy t agree opon 2 of | October. 1) The curtent vaiing s 2983 a5 o Aug 2025 Update Jan 25 Helen Rouney & Tracey Skter
st October a ey can 2 Roey
corory Tty WS (1 ADFD Senve) o v a0 e el and i oo Mmug M Qo morbidtes A e Update March 25 Tracey Siater & Helen Row
mertal heath coreiton re assessed by MPUFT (e i e el onyar e gy v st of Update 20t Apri Tina Ward rsk score remains unchanged
commiedoned Merma oathprovien cutent buige untimpact of mobiisation and capacty of he 2
o ake ) Stercd cr (k0 SQG 19 [ADHD providers s reais
Vi RS, oHD Update 190 June Tina Ward. ik score remains
flexibility il ) since \ged. New Providers reported to be able to offer
optons though i s sul el caice. ot curery s otonof gt Croose (170 waiing ists are ey (0 gt onger despite the new providers. appointments “imminenty” awaiing final confirmaton of
iy mobisation meetngs vi date inorder tbe abl to stat 1o see mpact and rev
915 epuseaion e b comminy o prcice ks
6) Or collaborative work with MPFT around patier 12/08/2025 - Update completed in relation to current
mmmhw ‘ position.
UPDATE 1
7. NHSE CinclReeronce Grou b esablsed. B s ramed
represersaivs from wihin, and aso
7 B e, 3 possible x3 Torma Chrson OMO ociew iy, Seior Review 06t 25 [ Updaied RR 14110725
Vicdinas. 2)ERACT-2 pascrbing data L= moderae =9 Premacusica advsor |and (updte 110725)
ot for approvalvia IMOC © ; et need, resuing n G cerate perfomance
Ao Riey armonising th o et o e laccor o commitee
(506 13) Lead ihe specialst medicines they I 7 (nappropriae
Phamacist prescrbe. - There s & ke o misaigned processes and whether z o process-WG paper reseried
ceand or sed medicines e sk oper and closed 10 specilst
e shared matix and o review existing sared care and estabish bust monoring {or LGS orce approved-JulAg.
50 o cpecia |3 by IMOC, Qualty an There o
e formuiary are 0" [or parts wh are comoti i AOHD comptese oy Grow Lo ciagrosi eading to
medaines, de to new orscraoring gl il s apty
“The medcines u petercy gap forprmar
newseter and Shack of assuars of od
MDT review of the formuary newsfecclupdate .. fouin revew or proaciie absence of approvalana -
weatment of for crcuaton E :
s s feelhar e bana 7 ) Limited pracice sign up o LCS dve o ongaing cscussions with LMC and Primary Care communcaion
Risk Tile: o shouder espor speciaist e 2 pET ppor make
oo for et e s, Rk desrrion: Upis o sfed | P e i s e prescribed mecines s par of thir service refused
eraging 3 Improve GP access o ‘advice and guidance from speciast senvices
55% for 12 moresor B
severe mentl s Alfough s acceptance rat s igh e rumber of [ s
et e en s e Gk o0 ighord 6 decine B
B
resrting, These paerss ot prsert i compe nssrb e necced for these meicines which have been 1 se for 20 years
= 123 Froda [Estates nsfasiucioe ok ps Fisi e Gaps n controls ey Rcton 3 Ul 2526 0 Bids submited 31103 - NHSE Chre Skdmore el Szabo EX 7012025 Angea | 17102025 Argela Szabo o change
Szabo, oot ERICretms |None Finarce Szabo
Direcorof | captalfuncing corsirants System Capial Prioisation Oversight Group Provide estates groups. AS2-Ongoing Commitee
i Second Line Gaps in assurances o Wil NHSE. No change - Closed.
eg s stategy and
Inegrated Performance Report o the Bosrd Prevenion
hid Line Commitee
27 Pledge 1- ‘Sharon Risk of Increase in TB Cases Team (IMT) 3. Fully adopt to the GIRFT (Jan 2026) Helen Onions, Director of Public | Helen Onions, Director of Qualityand | TB Network  [04.06.25S. 04.06.25 S. Fletcher Updated post GIRFT review and business case.
Soo14 Fecrer, 1 . resouces for 1 reres . LA ard UkHSA ard|2) Quater reporing of posiion ot 0 T service (2 by o car et 02 Heath Teord ard Wrein ourc | Pubtc Heatn Tefor and | pertormarce | Group Fetcrer 01025 v Wity rions approval
and quality - Head of of treatment for ng, contact tracing, and treatment T8 buiness case not implemented (sept 25) 5. To improve surveillance data (Oct Committee | Health 020925V
Satery and 2) There 5 et imlementbunes hae i (Jan 26 Protection | Wratey! H Oniors
senices are ualty |increase nprevaence of TE. B prevalence, SaTH (Sept25) Gaps in assurance sura
incay st imroverere ek 3 There g o
voughoun laccor nfastructure iRFT System Qualy
sysxem nehvenng Trust o Primary Grow
the Sy lead on the TB agenda. per T8 management overseas: migrant health guide | Quaity and
mprovemers peromance
resuling in Commitee
e backiog of varsmision.
as asystem "
8 senvice 0
Lack of a sence speciicaton for B service
o bt T8 cases, paricuary
respiratory disease oubreak Leveraging Technolagy for Early Detecton and Maniorig: negraing
pooteing
"6 cases, -
indvidels ercure adherence to ueamen
& 123 Angela | Revenus Financal Plan 25726 Fisi e Gaps n Control Reverue Francl PR Clre Skdmore el Szabo EX 7012025 Angea | 17072025 Argela Szabo o change
Saabo, devery o e o STW Reverue Finareial lan Limi 8.8 defc, = e France Siave
Drecrof | rarclinprovement proraneand maragemer o sk inits e Commitee
ey areas of risk o delvery ar: ASaIBICS].
epial Financia Plan 2526 h stetegic
Faile to dever plans it the capial it n year © i place] - 1B Commissionin
1c Costs and nfaion pressures gand
avaiabie e cost: Produciviy
Revenue o reduce agency spend for Pay commitee
w Non-Pay.
e reduce i {inpice] RSz
“xperdia nnewith ystem cap Tl Lock n place. Gaps in Assurances: pay
Fmamal Improvement Programme and System Transformation Second Line (In place] ASz
e forecast canbe met.
Integrated Performance Report to the Board. Stood-down pest Q1-following-impact-assessment}—CS-
assessmerts i Line: inplace] - ASz
pace - Trle Lock. . HP [Acion 5 Rabust morworing of te ecurent tneryig ensure that -
(Grip and Cartol (ecurert uxdering ln. ASz i place]
System vacancy panelnpice. Workforce moriaring of vacarcies i ncome:
pce (orgoing)-Asz
Tipe ok process fo non pay expendiure 136 & AMWIMS
capial Capial Financial laimit
Capia ritisaton Oversight Group Acion 2
sz
EJ 123 Aison Smih [impaci e varsivon of svenen Gaps n Contol/ Assurance EE) o Trarsiion eihen Emberion | 0610872025
ceo partners fisklogs, and devery ey wansiered Commitee Rison St
i i can ead  more megrated has«idehvery o, pping i roes, responsibiies, stagc
offuncions ou o the ICB, g accourabity Mousor Commisionin
e waiing s | rcues ing ot expectators
20 Line (Oversign) Produciviy
Teathcare sysiem i Commitee
organisatins via ICB system commitees, cost, UEC,
1o e ICB Eoard and regional NHSE teams.
Moritoring of cefvery aganstratona proies embecded i shared
reporting frameworks 3rd Line (Independent Assurance):
NHSE or peer organsators;
piriy deivery.
0 123 (ison St [ mpy T0year b o Gaps inControl/ Assurance Trarsiion Gethan Emberon | 0610872075
cBo ey health NHS England, A Commitee / Alison Smith
Healthw atch) within the system. and patient- capacity and il Stragic:
1 he system camot absord acftona funcions s a resu of the issoksion [certed . senice impact reportng ines). Commissionin
there is a risk INHSE, Healthwatch) handover. NHSE,
local s, w0 e Produciviy
g marage boars; pertormance Commitee
expectatons and ensure senvce contuty.
from NHSE,
2New |1 el R Gpporuriy 0 Gevelop Oversight of & ice ~Curredy o cear funded paihvay Tor ssurance e TGy pron ot ST Fope e & GO e Uiehoodzx 506 Cher wirsing Cher [sarC
SQG 15 ks 1o the delivery of ‘and sustainability of e s red +No 2417 for, ‘death and treatment for Nove long-term actions Nursing Group 15t October 2025
W"MW across STW ICS. pathway (« ACB patient: ael»ty meetings [+Until vecemy Birmingham Women's and Children's support, plans. g 8 Moderate
for mrsing and mecica Panners polcies and processes N e, ST s Hop Hae vorr gever ipon riken naiy to gsin Pacciatic Paliaive Care Consuant advice 2417 imiing th risk . Agree 2477 pa
cmer NS Corpart, esdback o s e caa - No 2417 act pliative cae rai ’
oues. This may e 0 delays incscharge, Inabity t delver patents | +Anenhanced jourey forchcre and famiies ncien & complars o . Lackof ncallcoreutant otafo afer s advice oo
sed Fecdhckiom andos va T - No agreed KP fortme fom efeal o i vist
. and poor QT nspecton fning . Estabish perommance dashboard
orsequences
- Faire to achieve prefered pace o death
- e ot sty s avodaple bed sy
admissions




Appendix C

‘ational Risk Reaister (ICBSORR) 2024125 Appendix B
statutory Purpose:
Improve outcomes in population health and healthcare
Tackle inequalities in outcomes, experience and access
2
Enhance productivity and value for money
3
4 Heln the NHS sunnort hroarer sacial and economie develonment
1T [L23  |Angela Financial Sustainability Opportunity 1o create a | Strategies and Plans - System Financial Strategy, incorporating: Healthcare Financial Management Association (HFMA) First Line - Monitoring delivery of System Financial Strategy and | Gaps in Controls ‘Action 1) Finance Sirategy/MTFP approved at ICB Board 25/06/2025 - ASz - Completed 30106/2028] Claire Angela |Strategic 1711012025 |17/10/2025 Angela Szabo No change - wil review after MTFP
Szabo, Failure to deliver long term system financial sustainability and exit  [financially sustainable | Financial sustainability checklist , Strategic Decision Making Framework, Capital Prioritisation Framework, Financial Revenue |Financial Plan by System Finance Group and System Finance, ongtem financial plan-and system financial strategy-now-out-of Action 2) Strategic Transformation Programme QEIAS to-be completed by the end of September 2025. High Skidmore  [Szabo |Commissioning and Angela Szabo refresh in Jan
Ditctor of - |NOF4 atangermerts system Plan, Financial Capital Plan , Joint 5 year forward pian, Financial Recovery Plan inclusive of the Financial Planning and Line - Finance Report | dat level strategic transformation programmes included within the MTFP and are actively under discussion through productivity committee
Programme and Efficiency, Productivity and Strategic Transformation Plans, ICS Infrastructure Estates Strateqy, General  |to Finance Committee, Integrated Performance Report to the System lransfmmauunal projects in place but at varying stages of the Financial Improvement Programme and progress is reported to the System Transformation Group and
Practice Estate Strategy /Programme. Partnerships and Services — ShIPP, TWIPP, ICS Digital Delivery Group, Strategic  |Board. Third Line - Monthly Integrated (Care System) Finance | maturity. Existing transformation-pians do-not fully-address the System Finance Committee. Ongoing - ASZ/KO/IB
Estates Group, People Board, Strategic Transformation Group supported by delivery boards for all major programmes e.g. | Return and Provider Finance Returns reporting to NHSE, target savings pgswn Action 3) The System MTFP and LTFP model updated with the Financial Recovery Plan by the end of March
Planned Care Board, UEC Delivery Board. Governance & Engagement Structures - Finance Committee, Commissioning [ Quarterly NHSE Financial Stocktake, NHSE Annual planning 2025 - ASz - Completed. Refresh of the MTFP to reflect current underlying position. revised HTP planning
Working Group, Strategic Commissioning Committee, Audit Committee, Provider Collaborative Comittees in Common. process (and triangulation of Finance, Activity and worklorce trategic ‘demand and capacity model (AC) - MTFP updates to
planning) Gaps in assurances. SCPC October/November 2025, January 2026 and April 2026.
None Action 4) Monthly Oversight of the Finance Strategy implementation plan at System Finance, Planning and
Productivity Group - ASZ - Ongoing.
24 1,23 [StuartAllen, |Emergency Preparedness, Resilience and Response (EPRR) | Opportunity to work “ICB EPRR work programme. “Review of risk registers as a standing agenda tem atevery | Gaps in controls: 1 Periodic review and update of key EPRR policies and plans to align with the latest national guidance and 3171212026 TanBett, |lan Bett, |Stategic 0871012025 | 13/00/2024 — Stuart Allen, Senior | 08/10/2025: Minor amendments (o
Senior EPRR |lf the ICB does not have robust plans in place to respond to collaboratively across the [-ICB EPRR Training and Exercise Programme. meeting of the LHRP and HEPOG. “Very limited ICB EPRR resource best praciice; consult with NHSE and providers in the development of plans as part of the annual NHS Core Interim Interim | Commissioning and Felicity Govas, | EPRR Lead (NHS STW ICB) |reflect current position. No change in
Lead emergencies, incidents, or disruptive events (e.g. adverse weather, | STW ICS and the West | +Reporting to ICB Strategic Commissioning and Productivity Committee and Board -Annual assurance of NHS Core Standards for EPRR “Lack of documented Standard Operating Procedures (SOPs) for the Standards for EPRR assurance proces: Executive  |Executive |Productivity Senior EPRR | (Approved by lan Bett risk level at this time. Full review to be
yberatack, utites falure,ranspart accidents, malicous atacks, | Mercia LHRP foaprintn | Gl Conungenmes Tnct 2004 (GOA), National NHS EPRR Framawork, NHS Act 2006, Hoali and Gare Act 2022, and the|-Regquler feviow ofprogross Sgainst work programmes at every | System Coardinaion Centre (SCC). 2.1CB EPRR work programme has actions to further develop existing polcy and plan and nrodce now Director ~ | Director -~ |Committee 1CB Lead 17/09/2024). undertaken in December 2025 following
industrial action, etc) impacting on the ICB and/or local healthcare | our approach to andard Contract. meeting of the LHRP and HEPO documentation to improve compliance with NHS Core Standards for Ef Director of | Director of |Board. 031062025 Felicity Govas, Senior the conclusion of the annual NHS Core
system, the ICB will not meet its statutory obligations and therefore fail | Emergency “NHS Coro Standrads or EPRR ICB training and exercising schedulev Gaps in assurance: 3.1CB EPRR work programme has actions to produce system level EPRR policies, frameworks and plans for Delivery and | Delivery EPRR Lead Standards for EPRR Assurance
in the duties placed on the organisation under the Civil Mercia Local Health Resilience Partnership (LHRP) with oversight of EPRR and health related risk register. -Systemwide exercising schedul “Rated as partially compliant with NHS Core Standards for EPRR. organisations to align own policies and plans. Transformati |and 08/1012025 Felicity Govas, Senior |process
Act 2004 (CCA), NHS EPRR Framework, NHS Act 2006, Health and |and Response (EPRR),  |-West Mercia Health Emergency Preparedness Operational Group (HEPOG) reporting to LHRP. ICB holds monthly meetings with EPRR leads for each “Recent combining of STW LHRP & HEPOG and Herefordshire & 4.1CB to continue with monthly meetings with EPRR leads for each organisation. on / Transforma EPRR Lead
Care Act 2022, and the NHS Standard Contract and with West Mercia | -LHRP and HEPOG work programme. organisation. Worcestershire LHRP & HEPOG to form the West Mercia LHRP and 5.STW ICB EPRR lead to work closely with H&W ICB lead to drive the LHRP and HEPOG work programme Accountable |tion / oa/oa/zozs Minor updates made to
Local Resilience Forum | +Risks and risk registers linked to National Risk Register (NRR) and LRF Community Risk Register (CRR). EPOG ensuring links to systemvlocaliy risks, issues, and challenges. Emergency bl refle
(LRF) partners. - STW ICS EPRR Forum - Gaps in uptake of EPRR mandatory training 6.1CB to reinstate the ICB and systemwide training and exercising schedules, Officerfor _[e - ahgnmen( of EPRR to SCPC rather
“The ICB does not currently have a permanently employed EPRR 7. All directorates to ensure that their business continuity artangements are reviewed and remain fitfor EPRR (AEO; than Audit Committee;
Further opportunity to Practitioner in post; role is currently provided by an Interim on a fixed purpose (NHS STW | Offcer for - closure of the ICB EPRR Programme
collaborate with term contract due to end March 2026, 8 Accountable Emergency Officer (AEO) to review EPRR resourcing to ensure it is adequate for the size, 1c8) EPRR Group, which is no longer required
Staffordshire and Stoke- type, and services of the ICB and duties placed on the organisation under the CCA, NHS EPRR Framework, | Consequence: (AEO) - other updates to reflect the revised
on-Trent ICB in line with NHS Act 2006, Health and Care Act 2022, and the NHS Standard Contract. (NHS STW work plan and change of EPRR Senior
the ongoing NHS reset 9.Accountable Emergency Officer (AEO) to ensure that EPRR resource is maintained within STW ICB to i) Lead
programme. ensure statutory compliance with the Civil Contingencies Act 2004 during the ongoing structural changes to
the NHS.
2 |123 Gemma Smith | Provider Accrediation - Independent Sector Reduction of wailing | AL present, the legal guidance in refation (o choice provides Sioifcantchallenge being able (0 put conirols n place as | West Midlands discussion in felation (o collective management. | Gaps in Controls 1) Service specifications for all elective pathways to be written and signed off by February’s CWG. These will Ongoing Gemma _|Barrie Reis S| Gemma Smith | Gemma Smith 16-10-2025
There are existing national statutory duties around Patient Choice set |times, improved choice | providers can be accedited should they be able to meet the ICB s here they are also the issue to be all age and refiect all conditions which are currently commissioned via our acute contracts. This will ensure smith Seymour ComracsiCRM 16-10-2025
down by the DoHSC, with a growing emphasis on patient choice, Rt an NS Gonirac via another ICB. they can also acept efrras for conaalont o senices o any ICB in the country.  [Active discussions with NHSE in relation to the parameters of |1) At present, the ICB does not have service specifications for each that high cost, low complexiy procedures cannot be cherry picked by the independent sector. and Meryl |Suategic
empowering patients and expanding the range of options available to Legal advice has been sought. acceditation. of the services that providers are requesting accrediation for. 2) Legal advice from Mills and Reeves to be finalised so that the ICB has a clear position in terms of Flaherty | Commissioning and
patients, which all forms part of enabling elective recovery through accrediation and the Independent Sector. roductivity
accessing additional capacity. In paralel there is a growing need for The implementation of the utiisation of Indicative Activity Plans (1APs) within the 2025-26 contract will provide mitigation in 2) Financial Risk due to additional providers and capacity entering 3) Accreditation Policy and Process now in place from 1st March 2025, Committee
greater provider accreditation and listing of additional providers, which terms of preventing overspend the system which the ICB does not have additional funding for. 4) Continue to work with the wider West Midiands ICB's in terms of a wider approach to managing this
all presents a complex and changing financial and sustainabity challenge.
landscape for the ICB. 3) Changes to ERF and any further changes within the Operational 5) Paper to be prepared in terms of the potential options for the ICB to consider in how to manage the risks
Planning Guidance. associated with this challenge.
6) 1APS completed and being negotiated into any contracts
4) No Accrediation policy in place. with providers delivering non contracted activity also being written out to with IAPs.
7) Reconciliation processes in place for IAPs on a montly basis with challenge process were activity is out of
Gaps in Assurance line with the IAP undertaken.
1) The issue is currently being managed via commissioning and
contracting but require wider visability within the ICB via SLT and
Strategic Commissioning Comittee.
2) NHSE are not clear in terms of their guidance and offer varied
advice.
3) Unknown impact o the acute sector due to movement of activiy.
29 12,3 |Angela Revenue Financial Plan 25126 Opportunity o create a | Revenue and Capi First Line Gaps in Control Revenue Financial Plan/Limit Possible 3 x 3010672026 Claire Angela | Strategic 771072025 | 1771012025 Angela Szabo
Szabo, Failure o deliver 25/26 ICB and ICS revenue financial plan fimit, financially sustainable  [System financial principles and risk management framework in place across the system as part of development of system [ Monitoring of financial performance by System Finance Group |Revenue Financial Plan Limit £83.8m system defciit support funding Efficiency: Major 3= Skidmore  {Szabo | Commissioning and Angela Szabo
Director of |delivery of the financial improvement programme and management of ~[system financial recovery plan approach as set out within the financial s Standing Orders, Standing Financial Instructions and Delegated | of which £38.7m is ICB deficit support funding, Action 1) Review of most likely expected FOT on a regular basis through financial governance, specifically for | Moderate & productivity committee
Finance risk. Adnerence with the System governance arrangements in place through finance commiten and system strategic commitiee and commissioning | Financial Limits high risk and medium risk schemes to identify potential slippage, mitigation actions/schemes. [In place] -
Financial Frameworks, | working group  to ensure that new investments are not made unless recurrent resource is available. Financial Accounting Performance Metrics Key areas of sk to delivery are: 1BIASz, Complete QUFOT confirm and challenge process by 30/09/2025 - ASZ/IBICS. [complete]
Capital Financial Plan 25/26 Revenue and Capital  |Revenue HFMA Financial Sustainability and NHS Grip and Control 1.a Effciency delivery risk Action 2) Ensure sufficient PMO capacity is allocated to support recovery of medium/high risk effciency
Failure to deliver plans within the capital imit in year. System workforce programme and agency reduction group implemented, weekly agency reporting and action plan to reduce [checkiist self assessment 1b UEC/escalation costs due to UEC pressure and links to discharge schemes and the development of the pipeline mitigation schemes to support ongoing de-risking the overall
agency expenditure in line with system cap Better Payment Practice Code 1c Costs and inflation pressures efficiency programme. [In place] - 18
Financial Improvement Programme and System Transformation Group System productivity and SWG in place for effciency. 1d New NICE appraisals with significant implementation costs
FIP reports into System Transformation Group which provides | Gaps in Assurances Cost:
Organisation self assessments of plan conditions/financial controls in place - Triple Lock, vacancy controls, HFMA Assurance to the Boart None - Fully mitigated risks Action 1) As part of the Monthly Financial Review processes interpret current financial performance: 1a)
sustainability and NHSE Grip and Control. System agency reduction group implemented, weekly agency analyse special variation changes in the run-rate trend of spend for Pay and Non-Pay. 1b) analyse key drivers
reporting and action plan to reduce agency expenditure in line of overspends and underspends, 1c) review cost implications of workforce/activity and performance delivery
ICB establishment control panel in place. Workforce monitoring of vacancies in place. with system ca requirements and 1d) complete refresh of rip and control assessments o identify and remedy gaps in controls
Establishment Control Panel in place. [complete]. This will inform accurate forecasting and identification of risks and risk mitigations. [In place] - ASz
Triple Lock process for non pay expenditure Triple Lock in place. Action 2) Review all requesits for pay through the existing Vacancy Control Panels ensuring the completion of
Second Line the benefits/benefit realisation supports financial delivery and recovery. [In place] ASz
Capital Regular Finance Report and Efficiency Report to Finance Action-3) Review all discretionary non-pay-over £10k though the- ﬂmsw\g financial governance processes.
Capital Prioritisation Oversight Group Commitee including the-Triple-Lock and-reduce discretionary-spend.— i place]
\Tr:eEvired Performance Report to the Board Action 4) Review all contingencies, provisions and prior year accruals. [\n place] - ASz
ird Line
Monthly Integrated (Care System) Finance Return and Provider Capital Financial Plan/Limit
Finance Returns reporting to NH Action 1) Use the System prioritisation framework to prioritise capital requirements based on key system
External review of HFMA financial sustainability and NHSE Grip criteria including equality of population health outcomes, value for money, broader socio-economic factors and
and Control self-assessments. health inequalities including Equality Diversity and Inclusion (e.g. DDA compliance and digital inclusion IT
software and hardware). - Asz_Completed
Action 2) If required - Agree mmgauuns for pulenlla\ overspends with budget holders - e, deferral of
capital senior finance team and CPOG to review monthly. —
ASz Ongoing
Action 3) If required - Agree mitigations for potential underspends with budget holders -ie. bring forward
pipeline schemes - reviewed monthly by organisational senior finance team with budget holder and via CPOG.
~ ASz Ongoing
No chanae
2 |123 (Alison Smith [im pact of Government Reform - ICB Workforce. The transition offers a | Clear communication and engagement pian 1o SUpport stalf through the transition. Change SUppOrt programme in place for | st Line (Managemen). Gaps in Control / Assurance Develop and communicate a detailed worklorce ransition plan. Identify and prioritise critical roles and sKils (o |2 (unlikely) X 4 31/03/2026 | Claire Skidmi Ellen Shaw| Transition Commitiee /| Bethan Bethan Embertony Alison Smith
If the ICB does not support it's workforce through transition, there is a_ [chance to reshape the |staff to access this includes support with pensions, finances and management of change, Leadership programme also in workforce transition updates and monitoring by line Lack of a Detailed Transition Plan: No clear roadmap outlining key retain and transfer knowledge. Implement targeted retention strategies, including incentives and career major) = 8 Strategic Emberton’ [06/08/25
fisk that t will ot retain expertise and organisational memory and will |ICB workforce by place for senior members of the organisation to support with their own leadership development and leading staff through the | managers: stalf feedback mechanisms in place (e.g. surveys,  [milestones, responsibilties, and timelines for workforce changes. pathways for key staff. Roll out training and upskilling programmes to support staff redeployment or role (moderate) Commissioning and Alison-Smith |09/10/25 - Reviewed - No changes|
fail to continue to deliver business as usual, as well as transition to |attracting new talent,  [change. Pulse survey and NHS Staff Survey will continue to be rolled out to all staff to ensure regular monitoring of staf huddles) Inadequate Retention Measures: No formal retention or knowledge evolution. Estabiish regular staff engagement and feedback mechanisms (e.g. pulse surveys). Monitor Productivity 2 -Es
cluster. upskilling existing staff, [ morale and experience. 2nd Line (Oversight) ransfer strategy in place to preserve ciitical skills and organisational workiorce metrics (e.g. tumover, vacancy rates, morale) and report to senior leadership team. Conduct internal Committee Ellen Shaw -
and fostering a culture of HR oversight and reporting on workforce risks to the executive | memory.Limited Training and Development Support: Lack of audit of transition readiness and risk controls, 09710125
adaptabilty and team; monitoring of workiorce KPIs (e.g. tumover, vacancy structured upskiling or redeployment plans for staif affected by
innovation. This can lead rates); governance groups (e.g. Transition Committee) reviewing | changes, risking loss of talent or capability gaps. No Business
10 amore agile, resient transition progress. Continuity Planning: Lack of contingency planning to ensure delivery
organisation better 3rd Line (Independent Assurance) o business-as-usual functions during the transition period. Unclear
aioned wih uure luster Internal audit reviews of worklorce transition processes and Leadership Accountabilty: Uncertainty about who is responsible for
goals and improved ways controls, managing workforce risk, leading to inconsistent or uncoordinated
of working. actions,
38 |123 [Alison Smith | Impact of Government Reform - Transition. The transition to the Regular reporting and monitoring of progress against key performance indicators (KPIs) Gaps in Control / Assurance Develop a comprehensive transition programme plan aligned with 2025/26 government priorities (cost 2 (unlikely) x 4 |31/03/2026 Simon Claire | Transition Committee /| Bethan Bethan Emberton/ Alison Smith
If the ICB does not execute a robust plan for transition to cluster cluster model presents an Stuctred raniion lan i cear miestones tesponsbiis: and reduction, UEC, waiting lsts). jor) = 31/03/2027 Whitehouse |Skidmore  [Strategic Emberton’ (06108125
lodel, there is a risk that the ICB fails to deliver the government opportunity to redesign | Dedicated programme management and performance teams to oversee priorities. 1st Line (Management): lines. Es«abnsh adedicated governance structure-{e.g- Transition Board, i defined oles-and Commissioning and Alison Smith [ Alison Smith 10/10/25
priorites for 25/26. Cost reduction, UEC and waiting lists. services and structures Programme Manager oversight of uansiion acties;regular | 5(¢ U planning and contingency measures to manage disruptions. responshiies Productivity 06108125
for greater efficiency, wiith system partners and stakeholders to ensure alignment and buy-in status updates; delivery of workstream-level plans; management |\, gegicated programme management team to oversee transition Conducta gap analysis and readiness assessment against cluster model requlremenls Committee 10110/25
collaboration, and impact. of isks, issues, and dependencies at programme level activities Implement robust reporting and escalation processes for risks, issues, and d
By proactively planning | Risk and issue tracking mechanisms embedded in the programme governance 2nd Line (Oversight): Lack of national guidance. Engage key stakeholders (including system partners and clinical leaders) thruugh regular briefings and co-
and engaging Review and challenge by internal govemance boards (e.g Transition of service from CSUs see risk 12. design workshops.
the ICB with national guidance and assurance processes to ensure compliance and focus on government priorities (e.g. | T"ansition Steering Group, Transition Committee); assurance Align workforce and financial plans to support sustainable delivery within the new cluster model. Schedule
accelerate delivery of cost, UEC, waiting times) reporting to the ICB Board and regional NHSE teams; tracking of internal audit or external peer review of programme governance and progress.
government priorities, progress against national priorties.
such as cost reduction, | Structured transiion plan with cleat milestones, responsibilties, and tmelines 3rd Line (Independent Asstrance):
improved urgent and Internal audit of programme governance and delivery readiness;
emergency care (UEC), [ Management of change for cluster Execs has commenced Oct 2025 external review by NHSE or peer organisations; gateway reviews
and reduced waiting ists, or deep dives into priority areas (e.g. cost reduction, UEC,
‘tnctnsin o mon | Clicens Choie and PE ko o b contead b wpeE waiting lists).




Appendix D

RISK MANAGEMENT MATRIX

Likelihood
Consequence 1 Rare 2 Unlikely 5 Almost Certain
5 Catastrophic 5 LOW 10 MODERATE

4 Major 4 LOW 8 MODERATE
3 Moderate
2 Minor 10 MODERATE
1 Negligible 4 LOW 5LOW
Consequence score (severity levels) and examples of descriptions
Domains 2. Minor 3. Moderate

Impact on the safety of
patients, staff or public
(physical/psychological
harm).

Minor injury or illness,
requiring minor
intervention.

Requiring time off work for
>3 days.

Increase in length of
hospital stay by 1-3 days.

Moderate injury requiring
professional intervention.

Requiring time off work.

Increase in length of
hospital stay by 4-15 days.

RIDDOR/agency reportable

incident.

An event which impacts on
a small number of patients.

Overall treatment or service
suboptimal.

Quality/complaints/audit

Formal complaint.
Local resolution.

Single failure to meet
standards.

Minor implications for
patient safety unresolved.

Reduced performance
rating if unresolved.

Treatment or service has
significantly reduced

effectiveness.

Formal complaint.

Local resolution (with
potential to go to
independent review).

Repeated failure to meet
internal standards.

Major patient safety
implications if findings are

not acted on.

Very Low risk

Low risk

Moderate risk

12-16

High risk

20-25

Extreme risk




Low staffing level that Late delivery of key
reduces the services objectives/service due to
quality. lack of staff.

IHuman
resources/organisational
/development/staffing/
competence

Unsafe staffing level or
competence (>1 day).

Low staff morale.

Poor staff attendance for
mandatory/key training.

Statutory duty/inspection Breach of statutory single breach in statutory

legislation. duty.

Reduced performance Challenging external

rating if unresolved. Irecommendation/improveme
nt notice.
Adverse publicity Local media coverage. Local media coverage - long
term reduction in public
Short term reduction in confidence.
public confidence.
Elements of public
expectation not being met.
Business <5 per cent over project 5-10 per cent over project
objectives/projects budget. Jbudget.
Schedule slippage. Schedule slippage.
Financial Risk in relation 1-2% over plan/target 2-5% over plan/target

to CCGs

On assessing impact, consideration will also be given to other key financial objectives including but not limited to cash management and
receivables/payables control




Lossl/interruption of >8

Service/business
hours.

interruption/environment

al impact
Minor impact on

environment.

Loss/interruption of >1 day.

Moderate impact on
environment.
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1. ICB 25-11.237 — Planning Update

Meeting Name: Shropshire, Telford and Wrekin Integrated Care Board

Meeting Date: 26th November 2025

Report Presented by: Claire Skidmore, NHS STW, Chief Finance Officer

Report Approved by: Claire Skidmore NHS STW, Chief Finance Officer

Report Prepared by: Angela Parkes, NHS STW, Deputy Director of Planning and
Performance and Vicki Inch, NHS SSOT, Associate Director of Planning and
Intelligence

Action Required: For Assurance

1.1. Purpose
1.1.1. To provide board members with an overview of the recently published
Medium Term Planning Framework along with an update on progress
of plan development for Shropshire Telford and Wrekin (STW).

1.2. Executive Summary
1.2.1. Key points from framework:

e Medium Term Planning Framework published 24 October 2025

e Planning over 1 to 5 years

e Key strategic shifts in line with 10-year plan; From sickness to
prevention, Digital by default and Neighbourhood Health Model

e Outlines key areas for transformation

e Minimum annual productivity improvement of 2%

e Finance key points: 3 year revenue and 4 year capital plans
required; a new urgent and emergency care payment model will
be introduced; reviews of NHS funding formula and the Carr Hill
formula for general practice underway; NHS England will publish
trust level productivity data and expand use of costing
dashboards

e Challenging targets set for 1 and 3 years for performance
measures across planned care, UEC, primary care, community,
mental health, learning disabilities and autism and workforce

e The Board will be required to sign off formal board assurance
statements for both the draft submission in December and the
final submission in January

1.2.2 Key points on progress on planning:

e Partner CEOs have agreed to maintain our ‘local first’ approach
to planning

e Commissioning intentions have been developed and priorities
identified across the system

e Work in progress to develop modelling assumptions, after
considering performance to date

e Work in progress to develop scenario testing and sensitivity
analysis to provide assurance to board on robustness of plans

™
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e Progressing with developing first draft of numerical plans
¢ |Initial discussions taking place about 5 year commissioning
plans

1.3. Recommendations
1.3.1. The board is asked to note the headline information from the national
medium term planning framework including the requirement for Board
to sign off board assurance statements and also note progress with the
planning process to date.

1.4. Conflicts of Interest
1.4.1. None identified

1.5. Links to the System Board Assurance Framework (SBAF)
1.5.1. The subject of the report provides assurance that planning activities will
seek to mitigate the following strategic risks within the SBAF:

Strategic Risk No.1: Unable to sustain a culture of strategic
collaboration and partnership working and secure delivery of ICS
priorities — mitigated by maintaining a local system first approach to
planning both operational and medium-term.

Strategic risk no. 2a: Risk of not achieving underlying financial
balance (ICB & System)

Strategic risk no 2b: Failure to deliver the system and ICB revenue
and capital resource limit plans Strategic risk no. 3: Health
inequalities are unfair and avoidable differences in health across
the population, and between different groups within society. These
include how long people are likely to live, the health conditions they
may experience and the care that is available to them. There is a
risk that with competing priorities in a challenged system,
insufficient focus is given to targeted interventions for populations
identified as experiencing the greatest levels of inequality i.e.
CORE20+ - by ensuring our progress in reducing Health
Inequalities across our population is a critical part of our
operational medium-term plans.

Strategic risk no. 5: Lack of capacity and strategy to develop and
use digital and data systems to enable efficient and effective care
across the ICS — mitigated by ensuring our digital plans form a key
part of our operational and medium-term plans.

1.6. Alignment to Integrated Care Board
1.6.1. The report aligns to the ICBs goals by:

Seeking to provide assurance that requirements in relation to
planning are understood and communicated within the ICB
Outlining progress with planning to assure the board that deadlines
will be met

Identifying key areas of risk to plan development to assure the
board that mitigating actions are in place for managing risk

ﬁ
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1.7. Key Considerations

1.8.

1.9.

1.7.1. Quality and Safety: There are no direct implications on patient care or
outcomes within this report. Impact will be considered as part of plan
development.

1.7.2. Financial Implications: There are no direct financial implications
within this report. Financial implications will be an integral part of the
plan development.

1.7.3. Workforce Implications: There are no direct workforce implications
within this report. Workforce implications will be an integral part of the
plan development.

1.7.4. Risks and Mitigations: Risks and mitigations are outlined within
appendix two

1.7.5. Engagement: No direct engagement has taken place as part of this
report. The ICB works closely with system partners to develop plans
that will meet the needs of our population. Several weekly planning
meetings take place with key health partners to ensure all of the
elements of the planning round are collectively owned.

1.7.6. Supporting Data and Analysis: A System Analyst Group is in place to
manage the activity and performance submissions. Demand and
Capacity Groups are in place to ensure the plans are built on data
driven evidence.

1.7.7. Legal, Regulatory, and Equality: None identified.

Impact Assessments

1.8.1. Has a Data Protection Impact Assessment been undertaken? No

1.8.2. Has an Integrated Impact Assessment been undertaken? No

Attachments

1.9.1. Appendix one: Summary of Medium-Term Planning Framework

1.9.2. Appendix two: STW progress
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Executive Summary

* The update highlights the requirements in the national planning cycle since the planning framework was published in August and
local progress and next steps on the work required.

¢ The Medium Term Planning Framework delivering change together 2026 27 to 2028 29 was published on 24t October 2025.

* It outlines key strategic Shifts in line with 10-year plan commitments:
* From sickness to prevention — tackling obesity, CVD, smoking, and antibiotic overuse.
« Digital by default care — NHS App as the central access point; rollout of NHS Online Hospital.
* Neighbourhood health model — integrated teams delivering care closer to home.

« The framework outlines the key areas of transformation and expectations for NHS organisations over the coming three to five
years. It is structured into three main areas: the financial landscape and obligations, strategic reform initiatives aimed at
establishing a revised operating model, and sector specific performance benchmarks.

« There are a range of broad headline success measures set out over a three-year period.

« A number of elements continue to be emerging in relation to planning expectations, with not all guidance and templates yet
published or timescales confirmed.

« Local governance arrangements are in place, and initial planning work has begun, including preparation of cluster-level and ICB
submissions informed by population health and productivity data. Next steps include refining commissioning intentions, completing
prioritisation and budget setting, and submitting the first integrated plans with board assurance in December, followed by the final
submission in February



https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf
https://www.england.nhs.uk/wp-content/uploads/2025/10/medium-term-planning-framework-delivering-change-together-2026-27-to-2028-29.pdf

Medium Term Planning Framework — Areas of Transformation

i
Elective Care, Cancer
& Diagnostics

Outpatient transformation:
Shift to digital first, patient
led models; reduce low
value follow ups.

Children & Young People:
Ringfenced paediatric
capacity and dedicated
surgery days.

Urgent & Emergency
Care (UEC)

Crowding reduction: Use
UTCs and same day
emergency care for non-
admitted patients.

Mental health crisis:
Establish mental health
emergency centres in Type
1 EDs.

Digital first UEC: Expand
triage and scheduling
based on clinical urgency.

K

Primary Care

GP contract delivery:
Improve access across all
modalities (phone, online,

walk in).

Ambient voice tech:
Deploy to free up time for
more patient contact.

Variation reduction: Target
support to practices
struggling with access or
contract delivery.

5

Community Health
Services & Pharmacy

Pharmacy first: Expand
prescribing services,
emergency contraception,
HPV vaccination.

Digital integration:
Prescription tracking and
medicine management via
NHS App.

)

Dental Services

Contract reform:
Implement new dental
contract from April 2026.

Quality improvement:
Focus on high needs and
complex patients



Medium Term Planning Framework — Areas of Transformation
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Mental Health

Emergency
departments:

Co-locate mental
health EDs with Type
1 EDs

T

Learning
Disabilities,
Autism & ADHD
Assessment walits:
Reduce long waits for

autism and ADHD
assessments.

Quality of care: Align
with national
commissioning
frameworks.

4|

Prevention

Obesity services:
Expand access to
NICE approved
treatments and digital
weight management.

CVD mortality:
Support 25%
reduction over 10
years.

Tobacco dependence:
Implement optout
models.

Antibiotic exposure &
polypharmacy:
Reduce avoidable
harm.

-

Digital
Transformation

NHS App: Make 95%
of appointments
available via app;
integrate triage and
care pathways.

Online hospital:
Launch by 2027 for
specialist care access.

Federated Data
Platform: Full adoption
across providers and
ICBs.

Digital therapeutics &
AVT: Deploy for
clinical and supportive
care.

2

/7 \

0-0

Quality & Patient
Experience

Modern Service
Frameworks: Focus
on CVD, serious
mental illness, sepsis,
dementia, frailty.

National Care Delivery
Standards: Ensure
consistent care across
the week.

Patient experience:
Realtime feedback
and surveys to
improve waiting
experience.

Workforce

Agency staffing: 30%
reduction in 2026/27;
eliminate by 2029/30.

Job planning: 95% of
medical job plans
signed off annually.

Sickness absence:
Reduce to national
average (~4.1%).

Leadership:
Implement
Management &
Leadership
Framework and
establish College of
Executive and Clinical
Leadership.



Medium Term Planning Framework - Key Finance Requirements

* |ICBs and providers are required to submit 3 year revenue and 4year capital plans, using integrated templates
that align finance, workforce, and activity.

« Plans must demonstrate financial discipline by delivering balanced or surplus positions each year, removing
reliance on deficit support funding by 2028/29, and achieving a minimum 2% annual productivity improvement.

« Updated capital guidance and delegated limits will be released in autumn, supported by new business case
templates.

 Anew Urgent and Emergency Care payment model will be introduced, combining fixed and variable elements,
along with best practice tariffs to promote efficient care delivery.

* Reviews of the NHS funding formula and the Carr Hill formula for general practice are underway, supporting a
transition toward fair share allocations for ICBs.

* NHS England will publish trust level productivity data and expand the use of costing dashboards and financial
benchmarking tools to improve transparency and data use.




Medium Term Planning Framework - Operational Planning Targets

Planned
Care

UEC

Primary
Care

Community

Performance Measure 2026/27 Target 2028/29 Target
Improve the percentage of patients waiting no longer 7% improvement or 65% 92%

than 18 weeks for treatment whichever greater

28-day cancer Faster Diagnosis 80% 80%

31-day cancer standard 94% 96%

62-day cancer standard 80% 85%

4-hour A&E performance 82% by March 27 85% average for year

12-hour A&E performance

Higher percentage than 25/26  Year on year percentage

increase
Category 2 average response times Improve on 25/26 standard of 18 minutes
25 minutes
Category 2 percentage within 40 minutes n/a 90%
Same day appointments for all clinically urgent patients 90%
(face to face, phone or online) Awaiting consultation
Improved patient experience of access to general Year-on-year improvement
practice (ONS Health Insights Survey)
Community health service activity occurring within 18 At least 78% At least 80%

weeks




Medium Term Planning Framework - Operational Planning Targets

Performance Measure 2026/27 Target 2028/29 Target
Mental health Expand coverage of mental health support teams (MHSTS) in 77% coverage 94% coverage
schools and colleges (including teams in training) reaching 100% by
2029
Number accessing Individual Placement and Support 63,500 73,500
Number of courses of NHS Talking Therapies 805,000 915,000
Talking therapies reliable recovery 51% 53%
Talking therapies reliable improvement 69% 71%
Number of inappropriate out of area placements Reduce by March 27 Reduce or maintain at
zero
Learning Reduce reliance on mental health inpatient care for people No target given Minimum 10%
disability and with a learning disability and autistic people reduction year-on-year
autism
Workforce Agency and bank use Individual trust targetsto ~ Working towards zero
achieve national target in 29/30
of 30% reduction in
agency and a 10% year
on year reduction in
bank
Sickness absence Reduce to national
average (~4.1%).




Medium Term Planning Framework - Board Assurance

* As part of the development of plans NHSE sets out their expectations of the role of every NHS organisatonal
board.

« Itis essential that each organisation’s board is actively engaged and assured of the robustness and
deliverability of those plans.

« Boards are expected to complete formal assurance statements, confirming they are satisfied that:
* Plans are comprehensive, realistic, and deliverable.
* There is a clear understanding of financial risks.
« There is an agreed approach to managing and mitigating those risks in-year.

* It aims to ensure that every organisation is aligned, accountable, and confident in the collective ability to deliver
against shared ambitions.

Staffordshire and StokeonTrent Integrated Care Board



Medium Term Planning Framework - Timeline and Expectations

Planning Phases First Submission (Dec 2025)

* NHS England regional

* Phase 1 Jul-Sep 2025 Governance setup, evidence « 3year revenue & 4year capital plans teams will assure plans

base, block contract reviews and provide
» 3year workforce and performance plans feedback/support.

* Phase 2 Oct-Dec 2025 First submission: 3year _
numerical plans + board assurance * Integrated planning template - Neighbourhood Health

- Phase 3 Jan—Mar 2026 Final submission: updated  Board assurance statements confirming oversight of Framework

plans + Syear strategic narrative process requ_irements will be
published separately

and do not need to be
submitted in this round.

Final Submission (Feb 2026) Templates & Supporting Documents

» Updated versions of the above » Model Neighbourhood Framework — due Nov 2025
« 5 year strategic narrative plan « Strategic Commissioning Framework — due Oct 2025

» Foundation Trust Framework — draft due Nov 2025

» Board assurance statements confirming oversight



Presenter
Presentation Notes
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Appendix two: STW Planning Progress

31 October 2025



Progress to date

« Planning prep workshop held in September to share key known priorities for 26/27 onwards, discuss how
we could work together given the expected changes to planning processes and discuss how we could
support our boards with changes outlined in the new planning framework

» All system partners agreed to maintain our ‘Local First’ approach to planning
* Requirements under new Planning Framework reviewed and leads identified
« |CB commissioning intentions developed and shared with providers

* Priorities identified across the system

« System Demand and Capacity groups for elective and non-elective in place with output to inform the
planning process

« System Assumptions Group established
« Fortnightly updates to Senior Leadership Team (SLT) on planning progress

* Phase one of planning framework complete

Ak
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Operational targets and latest performance

Performance Measure 2026/27 Target Latest performance
(August)
Planned Improve the percentage of patients waiting no longer than 7% improvement or 65% whichever 59.3%
Care 18 weeks for treatment greater
28-day cancer Faster Diagnosis 80% 76.1%
31-day cancer standard 94% 90%
62-day cancer standard 80% 68.5%
UEC 4-hour A&E performance 82% by March 27 53.7%
(Sept)
12-hour A&E performance Higher percentage than 25/26 76%
(Sept)
Category 2 average response times Improve on 25/26 standard of 25 39 mins
minutes (Sept)
Category 2 percentage within 40 minutes n/a 1hr 25mins
(Sept)
Primary care  Same day appointments for all clinically urgent patients 90% n/a
(face to face, phone or online) Awaiting consultation
Improved patient experience of access to general practice Year-on-year improvement n/a
AL (ONS Health Insights Survey)

W NHS}



Operational targets and latest performance

Performance Measure 2026/27 Target Latest performance
(August)
Community Community health service activity occurring within 18 weeks At least 78% n/a
Mental health Expand coverage of mental health support teams (MHSTS) in 77% coverage n/a
schools and colleges (including teams in training)
Number accessing Individual Placement and Support 63,500 n/a
Number of courses of NHS Talking Therapies 805,000 n/a
Talking therapies reliable recovery 51% 47%
Talking therapies reliable improvement 69% 76%
Number of inappropriate out of area placements Reduce by March 27 Small number rounded to
5 (Sept)
Learning Reduce reliance on mental health inpatient care for people with a No target given Autistic people 12
disability and learning disability and autistic people Learning Disability 7
autism (Sept)
Workforce Agency and bank use Individual trust targets to n/a

achieve national target of

30% reduction in agency

and a 10% year on year
reduction in bank

| 'S

| lr N/A: in latest performance means a new measure where ICB is awaiting the definition

NHS|
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Identified risks to plan development (12 and over)

Risk Con- Like- Current
No. Description Mitigating actions sequence lihood score
Link to strategy team and Neighbourhood Health Implementation Group to get early
sight of plans for neighbourhoods to build into planning
Risk that there are unknown gaps in  Use members of the System Planning group to get information from their own
relation to the impact of known organisations e.g. HTP. 4 4
transformation schemes (e.g. HTP and Use both Health Improvement Plan and Neighbourhood Commissioning Strategy to
Neighbourhood Health Improvement identify impact of transformation for inclusion in planning
007 Group) Refresh of HTP modelling (this may not be ready for this planning round)
Use Planning Assumptions Group and other existing groups to identify cross over
Sath/SCHT moving to group working should provide some mitigation
Undertake mapping exercise to understand groups in place to manage transformation
schemes

Work to understand the impact of support services and the consequences of the 4 4
Risk that the cross provider impacts ofprovider collaborative
transformation schemes are unknown Both Health Improvement Plan and Neighbourhood Commissioning Strategy should
008 insome areas include impact of transformation
Planning assumptions group established to develop assumptions
Sath/SCHT moving to group working should provide some mitigation
Risk that planning assumptions for 5- Use existing groups to feed into the planning process 4 4
year plan are difficult to define across Undertake mapping exercise to understand what groups exist for transformation
009 the system schemes.

Risk that any additional information
asks from community, primary care,
dentistry etc. may be challenging to Use Shared KPIs in secretary of state's ambitions for general practice as starter for ten. 4 4
complete (e.g. lack of dataset, lack of Primary Care team seeking clarification of POD ambitions, yet to be clarified.
014 access) Use information in Planning Framework




Identified risks to plan development (12 and over)

Risk Con- Like- Current
No. Description Mitigating actions sequence lihood score
Risk that existing contracts do not include the
ability to request additional informationto  Utilise existing relationships and group members to manage the requests 4 4
015 feed the planning round around additional information
Risk that the regional changes around Indicative plans are 3-6 months for handover.
workforce planning affect the Local First Continue conversations with region 4 5
016 approach Continue to engage with local workforce planning leads

Develop comprehensive plans based on what is known
React to changes quickly
Risk that changes to planning requirements Reorganisation of workloads to accommodate as changes become known

are unexpected and required to be delivered Consider staff mental health and wellbeing of changes 4 3
in compressed timescales .Delays in guidance Try to find out likelihood of compressed timelines
019 and templates System agreement to do local first approach
Work as a system to agree provider contributions to each element of the plan.
Work together to quantify benefits of transformation work across the system.
Risk that planned interventions do not meet Set out and share our collective and organisational ambition. Ensure the 4 3
the requirements of the 10 year plan and the structure is in place to deliver the plan. Ensure the right transformation groups
023 3 shifts are in place to support the plan.
Risk that the board assurance statements are Developed "best guess" on what will be included in the board assurance
supplied late in the process and the board hasstatements using the local first approach and the Planning Framework. 4 4
not received assurance against them Use the local first document to work with boards to build up assurance over
024 throughout time.

¥ NHSP




Move into phase two of planning framework

Following publication of the indicative submission dates revised timeline is being developed to ensure
deadlines are met

System Assumptions Group finalising a list of assumptions to inform planning

Demand and Capacity Groups in the process of developing scenarios for scenario testing and sensitivity
analysis to give board assurance of robustness of plan developed

High level engagement plan for board and senior leaders being developed to ensure involvement and
oversight of planning is embedded

Develop first draft numerical plans for 17/18" December submission

Ongoing discussions around approach to 5 year commissioning plan development taking place across the
cluster

Ak
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1. ICB 25-11.238 — Equality, Diversity and Inclusion
Update

Meeting Name: ICB Board
Meeting Date: Wednesday 26" November 2025
Report Presented by: Vanessa Whatley, Chief Nursing Officer, NHS STW
Report Approved by: Simon Whitehouse, Chief Executive Officer, NHS STW
Report Prepared by: Vanessa Whatley, Chief Nursing Officer, NHS STW
Action Required: The Board is asked to note the report and progress in
addressing EDI as a system.
The Board is asked to support further development of EDI
collectively.

1.1. Purpose

1.1.1. Public sector authorities, including ICBs, are subject to section 149 of the
Equality Act 2010 (the Public Sector Equality Duty) including to eliminate
unlawful discrimination harassment and victimisation, advance equality of
opportunity and promote the fostering of good relations.

1.1.2. This paper provides an update on the integrated care system’s collective
commitments to equality diversity and inclusion in achieving the duty as a
Board. The paper includes key developments in the Boards commitment
to its strategic EDI objectives.

1.2. Executive Summary

1.2.1. This STW system approach continues to be supportive of individual
organisational statutory requirements but does not replace them.

1.2.2. System communications are key to this and, as a result, a campaign
called ‘Everyone Belongs Here’ has been devised, with good system
engagement.

1.2.3. New activities including a collaborative approach with the University of
Leicester will lead to further action to support approaches to racism,
particularly in rural geographies as detailed in this report.

1.2.4. The system agreed that addressing racial discrimination was a priority
and the approach supports the Race Code promoting the reporting and
actions of racial discrimination.

1.3. Recommendations
1.1.The Board is asked to note the report and progress in addressing EDI as a
system.
1.2. The Board is asked to further promote Board enquiry on incidents of racism
and associated actions at organisational level.
1.3.The Board is asked to support further development of EDI collectively.

1.4. Conflicts of Interest
1.4.1. None

™
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1.5. Links to the System Board Assurance Framework (SBAF)

1.6.

1.7.

1.8.

1.5.1.

Equality diversity and inclusion are key to the System Board Assurance
Framework, and the legislation and guidance is integral to the SBAF risks
as presented.

Alignment to Integrated Care Board

1.6.1.
1.6.2.

Supports development of the integrated care strategy
Establish and support joint working between partners

Key Considerations

1.7.1.

1.7.2.

1.7.3.

1.7.4.

1.7.5.

1.7.6.

Quality and Safety Implications: STW as a welcoming place for all
though retention of a diverse workforce. The report provides progress in
engagement with our health and social care workforce.

Financial Implications: Ensuring equity of services reduces financial
burden associated with poor quality of care, poor access to services and
workforce supply.

Workforce Implications: STW as a welcoming place for all though
retention of a diverse workforce resulting in quality of information which will
help with sustaining the workforce to provide safe services into the future
care. The report provides progress in engagement with our health and
social care workforce Implications to reduce attrition and retain and attract
the workforce.

Risks and Mitigations: The report provides update on strategic direction
to ensure STW ICS is a welcoming place for all and that poor behaviours
are not tolerated.

Engagement: The report provides progress on areas that can improve
engagement of our residents and communities.

Supporting Data and Analysis: Workforce Race Equality Standards

Impact Assessments

1.8.1.
1.8.2.

Has a Data Protection Impact Assessment been undertaken? N/A
Has an Integrated Impact Assessment been undertaken? N/A

1.9. Attachments

None

ﬁ
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2. Introduction

2.1. Public authorities are bound by the Public Sector Equality Duty to Eliminate
unlawful discrimination harassment and victimisation, advance equality of
opportunity and foster good relations.

2.2.The STW ICB Board had previously agreed to work collectively, across the
system, to support the activities to reduce all aspects of discrimination, with
racial discrimination identified as a priority area.

2.3.The Race Code sets out clarity and an accountability framework that is
designed to provide organisations across all sectors and sizes with the
opportunity to address a very specific challenge. This is shown by its 4-key
Principles: Reporting, Actions, Composition and Education.

2.4.While individual organisations are bound by their own statutory requirements
under section 149 of the Equality Act 2010 (the Public Sector Equality Duty).
This paper provides an update on the collective action of the Integrated Care
System (ICS) to address the EDI agenda as a collective action and progress
against the strategic objectives agreed by the ICB Board.

3. Background

3.1.The ICB Board agreed strategic objectives for this work, as below, and
resourced board development on the legal basis of Equality, Diversity and
Inclusion in November 2024.
1. Foster the development of rewarding careers across our ICS, ensuring
they are free from discrimination and offer fair opportunities for all.
2. Lead collaboratively and take individual action to champion and
continually elevate the EDI agenda.
3. Foster an inclusive and welcoming work culture where colleagues are
supported and empowered to openly discuss EDI.
4. Ensure quality, equitable care for all by empowering people, improving
access, enhancing outcomes and embracing diversity.
5. Celebrate our people and their contributions, while consistently and
publicly reaffirming our commitment to EDI ambitions as a system.
6. Build an ICS that celebrates diversity, empowers change and recognises
the impact of our health and care teams
3.2. Priority action has featured on Objective 6: Build an ICS that celebrates
diversity, empowers change and recognises the impact of our health and
care teams, as previously reported. This included raising the profile of EDI in
the consistent actions of anti-racism at Board level and launching a system-
wide communication campaign named Everyone Belongs Here.
3.3.The remainder of this paper provides an update to the system actions.



4. Current Progress

4.1.The System EDI Steering Group met in July, September and November 2025
with good system representation, this group provides system insight and
leadership to the EDI agenda on key system developments. Key points of
update are provided below.

4.2.Everyone Belongs Here

4.2.1. The Everyone Belongs Here campaign was further developed under
direction from the EDI Steering Group with additional resources
developed and the following web pages developed, Everyone Belongs
Here - NHS Shropshire, Telford and Wrekin. The Steering Group has
strongly embraced the campaign, with representatives from all ICS
organisations using the campaign visuals, including the voluntary and
community sector within the county.

4.2.2. The Steering Group was extremely grateful to the twenty-six STW
health and care workers who came forward to be part of the development
of this and future campaigns which culminated in the first themed
campaign for National Inclusion week September 15-215t. The campaign
was also presented at the recent, annual VCSE Conference.

4.2.3. Evaluation of the Everyone Belongs Here campaign has been
undertaken through the uptake of resource. Current data is provided
below.

e LinkedIn: 2,849 total impressions

e Instagram: 178 total reach, with 467 total views

e Facebook: 687 total reach.

e 760 visits to the main campaign page and campaign resources page

4.2.4. Qualitative evaluation in planned following further use of the campaign
and physical resources.

4.2.5. The Steering Group has agreed the following campaigns across the
system as below.

e Freedom to speak up awareness, Disability History Month November
14th to December 20" This period covers HIV/AIDS Day (1st
December), UN International Day of Persons with Disabilities (3rd
Dec.) and International Human Rights Day (10th December).

e LGBT" History Month (February)

e Pride Month (June) and Disability Pride Month (July)

4.3. University of Leicester Research

4.3.1. The University of Leicester has carried out an in-depth research project
named Rural Racism, with outputs including a film, associated poetry and
creative works, and summaries of their findings regarding experiences of
hostility and expressions of hostility. They also analysed 19,300 words
from below-the-line comments and public debates in the media,
encountering misconceptions of what racism is, failures to acknowledge
barriers, an ‘us versus them’ mentality, and a focus on preserving the
status quo and resisting discussion.

4.3.2. STW, with leadership from Shropshire Council has taken this
opportunity to open up these discussions, using the film to reflect upon
the findings, rethink our own attitudes, and reframe our own future

E
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https://www.shropshiretelfordandwrekin.nhs.uk/get-involved/current-and-recent-work/everyone-belongs-here/
https://www.shropshiretelfordandwrekin.nhs.uk/get-involved/current-and-recent-work/everyone-belongs-here/
https://www.shropshiretelfordandwrekin.nhs.uk/get-involved/current-and-recent-work/everyone-belongs-here/
https://www.shropshiretelfordandwrekin.nhs.uk/get-involved/campaigns-and-toolkits/everyone-belongs-here/

actions and complement this with poetry, through sharing film of
Benjamin Zephaniah reading his poetry and that of Dylan Thomas to
emphasise rural and urban commonalities on racism, and through use of
headline findings from the University of Leicester research.

4.3.3. There will then be a further screening of the film, plus poetry created
through the Rural Racism project, on Wednesday 22 October, again from
midday until 1pm. This is aimed at our own workforce to aid our system
collective thoughts and discussions. This has been promoted through the
EDI Steering Group.

4.3.4. The University of Leicester has now been successful in a funding bid to
further the actions from this research, including the co-development of an
anti-racist policy/statement of intent for rural organisations which contains
evidence-based guidance on strategically addressing racism in rural
spaces with other supportive systems with large rural area. NHS STW
and Shropshire Council have engaged with this alongside a major charity
and another rural ICB. The sharing of resources aimed at strategic
change and acceptance will be shared across the system under the
guidance of the EDI System Steering Group from April 2026.

4.4.Reporting of Race-related Incidents

4.4.1. One of the key projects from previous board development was to
ensure individual Boards had improved reporting to them. Although
though some assurance was given that conversations had been had to
develop this there has not been a consistent approach to board level
reporting of incidents across the system.

4.4.2. This an area requested for further discussion to ensure Board-level buy
in to regular review and monitoring of racism.

4.4.3. The People Committee has agreed to review Workforce Race Equality
Standard (WRES) and NHS Workforce Disability Equality Standard
(DRES) data to understand the opportunity for collective action. The
intention is that this will be brought to the March 2026 Board meeting.

5. Next steps

5.1. The EDI Steering Group is currently looking at an evaluation of next priorities
in line with the agreed objectives by the Board. The objectives will be
reviewed in the next period.

5.2.The Everyone Belongs Here Campaign will be sustained into other
campaigns.

5.3.STW will be participating in the roll out of change in association with the
University of Leicester.

6. Conclusion
6.1. The system EDI Steering Group highlights good practice across the system

in individual organisations and collectively drives the system agreed
objectives within current resource. The emphasis in 2025/26 has been on
Build an ICS that celebrates diversity, empowers change and recognises the
impact of our health and care teams. There has been a communications
programme that has had good impact in the system will continue to grow.
Sustaining this is key and to then the progress against one of the other



objectives, the Steering Group has this under review including continuing to
raise the profile of EDI in the system. The Board is asked to support this

approach.

7. Recommendations
7.1.The Board is asked to note the report and progress in addressing EDI as a

system.
7.2.The Board is asked to further promote Board enquiry on incidents of racism

and associated actions at organisational level.
7.3.The Board is asked to support further development of EDI collectively.

ﬁ
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1. ICB 25-11- 239 GP Patient Survey 2025 Results

Meeting Name: NHS Shropshire, Telford and Wrekin Integrated Care Board
Meeting Date: 26 November 2025

Report Presented by: Dr Lorna Clarson, Medical Director — NHS Shropshire,
Telford and Wrekin ICB

Report Approved by: Dr Lorna Clarson, Medical Director — NHS Shropshire,
Telford and Wrekin ICB

Report Prepared by: Primary Care Team, NHS Shropshire, Telford and Wrekin ICB
Action Required: For Noting and Approval

1.1. Purpose

To present the findings from the 2025 GP Patient Survey (GPPS) for Shropshire,
Telford and Wrekin (STW) and outline how insights will inform local quality
improvement, assurance, and access planning across Primary Care Networks
(PCNs) and practices.

1.2. Executive Summary

The 2025 GPPS provides a national benchmark for patient experience in general
practice. Across STW, 5,827 patients (response rate 37%) completed the survey.
The data shows a moderate improvement in overall experience compared with
2024, with key variations between practices and PCNs.

Headline Results:
e Overall experience rated “Good”: 75% (-1pp vs 2024; National 75%)
« Ease of contacting by phone: 63% (|4pp vs 2024; National 71%)
« Ease of online contact (Web/App): 63% (14pp vs 2024; National 71%)
« Appointment wait time ‘about right’: 69% (14pp vs 2024; National 72%)
« Clinician interaction rated “Good”: 68% (11pp vs 2024; National 67%)
Variation:
Patient experience, according to the results of the survey, varies significantly
between practices across STW. From 96% at our highest performer to 45% at our
lowest rated practice for overall experience rated as ‘good’.

Access challenges remain concentrated within a small number of practices
suggesting local structural or digital inclusion factors rather than geography alone.
There is a clear correlation with practices within areas of higher deprivation and
lower patient satisfaction feedback.

GPSS is one part of the picture the ICB uses to assess patient access and
satisfaction. This is considered alongside data from the national GP Dashboard,
identifying practices with negative variation in same day access, 14 day access and
practice staffing (clinical and non-clinical) in addition to patient satisfaction scores.

™
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1.3. Recommendations
The Board is asked to:

¢ Note the findings of the 2025 GP Patient Survey, which provide a valuable,
independent measure of patient experience across general practice.

e Acknowledge the significant work already undertaken by the Primary Care
Team, PCNs and practices to improve access, digital inclusion and patient
satisfaction, as evidenced through engagement with the PLS and local access
improvement support work stream

e Support the continued use of GPPS insight and GP dashboard performance
metrics to drive local improvement planning, peer learning and targeted
support to practices as described within the paper

e Recognise the local approach for analysis of inequalities and variation,
ensuring these findings directly inform ongoing delivery of the access
improvement work streams, peer ambassador initiative and system-wide
guality assurance processes.

1.4. Conflicts of Interest
None declared.

1.5. Links to the System Board Assurance Framework (SBAF)

Risk 3: Inequalities in access and experience across primary care.

Risk 5: Failure to maintain high-quality, safe, and effective care in general practice.
The report supports mitigating controls by identifying variation and enabling targeted
support to practices.

1.6. Alignment to Integrated Care Board

Improving access to primary care.

Reducing inequalities in experience and outcomes.

Strengthening digital inclusion and patient confidence in online services.

1.7. Key Considerations

Quality and Safety: Survey results indicate generally high satisfaction and strong
clinician-patient interaction scores. However, variation in telephony and digital
access requires focused support to ensure equitable patient experience.

The data highlights a small number of practices with access challenges on which the
primary care team is focussing and supporting with practice level plans to improve

this.

Financial Implications: No direct costs; informs prioritisation within existing primary
care transformation funding and PLS resources.

ﬁ
Ambition @ Compassion e Optimism



Workforce Implications: Access, workforce comparators and patient satisfaction
data can inform practice planning for staffing models

Risks and Mitigations: Risk of persistent access inequality — mitigated through
targeted practice level improvement support and alignment with access improvement
and digital inclusion plans.

Engagement: Findings are shared with PCN Clinical Directors and practice
managers via tailored reports, targeted meetings for practices with negative variation
in a number of access measures and improvement workshops. Patients are
signposted to local authority support to improve digital inclusion, including health
data and NHS app utilisation where this is an identified block to improved
accessibility.

Supporting Data and Analysis: Data from NHS England/Ipsos 2025 GPPS national
dataset; benchmarked against 2024 and national averages.

Legal, Regulatory, and Equality: The survey is part of the statutory NHS England
performance dataset.

1.8. Impact Assessments

Has a Data Protection Impact Assessment been undertaken? Not required
(public dataset).

1.9. Attachments

e Appendix A: GP Patient Survey 2025 Summary Slide Pack (Headlines & Key
Charts)

e Appendix A(i): Full GP Patient Survey 2025 Data Slide Pack (ICB-level and
PCN-level detail)

2. Main Report — General Practice Patient Survey 2025

2.1. Introduction

The GP Patient Survey (GPPS) is an annual, England-wide survey conducted by
Ipsos on behalf of NHS England. It provides a robust measure of patients’
experiences of access, continuity, and quality of care in general practice.

The 2025 GP Patient Survey provides nationally benchmarked insight into patient
experience across general practice.

2.2. Background

Across STW, 5,827 patients responded (37% response rate). Results show an
overall improvement from 2024, but there remains persistent variation between
PCNs and practices. Results are benchmarked nationally and support the ICB’s
assurance and quality improvement framework.



2.3. GPPS data summary — please see attached slide set for full GPSS data
analysis

2.3.1 Headline Results

| Indicator H2024H 2025 HNationaI Average|
|Overa|| experience rated “Good” H76% H?S% (-1pp) H?S% |
[Ease of contacting by phone  [67% [/63% (—4pp)||71% |
[Ease of online contact (App/Web)|59% ||63% (+4pp)||71% |
|
|

|Appointment wait “about right” H65% H69% (+4pp)H72%
|CIinician interaction “Good” H67% H68% (+1pp)H67%

2.3.2 High-Performing Practices (2 90% Overall “Good”)

Brown Clee (96%), Prescott (96%), Station Drive (94%), Bishops Castle (94%),
Craven Arms (94%), The Meadows (93%), Shawbirch (92%), Albrighton (92%),
Cleobury Mortimer (92%), Portcullis — Ludlow (91%), Court Street (90%), Knockin
(90%).

These results reflect exceptional performance in the key “Overall Experience of your
GP Practice” indicator — the headline measure of patient satisfaction used
nationally.

2.3.3 Lower-Performing Practices (< 65% Overall “Good”)

Donnington (45%), TELDOC (47%), Wellington (52%), Riverside (57%), Marden
(59%), Severn Fields (63%).

Many of our practices with the highest feedback are our small rural practices and
those with the poorest feedback are generally larger practices serving areas of
higher deprivation.

2.3.4 Overall Experience

75% of patients rated their overall experience with their GP practice as “Good” or
better — in line with the national average. Although broadly stable compared with
2024, variation between practices remains wide, ranging from 45% to 96%.

2.3.5 Highlights and Areas of Strength

e Twelve practices (24%) — achieved satisfaction levels above 90%, reflecting
consistently positive patient feedback on care and communication.

e Patient confidence in clinicians remains high, with listening and compassion
scores above national benchmarks.

e Most PCNSs report year-on-year improvement in “wait time about right” and
“online access” measures.

ﬁ
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2.3.6 Challenges and Variation

e Access and Telephony: Scores for ease of phone contact remain below the
national average, particularly in TELDOC and South East Telford PCNs
(below 50%), compared with SW Shropshire (above 80%).

e Digital Inclusion: Digital access is improving overall, but uptake and
confidence remain lower in more deprived localities.

e Equity: Lower experience scores are concentrated in a small cohort of
practices with higher deprivation and population growth pressures.

2.3.7 Change Since 2024

¢ Improvement in online access (+4 percentage points).
e Slight decline in phone access (-4 percentage points).
e Stable overall satisfaction (+/— 0).

2.3.8 Appointments and Clinician Experience
69% felt wait times were “about right”, 31% said “too long”.
68% rated clinicians good at meeting needs (+1 pp).

2.3.9 Pharmacy and Dental Experience
Pharmacy experience is strong with 87% rating an overall good experience
compared to 88% nationally.

Dental experience is rated above national average with 73% rating experience
overall as good (71% nationally)

Overall, STW continues to perform comparably to national averages but displays
greater internal variation. The data evidences excellent practice in some areas and
persistent access inequity in others, supporting the ICB’s targeted approach through
the Access Improvement Plan and Practice Level Support (PLS) framework.

2.4 Implications and Actions for the ICB

The annual GP Patient Survey results are routinely triangulated with data from the
GP Dashboard, which updates each month allowing us to see improvements in
access measures at a practice level, Friends and Family scores, Practice Level
Support (PLS) assessments (where applicable), and other patient feedback e.g.
concerns and complaints to inform targeted improvement activity. Practices that flag
as showing negative variation are offered support from a number of sources:

e Practice Level Support (PLS) Programme: Using GPPS data to identify
practices with negative variation from national benchmarks and provide
targeted improvement support. Seven practices are currently engaged with
the national programme. All practices who flag in the national GP dashboard
as showing negative variation in key access measures at the onset of the
programme were offered a place.

e Peer Ambassador Programme: Engaging high-performing practices (=90%
“Good”) as exemplars to share good practice and peer mentorship with lower-
performing practices. Local SDF funding to expand this programme has been



approved and we are currently seeking expressions of interest from clinicians
and managers who would be interested in offering a peer support role.

e Monthly Feedback and Monitoring: Circulating monthly insight reports to
practices, PCNs, and the Primary Care Committee highlighting trends,
outliers, and progress. Our Primary Care Partnership Lead is working
proactively with those practices that are negative outliers in access measures.

e Improving Data Visibility: We are working with Bl to provide practices with
access to a local dashboard to enable practices to self-monitor performance
and identify improvement opportunities. The national dashboard is not
available to practices.

e Contractual and Access Monitoring: Incorporating GPPS findings into the
October 2025 contract compliance review process and quality visits to
practices. Practices who are showing non-compliance to the contract and/or
negative variation in access metrics are required to submit plans for
improvement, with emphasis on telephony resilience, digital inclusion, and
equity in deprived communities.

e Local Authority Collaboration: Practices are being supported by the local
authorities digital inclusion programmes, which offer courses to the public to
improve digital literacy including use of NHS app

These actions collectively strengthen the ICB’s assurance and improvement
framework, supporting continuous quality improvement and equitable patient
experience across all practices.

2.5 Changes to the General Practice GMS Contract

From 1st October 2025 three new key GP Contract requirements took effect aiming
to improve the experience of accessing general practice for patients and staff.
These are;

e Online consultation tools must be switched on for the duration of core hours.

e Alinkto You and Your General Practice must be on practice websites.

e GP Connect Access Record (HTML and Structured) and Update Record must
be enabled within GP Practice clinical systems.

The 2025/26 GMS Contract also sets a clear expectation that patients must be able
to contact the practice by telephone, by attendance at the practice premises, and
using an online consultation tool, at any point during the core hours of 08:00 to 18:30
Monday to Friday. Any previous restricted opening for example the reliance on
subcontracted phone access for margin cover, or lunchtime premises closures, will
need to be adapted to ensure patients have access via the three listed routes going
forward;

- Online consultation must be switched on from 08:00 to 18:30

- Telephone lines open between 08:00 and 18:30

- A patient must be able to attend the practice and speak to someone between

08:00 and 18:30

NHS STW are working with practices who are currently not compliant to achieve

delivery of the full contract requirements as quickly as possible. To be able to give
assurance to NHSE the following steps are being taken;

E
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1. A survey was circulated to Practice Managers on 15t October to gain the
current position on delivery of the three new contractual requirements and
practice access, asking practices to raise any issues.

2. NHSE STW contacted all practices in breach of the new contract
requirements individually to confirm compliance issues.

3. Practices who were not compliant were required to submit to the ICB a plan of
action with a clear timeline for compliance for ICB approval.

4. Progress against the agreed delivery plans and timelines are being monitored
by the ICB.

5. Data to assess ongoing contractual compliance is being monitored by both
the ICB and NHSE.

6. Where practices do not meet compliance within the agreed timeline of their
submitted plan, or are not compliant by 31 December 2026, NHS STW will
begin the process of serving remedial notices followed by further contractual
management, as directed by NHSE.

2.6. Conclusion

The 2025 GP Patient Survey shows continued improvement in patient satisfaction
and clinician interaction, achieving national averages overall, but access inequalities
persist in a small number of practices. These insights, along with other GP access
metrics will help inform targeted support through the PLS and Access Improvement
Plan, ensuring equity and quality across all practices.

In addition, the October 15 contract changes have ensured a renewed national,
regional and local focus on practice access and contractual compliance with the
updated requirements. This is intended to reduce the 8am rush, and provide
increased accessibility and a better patient experience. The ICB will be taking a
supportive approach over the next two months to ensure practices can meet these
requirements.

There is recognition of the pressures that GP services are facing across STW and
the work they are delivering every single day.

2.7. Recommendation
The Board is asked to:

e Note the findings of the 2025 GP Patient Survey, which provide a valuable,
independent measure of patient experience across general practice.

e Acknowledge the significant work already undertaken by the Primary Care
Team, PCNs and practices to improve access, digital inclusion and patient
satisfaction, as evidenced through engagement with the PLS and local access
improvement support work stream

e Support the continued use of GPPS insight and GP dashboard performance
metrics to drive local improvement planning, peer learning and targeted
support to practices as described within the paper

e Recognise the local approach for analysis of inequalities and variation,
ensuring these findings directly inform ongoing delivery of the access
improvement work streams, peer ambassador initiative and system-wide
guality assurance processes.
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OPSHIRE, TELFORD AND WREKIN INTEGRATED
ARE SYSTEM

2025 survey results
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Introduction

® The GP Patient Survey (GPPS) is an England-wide survey,

providing data about patients’ experiences of their GP practices.

® This slide pack presents some of the key results from the 2025 GP

Patient Survey for SHROPSHIRE, TELFORD AND WREKIN
INTEGRATED CARE SYSTEM.

¢ In SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE

SYSTEM, 15,821 questionnaires were sent out, and 5,827 were
returned completed. This represents a response rate of 37%.

® Where available, this pack includes trend data from 2024 onwards.

® These results are official statistics. Official statistics are statistics

4

produced on behalf of the UK government. Producers of official
statistics follow the professional standards in the Code of Practice
for Statistics, to provide official statistics that serve the public
good.
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(GP PATIENT SURVEY)

Please answer the guestions below by putting an X in one box for each question unless more than ene
answer is allwed (these guestions are dearly marked). We will keep your answers completely
confidential.

Ff you would prefer to fill in the survey online, please go to www.gp-patient.co.ukisurvey

[ Ao o
code: | | |B5L

=_ e

Your GP practice services E Which of the following online GP services

have you used in the last 12 months?
m Generally, how easy or difficult is it to

contact your GP practice on the phone? Sgp;owine' we mean on awebsite or smariphone
L I haven't tried Please putan X in all the boxes that apply.
[ Very easy . .
[ Fairly easy [] Booking appeintments
Meither difScult [ Filing in an online form to give nformation
E Fairh d;:::tnnr abaut a health issue (for example, to ask for
airy an appointment or advice)
O Very dficult [ Ordering repeat prescriptions
ﬂ Generally, how easy or difficult is it to O Amesslng me.dic:al rem"\ds
contact your GP practice using their [] Registering with a practice
website? [ Finding out test results
[ | hawen't fried O Makingbana:l?ﬂin;hat;emquestqggxl
[ Very easy example, asking for a fit note or updating
contact detail
L] Faidy easy [ None nﬂhes:J
[ Meither easy nor difficult
airly 5 a particul eal Siona
[ Fairy difficuit Is there riicular healthcare ional
[ Very dificult at your GP practice you usually prefer to

see of speak to?

This could be a nurse, GP, or other health
professional at your practice.

m Generally. how easy or difficult is it to
contact your GP practice using the NHS
App?

[ I haventt tried O ves
] Very sasy [ Ko = Goto 18
[ Fairy easy u H
. } ow often do you get to see or speak to

[] Meither easy nor difficult your preferred healthcare professional
[ Fairly difficuit when you ask to?
O Very dificult [ Always or almost sways

u Overall, how helpful do you find the Ll Alotof the time
reception and administrative team at your [ Semetimes
GF practice? [ Mever or almaost never
[ Very helpfad O 1 haven't tried
[ Fairly helpful
[ Mot very helpful
[ Mot at all helpful
[ I don't knowe

+ Page 1 Plaase bum over <5= +




Background information about the survey

® The GP Patient Survey (GPPS) is an
annual England-wide survey about
patients’ experiences of their GP
practice and is administered by Ipsos on
behalf of NHS England.

® The survey covers a range of topics
including:

* Your GP practice services

* Your last contact

* Your last appointment

* Overall experience

* When your GP practiceis closed
* Your health

 Pharmacy

* Dentistry

* Some questions about you
(including relevant protected
characteristics and demographics)

e Accessible information needs

5
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® Results from all questions in the survey are

available in the Excel reports: https://gp-
patient.co.uk/latest-survey/results.

The survey provides data at practice level
using a consistent methodology, which
means it is comparable across
organisations. The survey also provides
data at Primary care network (PCN),
Integrated care system (ICS) and
National level.

Every year, the questionnaire content is
reviewed to ensure it reflects the primary
care context and priorities. Minor changes
were made to the questionnaire in 2025
following more significant changes in 2024.
Details of the survey changes can be found
here: https://gp-patient.co.uk/report-
summary-of-changes.

(GP PATIENT SURVEY )

® The latest 2025 questionnaire and the

Technical Annex with further information
about the survey can be found here:

https://gp-
patient.co.uk/surveysandreports.

It is important to bear in mind that:

® Sample sizes at practice level are
relatively small.

® The survey is conducted annually
and provides a snapshot of patient
experience at a given time.

So, data users are encouraged to use
insight from GPPS as one element of
evidence when considering patients'
experiences of general practice to
identify potential improvements and
highlight best practice.

The next slide suggests ideas for how the data can be used to help to improve services. M
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How to use this data for improvement (GP PATIENT SURVEY)

The data in this slide pack can be used and interpreted to help to improve GP services, in the following ways:

« Comparison of an ICS against the national result: this allows benchmarking of the results to identify
whether the ICS is performing well, poorly, or in line with the national picture. The ICS may wish to focus on
areas where it compares less favourably.

 Analysing trends in an ICS’s results over time: this provides a sense of the direction of the ICS’s
performance. The ICS may wish to focus on areas which have seen a decline in results over time. Where
available, this pack includes trend data from 2024 onwards.

« Comparison of PCN results within an ICS area: this can identify PCNs in an area that seem to be over-
performing or under-performing compared with others. The ICS may wish to work with individual PCNs: those
that are performing particularly well may be able to highlight best practice, while those performing less well
may be able to improve their performance.

An interactive dashboard providing more detail at PCN level can be found at: https://www.gp-patient.co.uk/pcn-
dashboard.

Please note PCNs have been aligned to the ICS based on the Lead Sub ICB Location identified by the NHS England ePCN
mapping file, accessed via the NHS Digital organisation data service. There were a very small number of PCNs which crossed
ICS boundaries — if this is the case, this will be noted below.
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Interpreting the results

® The number of participants answering
each question (the unweighted base)
is stated for each question.

® All comparisons are indicative only.
Differences may not be statistically
significant.

® For guidance on statistical reliability,
or for details of where you can get
more information about the survey,
please refer to the end of this slide
pack.
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Note on the presentation of the data:

® A*represents a percentage

greater than 0% but less than
0.5%

There are cases where
percentages for each of the
different responses to a question
do not add to the combined
percentage totals (e.g. ‘Very good’
and ‘Fairly good’, compared with
the combined total ‘Good’), or

where results do not sum to 100%.

This may be due to computer

(GP PATIENT SURVEY )

In cases where fewer than 10
patients have answered a
guestion, the data have been
suppressed and results will not
appear within the charts. This is to
prevent individuals and their
responses being identifiable in the
data.

Please note on pie charts where
the results are 2% or less, these
labels are not shown. Hovering
over the segment on the pie chart
will show the percentage.

rounding, the rounding of weighted ©® For further information on using the
data, or where questions allow for data please refer to the end of this
multiple responses. slide pack.
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Summary
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

O QUESTIONNAIRES
(" ) SENT OUT 15,821
NUMBER OF
COMPLETED 5,827
SURVEYS
~ ,
KJ RESPONSE RATE Q32 National result: 75% Q16 National result: 70%

Base: ICS 5,796; National 699,562 Base: ICS 5,700; National 686,100

(GP PATIENT SURVEY )

15% 69%

had a good overall experience of their GP had a good overall experience of
practice contacting their GP practice

57% —4 87% =k 13%

had a good overall experience of NHS

had a good overall experience of NHS services had a good overall experience of
when their GP practice was closed pharmacy services dental services

Q36 National result: 57% Q48 National result: 88% Q52 National result: 71%

Base: ICS 1,344; National 193,580 Base: ICS 5,223; National 631,337 Base: ICS 3,073; National 368,026
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Summary

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

O QUESTIONNAIRES
() SENTOUT 15,821

NUMBER OF
COMPLETED 5,827
SURVEYS

7~
(Q resrensere

83%

of patients who managed to contact their

practice knew what the next step would be in
dealing with their request

Q12 National result: 83%

Base: ICS 5,480; National 654,818
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93%

had confidence and trust in the healthcare

professional they saw or spoke to

Q28 National result: 93%

Base: ICS 5,575; National 665,885

90% e

felt that their needs were met during their
last appointment

Q31 National result: 90%
Base: ICS 5,571; National 666,889

(GP PATIENT SURVEY )

92%

were involved as much as they wanted to
be in decisions about their care and
treatment

Q29 National result: 91%

Base: ICS 5,283; National 635,043

12% &

felt they had enough support from local
services or organisations to help them
manage their conditions or illnesses

Q43 National result: 69%

Base: ICS 2,784; National 337,532




Overall experience
of GP practice
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Overall experience of GP practice
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q32. Overall, how would you describe your experience of your GP practice?

ICS result

6% 5%

@\‘

= Very good

= Fairly good

= Neither good nor poor
= Fairly poor

= \Very poor

Base: Asked of all patients. National 2025 (699,562); ICS 2024
(5,680); ICS 2025 (5,796); PCN bases range from 181 to 1,208

12 © Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public

ICS result over time

% Good e Poor

100 -

90 A
4 72 75
70
60 4
50 4
40
30 4
— 14 11
10 4
0 T
2024 2025

PCN range within ICS — % Good

Lowest Highest

51% 92%

Comparison of results

National

ICS

75% 11% 75% 12%

0 %Good = %Very good + %Fairly good
%Poor = %Very poor’ + %Fairly poor




Overall experience: how the ICS results vary within the region
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q32. Overall, how would you describe your experience of your GP practice?

Overall Experience of GP Practice
% Good

78.6 up to 80.9
77.1upto78.1
75.2upto 76.9
71.8upto75.2
67.3upto71.8

Results range from

70%
81%

ICSs across England are divided into five groups (quintiles) based on their results,
as shown in the key. The map shows the ICS results within this region based on
these groups (the ICS represented by this pack is highlighted in red).

Comparisons are indicative only: differences may not be statistically significant

0 %Good = %Very good + %Fairly good Base: Asked of all patients. ICS bases range from 5,796 to 46,342 E
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Overall experience: how the results vary by PCN within the ICS

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q32. Overall, how would you describe your experience of your GP practice?

TELDOC PCN

WREKIN PCN

SOUTH EAST TELFORD PCN
SHREWSBURY PCN

NEWPORT AND CENTRAL PCN
NORTH SHROPSHIRE PCN

SE SHROPSHIRE PCN

SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

Percentage of patients saying their overall experience of their GP practice was ‘good’

mm PCN - |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of all patients. National (699,562); ICS (5,796); PCN bases range from 181 to 1,208

0 Comparisons are indicative only: differences may not be statistically significant

%Good = %Very good + %Fairly good
0 0 Ve g ° 9 PCNs are ordered from lowest to highest
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services
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Use of online GP services in the last 12 months

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q5. Which of the following online GP services have you used in the last 12 months?

PCN range
within ICS

I 45% I 43%  43% mICS

i :

24%

180/_

31%
I 260  28% I 26%

-17% -

I 23%  23%

I 204 4%

R

Booking appointments  Filling in an online form Ordering repeat Accessing medical Registering with a Finding out test results Making an administrative None of these
to give information about prescriptions records practice request

a health issue

Base: Asked of all patients. National (696,351); ICS (5,775); PCN bases range from 183 to 1,203

0 Comparisons are indicative only: differences may not be statistically significant
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Contacting GP
practice
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Ease of contacting GP practice on the phone

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q1. Generally, how easy or difficult is it to contact your GP practice on the phone?

ICS result ICS result over time Comparison of results
e Easy  e===% Difficult ICS National
100 -
= Fairly easy . 52
60 1 48
= Neither easy nor difficult %0 1
40 4
u Falrly difficult 30 4 43 37 52% 37% 53% 35%
20 -
= Very difficult 10 A
0 T
2024 2025

PCN range within ICS — % Easy

Bouvest Highest ﬂ %Easy = %Very easy + %Fairly easy

%Difficult = %Very difficult + %Fairly difficult

0 0
Base: Asked of all patients. Patients who selected ‘| haven’t 11 /0 89 /0
tried’ have been excluded. National 2025 (664,460); ICS 2024
(5,439); ICS 2025 (5,519); PCN bases range from 171 to 1,143
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Ease of contacting GP practice on the phone: how the results

vary by PCN within the ICS (GP PATENT SURVEY)

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q1. Generally, how easy or difficult is it to contact your GP practice on the phone?

TELDOC PCN

SOUTH EAST TELFORD PCN
WREKIN PCN

NORTH SHROPSHIRE PCN
NEWPORT AND CENTRAL PCN
SHREWSBURY PCN

SE SHROPSHIRE PCN

SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

Percentage of patients saying it is ‘easy’ to contact GP practice on the phone

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%
80%
60%
40%

20%

O%I

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of all patients. Patients who selected ‘| haven't tried’ have been excluded. National (664,460); ICS (5,519); PCN bases range from 171 to 1,143

0 Comparisons are indicative only: differences may not be statistically significant

%Easy = %Very easy + %Fairly eas
0 orasy = vovely easy %0 v easy PCNs are ordered from lowest to highest
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Ease of contacting GP practice using their website

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q2. Generally, how easy or difficult is it to contact your GP practice using their website?

ICS result ICS result over time Comparison of results

emm0p Easy — e===0 Difficult

National
100 -
90 -
= Very easy . Difficult Difficult
70 A
= Fairly eas
yeasy 60 1 45 47
= Neither easy nor difficult = —
40 A
= Fairly diffi - 42
Fairly difficult zz ] 39 47% 39% 51% 34%
= Very difficult 10 -
0 T
2024 2025

PCN range within ICS — % Easy

Lowest Highest

%Easy = %Very easy + %Fairly easy
Base: Asked of all patients. Patients who selected 'l haven't 34% 73% ﬂ %Difficult = %Very difficult + %Fairly difficult
tried' have been excluded. National 2025 (344,811); ICS 2024
(1,873); ICS 2025 (2,061); PCN bases range from 114 to 472
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Ease of contacting GP practice using their website:

how the results vary by PCN within the ICS (GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q2. Generally, how easy or difficult is it to contact your GP practice using their website?

TELDOC PCN

SOUTH EAST TELFORD PCN
SHROPSHIRE RURAL ALLIANCE PCN
WREKIN PCN

SE SHROPSHIRE PCN

Percentage of patients saying it is ‘easy’ to contact GP practice using their website

SHREWSBURY PCN
NEWPORT AND CENTRAL PCN
NORTH SHROPSHIRE PCN
SW SHROPSHIRE PCN

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%
80%

60%

40%
20% I
0%

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of all patients. Patients who selected ‘I haven't tried’ have been excluded. National (344,811); ICS (2,061); PCN bases range from 114 to 472

0 Comparisons are indicative only: differences may not be statistically significant

%Easy = %Very easy + %Fairly eas
0 orasy = vovely easy %0 v easy PCNs are ordered from lowest to highest
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Ease of contacting GP practice using the NHS App
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q3. Generally, how easy or difficult is it to contact your GP practice using the NHS App?

ICS result ICS result over time Comparison of results
e Easy  e===% Difficult National
100 -
90 A
= Very easy 80 - Easy Difficult Easy Difficult
70 -
= Fairly easy 60 - 48
. o 50 - 42
= Neither easy nor difficult o —
o Eairly diffi 30 - 42 i
Fairly difficult o] 35 48% 35% 49% 35%
= Very difficult 10 1
0 T
2024 2025
PCN range within ICS — % Easy
Lowest Highest
%Easy = %Very easy + %Fairly easy
Base: Asked of all patients. Patients who selected ‘| haven't 30% 73% ﬂ %Difficult = %Very difficult + %Fairly difficult

tried’ have been excluded. National 2025 (271,115); ICS 2024
(1,446); ICS 2025 (1,838); PCN bases range from 100 to 378
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Ease of contacting GP practice using the NHS App:

how the results vary by PCN within the ICS ((GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q3. Generally, how easy or difficult is it to contact your GP practice using the NHS App?

TELDOC PCN

SHREWSBURY PCN

NEWPORT AND CENTRAL PCN
WREKIN PCN

SOUTH EAST TELFORD PCN

SE SHROPSHIRE PCN

NORTH SHROPSHIRE PCN
SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

Percentage of patients saying it is ‘easy’ to contact GP practice using the NHS App

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of all patients. Patients who selected ‘I haven't tried’ have been excluded. National (271,115); ICS (1,838); PCN bases range from 100 to 378

0 Comparisons are indicative only: differences may not be statistically significant

%Easy = %Very easy + %Fairly eas
0 orasy = vovely easy %0 v easy PCNs are ordered from lowest to highest
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Method of contacting GP practice

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q10. Still thinking about the last time you contacted your GP practice, how did you try to contact them?

67% PCN range
within ICS

mICS
® National

14% 14% 14%
10%
5% 6%
2% 2% 2% 2%
‘semmimmn t
I I
| phoned the practice | visited in person Online, using the practice website ~ Online, using the NHS App Online, using a different website Another way
or app

Base: Asked of patients who have tried to contact their GP practice since being registered. National (683,277); ICS (5,679); PCN bases range from 175 to 1,176

0 Comparisons are indicative only: differences may not be statistically significant
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Outcome of phoning GP practice

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q11. What happened when you phoned your GP practice on that occasion?

73% 73%

PCN range
within ICS

mICS
® National

12% 12% 11% 11%
|
My call was answered straight away My call was held in a queue and | waited My call was held in a queue and | asked My call was held in a queue but | didn't My call wasn't answered at all
until someone answered for a call-back through an automated wait for anybody to answer
system

Base: Asked of patients who last tried to contact their practice by phone. National (448,136); ICS (4,055); PCN bases range from 90 to 832

0 Comparisons are indicative only: differences may not be statistically significant
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Next step in dealing with request after contacting GP practice

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q12. Once you had contacted your GP practice, did you know what the next step in dealing with your request would be?

ICS result ICS result over time Comparison of results
——%Yes  ==%No ICS National
100 =
o 9 | 81 83
= Yes 80 - Yes Yes \[o]
70 4
60 A
50 A
= No 40 q
30 A
. H ; 83% 7% 83% 8%
10 A
= | was told to contact my 0
practice again another 2 B
day, as they couldn't help
that day
PCN range within ICS — % Yes
Lowest Highest
Base: Asked of patients who have tried to contact their GP
practice since being registered, except those whose call was not 72% 95%

answered. Patients who selected 'l couldn't contact my practice’
have been excluded. National 2025 (654,818); ICS 2024
(5,272); ICS 2025 (5,480); PCN bases range from 152 to 1,143
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Next step in dealing with request after contacting GP practice:

how the results vary by PCN within the ICS ((GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q12. Once you had contacted your GP practice, did you know what the next step in dealing with your request would be?

SOUTH EAST TELFORD PCN
TELDOC PCN

WREKIN PCN

SHREWSBURY PCN

NEWPORT AND CENTRAL PCN

SE SHROPSHIRE PCN

NORTH SHROPSHIRE PCN
SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

Percentage of patients saying ‘yes’ they knew what the next step would be

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network

Base: Asked of patients who have tried to contact their GP practice since being registered, except those whose call was not answered. Patients who selected 'l couldn't contact my practice' have been
excluded. National (654,818); ICS (5,480); PCN bases range from 152 to 1,143

0 Comparisons are indicative only: differences may not be statistically significant

%Yes
0 ° PCNs are ordered from lowest to highest M
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Time taken to know next step
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q13. How soon after you contacted your GP practice did you know what the next step would be?

ICS result

6%

\

= There and then

= Later on the same day
= The next day

= After two or more days

Base: Asked of patients who knew what the next step in dealing
with their request would be. Patients who selected 'l can't
remember' have been excluded. National 2025 (523,686); ICS
2024 (4,319); ICS 2025 (4,500); PCN bases range from 103 to
936
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ICS result over time

e Less than two days

e After two or more days

100 -

90 -

80 - 94 94

70 A

60 A

50 -

40 4

30 A

20 - 6 6

10

0 T
2024 2025
Lowest Highest
90% 97%

Comparison of results

ICS

National

After two or
more days

Less than |After two or
two days | more days

Less than
two days

94%

6% 93% 7%

%Less than two days = %There and then + %Later on
the same day + %The next day




Time taken to know next step:

how the results vary by PCN within the ICS ((GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q13. How soon after you contacted your GP practice did you know what the next step would be?

TELDOC PCN

WREKIN PCN

SOUTH EAST TELFORD PCN
SHREWSBURY PCN

SHROPSHIRE RURAL ALLIANCE PCN
NORTH SHROPSHIRE PCN

SW SHROPSHIRE PCN

SE SHROPSHIRE PCN

NEWPORT AND CENTRAL PCN

Percentage of patients who knew what the next step would be in ‘less than two days’

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network

Base: Asked of patients who knew what the next step in dealing with their request would be. Patients who selected 'l can't remember' have been excluded. National (523,686); ICS (4,500); PCN bases range
from 103 to 936

0 Comparisons are indicative only: differences may not be statistically significant

0 %Less than two days = %There and then + %Later on the same day + %The next day PCNs are ordered from lowest to highest M
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Overall experience of contacting GP practice

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q16. Overall, how would you describe your experience of contacting your GP practice on this occasion?

ICS result ICS result over time Comparison of results

===%Good =% Poor ICS National

8% 100 -

90 A
= Very good & - 69 Good Poor Good
= Fairly good ;2
40%

50 4
40 A

= Neither good nor poor

22
. 30 A
= Fairly poor . 18 69%  18% 70%  17%
= \ery poor 101
0 T
2024 2025
PCN range within ICS — % Good
Lowest Highest
Base: Asked of patients who have tried to contact their GP 0 0 _ .
practice since being registered. National 2025 (686,100); ICS 41 /0 90 /0 0 zﬁsggizzc\e{fxggf i ‘;)(I):/oaﬁ:;/r Igogociod

2024 (5,580); ICS 2025 (5,700); PCN bases range from 178 to
1,182
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Overall experience of contacting GP practice:

how the results vary by PCN within the ICS (GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q16. Overall, how would you describe your experience of contacting your GP practice on this occasion?

TELDOC PCN

WREKIN PCN

SOUTH EAST TELFORD PCN
SHREWSBURY PCN

NEWPORT AND CENTRAL PCN
NORTH SHROPSHIRE PCN

SE SHROPSHIRE PCN

SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

Percentage of patients saying their overall experience of contacting their GP practice was ‘good’

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of patients who have tried to contact their GP practice since being registered. National (686,100); ICS (5,700); PCN bases range from 178 to 1,182

0 Comparisons are indicative only: differences may not be statistically significant

%Good = %Very good + %Fairly good
0 0 Ve g ° 9 PCNs are ordered from lowest to highest
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appointment
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How patients felt about appointment wait time
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q21. How do you feel about how long you waited for your appointment?

ICS result ICS result over time Comparison of results

em=0p About right e===0% Too long .
ICS National

100 -

90 -

80 About right| Too lon About right| Too lon

o 62 65 - -

60 -

20 38 35

40
= |t was about right 30 A

(0] 0] (0] 0

= |t took too long A 65% 35% 67% 33%

10 A

0 T
2024 2025

PCN range within ICS — % About right

Lowest Highest

Base: Asked of patients who had an appointment since being 0 0
registered with current GP practice. Patients who selected 'l 45 /0 78 /0
don't know' have been excluded. National 2025 (620,168); ICS

2024 (5,075); ICS 2025 (5,218); PCN bases range from 158 to

1,081
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How patients felt about appointment wait time:

how the results vary by PCN within the ICS (GP PATIENT SURVEY )
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q21. How do you feel about how long you waited for your appointment?

Percentage of patients who felt the wait time for their appointment was ‘about right’ NORTH SHOpSHRE P

1

2

3

4  SOUTH EAST TELFORD PCN
5 SHREWSBURY PCN
6

7

8

9

SE SHROPSHIRE PCN

NEWPORT AND CENTRAL PCN
SHROPSHIRE RURAL ALLIANCE PCN
SW SHROPSHIRE PCN

mmm PCN e |CS 0 eeees National

100%

80%

60%
40%
20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network

Base: Asked of patients who had an appointment since being registered with current GP practice. Patients who selected 'l don't know' have been excluded. National (620,168); ICS (5,218); PCN bases range
from 158 to 1,081

0 Comparisons are indicative only: differences may not be statistically significant

%About right
0 > g PCNs are ordered from lowest to highest M
34 © Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public score, with PCN 1 being the lowest score.




Type of appointment

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q22. How did the appointment take place?

70%
67% PCN range
within ICS

mICS
® National

25%

I 22%

Over the phone Face-to-face at my GP Face-to-face at a different ~ Face-to-face at my home Over a video call By text message By online message
practice general practice location

6%

0% 0% 0% 0% s 1% 1% * 1% 1%

Base: Asked of patients who had an appointment since being registered with current GP practice. National (677,815); ICS (5,642); PCN bases range from 174 to 1,173

0 Comparisons are indicative only: differences may not be statistically significant
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last appointmen
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Listened to by healthcare professional

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q24. During your last appointment, how good was the healthcare professional at listening to you?

ICS result ICS result over time Comparison of results
em=0p GOOd w9 Poor ICS National
100 =
= Very good N Good Poor Good Poor
80 87 88
= Fairly good 701
60 4
= Neither good nor poor 50 1
40 4
= Fairly poor 3 g 88% 5% 87% 6%
20 + 6 5
= \Very poor 10 -
0 T
2024 2025

PCN range within ICS — % Good

Lowest Highest

Base: Asked of patients who had an appointment since being 0 0 %Good = %Very good + %Fairly good
registered with current GP practice. Patients who selected 'l 77 /0 95 /0 o %Poor = %Veryyp%or + %Famy);)gor

don't know or it didn't apply' have been excluded. National 2025
(671,414); ICS 2024 (5,430); ICS 2025 (5,571); PCN bases
range from 171 to 1,159
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Treated with care and concern by healthcare professional
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q25. During your last appointment, how good was the healthcare professional at treating you with care and concern?

ICS result ICS result over time Comparison of results
em=0p GOOd w9 Poor ICS National
9% 4% 100 -
‘ = Very good :z Good Poor Good Poor
, _ 86 86
= Fairly good 70
60 4
= Neither good nor poor 50 1
40 4
= Fairly poor - 86% 6% 86% 6%
20 +
= \Very poor 10 - % i
0 T
2024 2025

PCN range within ICS — % Good

Lowest Highest

Base: Asked of patients who had an appointment since being 0 0 %Good = %Very good + %Fairly Good
registered with current GP practice. Patients who selected 'l 69 /0 94 /0 o OA:Poor - %:/eryyp%or N %lgamy);)oor

don't know or it didn't apply' have been excluded. National 2025
(670,865); ICS 2024 (5,431); ICS 2025 (5,574); PCN bases
range from 172 to 1,158
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Mental wellbeing considered by healthcare professional

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q26. During your last appointment, how good was the healthcare professional at considering your mental wellbeing?

ICS result ICS result over time Comparison of results
== Good  ====% Poor ICS National
4% 4% 100 1
‘ = Very good :z 70 73 Good Poor Good Poor
= Fairly good 701
18% 60 ;
= Neither good nor poor 50 1
40 4
= Fairly poor 0 73% 8% 74% 9%
20 - 10 8
= \Very poor 10 -
0 T
2024 2025

PCN range within ICS — % Good

Lowest Highest

Base: Asked of patients who had an appointment since being _ .
registered with current GP practice. Patients who selected 'l 56% 84% o nggg:i_—;/:)/eery gocz)ord+2 /‘ﬁ;gwlyogoc;od
don't know or it didn't apply' have been excluded. National 2025 0 = ovenyp ° yp
(514,139); ICS 2024 (3,938); ICS 2025 (4,063); PCN bases

range from 125 to 860
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Felt healthcare professional had information they needed
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q27. Did you feel that the healthcare professional had all the information they needed about you?

ICS result

7%

\_

= Yes, definitely
= Yes, to some extent

= No, not at all

Base: Asked of patients who had an appointment since being
registered with current GP practice. Patients who selected 'l
don't know or it didn't apply' have been excluded. National 2025
(650,445); ICS 2024 (5,265); ICS 2025 (5,420); PCN bases
range from 164 to 1,129
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ICS result over time

% Yes % No
100 -
90 -
80 91 93
70 A
60 -
50 -
40 -
30 -
20 A 9 7
10 -
0 T
2024 2025

PCN range within ICS — % Yes

Lowest Highest

86% 98%

Comparison of results

National

ICS

“

93% 7% 92% 8%

o %Yes = %Yes, definitely + %Yes, to some extent




Confidence and trust in healthcare professional

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q28. Did you have confidence and trust in the healthcare professional you saw or spoke to?

ICS result ICS result over time Comparison of results
—%% Yes =% NO ICS National
7% 100 -
:z g 93 Yes No Yes
70 4
60 4
= Yes, definitely &0 q
40 4
= Yes, to some extent 30 93% 7% 93% 7%
= No, not at all 20 - 8 7

2024 2025

PCN range within ICS — % Yes

Lowest Highest

Base: Asked of patients who had an appointment since being 85% 97%

registered with current GP practice. Patients who selected 'l
don't know or it didn't apply' have been excluded. National 2025
(665,885); ICS 2024 (5,408); ICS 2025 (5,575); PCN bases
range from 171 to 1,159
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o %Yes = %Yes, definitely + %Yes, to some extent




Involved In decisions about care and treatment
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

(GP PATIENT SURVEY )

Q29. At your last appointment, were you involved as much as you wanted to be in decisions about your care and

treatment?
ICS result ICS result over time Comparison of results
% Yes % NO ICS National
8% 100 -
90 +
o 91 92 Yes No Yes
70 4
60 4
= Yes, definitely &0 q
40 4
= Yes, to some extent 30 929 8% 91% 9%
= No, not at all 20 A 9 8

2024 2025

PCN range within ICS — % Yes

Lowest Highest

Base: Asked of patients who had an appointment since being 85% 98%

registered with current GP practice. Patients who selected 'l
don't know or it didn't apply' have been excluded. National 2025
(635,043); ICS 2024 (5,152); ICS 2025 (5,283); PCN bases
range from 163 to 1,087
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o %Yes = %Yes, definitely + %Yes, to some extent




Needs met

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q31. Thinking about the reason for your last appointment, were your needs met?

ICS result ICS result over time Comparison of results
—0% Yes =% No ICS National
100 1
@ S

& 90 90
70 4
60 4

= Yes, definitely &
40 4

= Yes, to some extent 20 90% 10% 90% 10%

= No, not at all 20 - 10 10

2024 2025

PCN range within ICS — % Yes

Lowest Highest

Base: Asked of patients who had an appointment since being
registered with current GP practice. Patients who selected '| 76% 97% o %Yes = %Yes, definitely + %Yes, to some extent
don't know or it didn't apply' have been excluded. National 2025
(666,889); ICS 2024 (5,438); ICS 2025 (5,571); PCN bases
range from 172 to 1,163
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Care and concern

© Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1
| Public




Care and concern — in detail

GPPS can be used to look at how experience varies among
different patient groups.

To demonstrate one example of this, the following three
slides break down the results by a selection of key
demographic variables for the question: “Last time you had a
general practice appointment, how good was the healthcare
professional at treating you with care and concern?”.

® The charts present a summary result of % Good: a
combination of ‘% Very good’ and ‘% Fairly good'.

® The answer options for each of the demographic
questions are displayed in the order they appear in the
guestionnaire.

45 © Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public

(GP PATIENT SURVEY )

Please note all comparisons are indicative only. Differences
in experience between different groups of patients may not
be statistically significant and may be influenced by other
factors.

To break down the survey results by patient demographics
for all other questions at national, ICS, PCN and practice
level, go to https://gp-patient.co.uk/analysistool.



https://gp-patient.co.uk/analysistool
https://gp-patient.co.uk/analysistool
https://gp-patient.co.uk/analysistool

Q25. During your last appointment, how good was the healthcare
professional at treating you with care and concern?

% Good? (total)

(GP PATIENT SURVEY )

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

/7~ All patients (ICS)

C T se%

\.

\

J

(— Which of the following best describes you?

Non-binary ~
Prefer to self-describe ~
| would prefer not to say 83%
k Bases range from 3 to 3,253 )

~

Yes

86%

No 77%

| would prefer not to say

(— Is your gender identity the same as the sex you were registered at birth? _\

94%

K Bases range from 15 to 5,506 )

1Good = %Very good + %Fairly good
Base: Asked of patients who had an appointment since being registered with current GP practice. Patients
who selected 'l don't know or it didn't apply' have been excluded. ICS (5,574).
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\_

(— Sexuality

Heterosexual or straight

86%

Gay or lesbian 66%

Bisexual 81%

Other 95%

| would prefer not to say

73%
Bases range from 32 to 5,217 )

\_

Age

N

16to 24 2%

25 to 34

74%
35to 44

84%
45 to 54

55 to 64 89%

65 to 74

91%
75 to 84

94%

85 or over 96%

| would prefer not to say

2%

Bases range from 29 to 1,375)




Q25. During your last appointment, how good was the healthcare
professional at treating you with care and concern?

% Good!? (total)

(GP PATIENT SURVEY )

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

.

I Most Deprived

81%

83%

‘

88%
87%

01 |

88%

\_ Least Deprived

(— All patients (ICS) ~\
I 5%

J

(— IMD deprivation quintiles ~

Bases range from 425 to 1,526 Y,

Disability?
Yes 82%

Base: 2,224

1Good = %Very good + %Fairly good

2Disability = ‘Yes, a lot’ + ‘Yes, a little’ at Q41. Do any of your conditions or illnesses reduce your ability to
carry out day-to-day activities? for patients identified as having a long-term condition or iliness expected to
last 12 months or more.

Base: Asked of patients who had an appointment since being registered with current GP practice. Patients
who selected 'l don't know or it didn't apply' have been excluded. ICS (5,574).
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(‘

\_

Long-term condition

Arthritis or problem with your back or joints

87%

Autism or autism spectrum condition 75%

Dementia or Alzheimer's disease 99%

Diabetes 87%

Mental health condition

79%

Neurological condition 84%

Stroke or TIA (Transient Ischemic Attack)

92%

Another long-term condition or illness 82%
| don't have any long-term conditions 87%

Bases range from 40 to 1,760 )




Q25. During your last appointment, how good was the healthcare
professional at treating you with care and concern? (GP PATIENT SURVEY )
% Good!? (total)

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

- All patients (ICS) N\

I se%
\.

Ethnicity?2

White 87% \

Mixed or Multiple ethnic groups 81%

~

J

(- Religion \ Asian or Asian British 68%

No religion 84% Black, Black British, Caribbean or African 85%

Buddhist 69% Other ethnic group 65%

Christian 90% | would prefer not to say 54%

Hindu 80%

Bases range from 15 to 5,267j

Jewish ~ Carers

Muslim 56% 84%

Sikh 71%

86%

Any other religion 57% Bases range from 1,100 to 4,433

| would prefer not to say 71%

\ Bases range from 2 to 3,284 )

1Good = %Very good + %Fairly good

2A more detailed ethnicity breakdown is available, but individual base sizes may be too small for robust
analysis

3Carer = Any ‘yes’ at Q61. Do you look after, or give any help or support to, anyone because they have long-
term physical or mental health conditions or illnesses, or problems related to old age?

Base: Asked of patients who had an appointment since being registered with current GP practice. Patients

who selected 'l don't know or it didn't apply' have been excluded. ICS (5,574).
48 © Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public E




Services when GP
practice Is closed

These questions are only asked of people who have recently contacted or
used an NHS service when they wanted care or advice from a healthcare
professional at their GP practice but it was closed. As such, the base size is
often too small to make meaningful comparisons at PCN level. The PCN
range within ICS has therefore not been included for these questions.

Please note that patients cannot always distinguish between
these services and extended access appointments. Please

view the results in this section with the configuration of your ¢
local services in mind. e
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Overall experience of services when GP practice is closed
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q36. Overall, how would you describe your experience of NHS services on this occasion when your GP practice was

closed?

ICS result ICS result over time Comparison of results

% Good =% Poor
° ° ICS

National

7% 100 -

90 +

‘ = Very good 80 - Good Poor Good
70 A
= Fairly good .y 53 57

50 4

40 A
o 25 21

a0 - 57% 21% 57% 21%

= Neither good nor poor

= Fairly poor

= \Very poor

2024 2025

Base: Asked of patients who contacted or used an NHS service,
in the last 12 months, when they wanted care or advice from a 0
healthcare professional at their GP practice but it was closed.
National 2025 (193,580); ICS 2024 (1,273). ICS 2025 (1,344);
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Support with managing conditions or illnesses
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q43. In the last 12 months, have you had enough support from local services or organisations to help you manage your

conditions or illnesses?

ICS result ICS result over time Comparison of results

- Yes % NoO

ICS National

100 -
90 A

80 67 72 Yes No Yes No
70 4
= Yes, definitely 60 -
50 o
= Yes, to some extent 40 - 33 28
30 4
= No, not at all 20 72% 28% 69% 31%
10 A
0 T
2024 2025
PCN range within ICS — % Yes
Lowest Highest
Base: Asked of all patients with a long-term condition or iliness. 54% 84%
Patients who selected 'l haven't needed support' or 'l don't know' o %Yes = %Yes, definitely + %Yes, to some extent
have been excluded. National 2025 (337,532); ICS 2024

(2,629); ICS 2025 (2,784); PCN bases range from 93 to 553
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Support with managing conditions or ilinesses: how the results

vary by PCN within the ICS (GP PATIENT SURVEY )

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM
Q43. In the last 12 months, have you had enough support from local services or organisations to help you manage your

conditions or illnesses?

TELDOC PCN

WREKIN PCN

SOUTH EAST TELFORD PCN

NORTH SHROPSHIRE PCN
NEWPORT AND CENTRAL PCN
SHREWSBURY PCN

SHROPSHIRE RURAL ALLIANCE PCN
SE SHROPSHIRE PCN

SW SHROPSHIRE PCN

Percentage of patients saying ‘yes’ they have had enough support to manage their
conditions or ilinesses

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

1 2 3 4 5 6 7 8 9

0%

Primary Care Network

Base: Asked of all patients with a long-term condition or iliness. Patients who selected 'l haven't needed support' or 'l don't know' have been excluded. National (337,532); ICS (2,784); PCN bases
range from 93 to 553

0 Comparisons are indicative only: differences may not be statistically significant

0 %Yes = %Yes, definitely + %Yes, to some extent .
PCNs are ordered from lowest to highest
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services
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Pharmacy services used in the last 12 months

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q47. Thinking about the last 12 months, which of the following services have you used a pharmacy for?

I 76% 7504

PCN range
within ICS
0 mICS
42% 44% .
m National
0, 0,
I 21% 22% 22% 19%
12% 12%
7% 8% 6% 1%
mm ! w = o 2
— ) JE— ] $ e
To address an issue To pick up a To buy medication To get advice (for To have my blood  To get a vaccine (for To get contraception To monitor my None of these
which my GP practice, prescription (such as paracetamol example, about pressure checked example, flu or without a GP medication or get
NHS 111 or A&E or eye drops) prescription COVID) prescription other support for a
referred me to a medicines, a health long-term health
pharmacy for issue or other health condition
services)

Base: Asked of all patients. National (698,984); ICS (5,797); PCN bases range from 183 to 1,212

0 Comparisons are indicative only: differences may not be statistically significant
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Overall experience of pharmacy services

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q48. How would you describe your experience of using these pharmacy services?

ICS result ICS result over time Comparison of results
0o vroor ICS National
100 -
90 A
mV d ]
ery goo 32 ] o 87 Good Poor Good
= Fairly good 60 4
50 o
= Neither good nor poor )
. 30 -
= Fairly poor 0 é H 87% 5% 88% 4%
= VVery poor 12 ]
2024 2025
PCN range within ICS — % Good
Lowest Highest
Base: Asked of patients who have used pharmacy services in

0 (0) - ;
the last 12 months. National 2025 (631,337); ICS 2024 (5,101); 81% 93% 0 zfgggrd_ ()/"(t;\e{ffy ggroii ;‘I’:/oal?ﬁ"rlyogociod
ICS 2025 (5,223); PCN bases range from 165 to 1,091 0 =oVery p (d y p
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Overall experience of pharmacy services: how the results vary

by PCN within the ICS (GP PATIENT SURVEY)

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q48. How would you describe your experience of using these pharmacy services?

SOUTH EAST TELFORD PCN

SW SHROPSHIRE PCN

SE SHROPSHIRE PCN
SHREWSBURY PCN

NEWPORT AND CENTRAL PCN
WREKIN PCN

NORTH SHROPSHIRE PCN

TELDOC PCN

SHROPSHIRE RURAL ALLIANCE PCN

Percentage of patients saying their overall experience of pharmacy services was
‘good’

mmm PCN e |CS 0 eeees National

O©oO~NOOO A WNE

100%

80%

60%

40%

20%

0%

1 2 3 4 5 6 7 8 9

Primary Care Network
Base: Asked of patients who have used pharmacy services in the last 12 months. National (631,337); ICS (5,223); PCN bases range from 165 to 1,091

0 Comparisons are indicative only: differences may not be statistically significant

%Good = %Very good + %Fairly good
0 0 Ve g ° 9 PCNs are ordered from lowest to highest
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NHS dental
services

The PCN range within ICS has not been included for these questions, as we
do not know the location of patients' dental practices, therefore the results

about experience with NHS dentistry services are not attributable at PCN
level.

© Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1
| Public




Overall experience of NHS dental services

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q52. Overall, how would you describe your experience of NHS dental services?

ICS result ICS result over time Comparison of results

=) GOOd === PoOr ICS National

100 -

90 A
o " ’ - “

. 70 -

‘ = Fairly good 60 -

. 50 4
46% = Neither good nor poor o d

= Fairly poor = L 16 73% 16% 71% 18%

20
10 A

6%

= \Very poor

28%

2024 2025

Base: Asked of patients who have tried to get an NHS dental
appointment in the last 2 years. National 2025 (368,026); ICS 0
2024 (3,105). ICS 2025 (3,073);
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Statistical
reliability
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Statistical reliability

Participants in a survey such as GPPS An example of confidence intervals
represent only a sample of the total population (at national, ICS and PCN level) with an
of interest — this means we cannot be certain average number of responses.

that the results of a question are exactly the
same as if everybody within that population had
taken part (“true values”).

Approximate confidence

However, we can estimate the true value by intervals for percentages
at or near these levels

considering the size of the sample on which

. Average (expressed in percentage
resu_lts are based,_anc_i the number of times a sample points)
particular answer is given. size on

il EVE] Level 2:
Thg confl_dence with which we make this _ results are 1: 30% or
estimate is usually chosen to be 95% — that is, based
. 10% or 70%
the chances are 95 in 100 that the true value
will fall within a specified range (the “95% 90%
confidence interval”).
hi ble g | £ what th National 702,837 0.11 0.16 0.18
T |s_ta e g_lves examp es_o what the CS 16734 0.68 103 113
confidence intervals look like for an ICS and
PCN 539 3.42 5.22 5.70

PCN with an average number of responses, as
well as the confidence intervals at the national
level, based on weighted data. Confidence
intervals will be wider when results are based
on a smaller number of responses.
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(GP PATIENT SURVEY )

For example, taking an ICS where 16,734
people responded and where 30% gave a
particular answer, there is a 95% likelihood that
the true value (which would have been obtained
if the whole population had taken part in the
survey) will fall within the range of +/-1.03
percentage points from that question’s result
(i.e. between 28.97% and 31.03%).

When results are compared between separate
groups within a sample, the difference may be
“real” or it may occur by chance (because not
everyone in the population has taken part in the
survey).

To view the results with confidence intervals
presented, download the ICS results or PCN
results (Excel) from here: https://gp-
patient.co.uk/latest-survey/results.
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Further information about the survey

63

The survey was sent to around 2.7
million patients aged 16 or over
registered with a GP practice in England.

The overall response rate to the survey
is 25.8%, based on 702,837 completed
surveys.

Participants can complete the survey
online, also with the option of filling out a
paper questionnaire or completing via
telephone.

The GP Patient Survey is conducted on
an annual basis and has been since
2017.

Weights have been applied to adjust
the data to account for potential age and
gender differences between the profile of
eligible patients and the patients who
actually complete a questionnaire. The
weighting also takes into account

© Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public

neighbourhood statistics, such as levels
of deprivation, in order to further improve
the reliability of the findings.

For more information about the survey
please visit hitps://gp-patient.co.uk/.

For general FAQs about the GP Patient
Survey, go to
https://gp-patient.co.uk/fag.

Further information about the
methodology and technical information
including questionnaire design,
sampling, communication with patients
and practices, data collection, data
analysis, response rates and reporting
can be found in the technical annex for
each survey year, available here:
https://gp-patient.co.uk/technical-annex-
introduction-2025.

(GP PATIENT SURVEY )

2.7 million

Surveys sent to patients aged
16 or over registered with a GP
practice in England

702,837

Completed surveys in the 2025
publication

25.8%

National response rate
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Where to go to do further analysis ... (GP PATIENT SURVEY)

® For reports which show the results broken down by ICS, PCN and practice for
all questions, go to https://gp-patient.co.uk/surveysandreports - you can also
see previous years’ results here.

® To look at this year’s survey data using the interactive analysis tool, go to
https://gp-patient.co.uk/analysistool. Data can be analysed at national, ICS,
PCN, or practice level.

® The analysis tool allows users to filter on a specific participant group (e.g. by
age), break down the survey results by survey question, or to compare the
relationship between questions using the crosstab function.

® To look at results over time from 2024 onwards, go to https://gp- For further information about the GP
patient.co.uk/analysistool/trends. Patient Survey, please get in touch
®  From 2024 onwards results are not comparable with previous years because of i th_e e tea”.‘ Al pees &l
. . ) GPPatientSurvey@ipsos.com
two important changes which were made to the survey:
® Significant changes were made to the questionnaire to ensure that it We would be interested to hear any
continued to reflect how primary care services are delivered and how feedback you have on this slide
patients experience them. pack, so we can make

improvements for the next
publication.

® The methodology of the survey was changed to an ‘online first’ approach.

® For more information on the changes to the 2025 survey: https://gp-
patient.co.uk/report-summary-of-changes-for-the-year-2025
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Appendix Two

OPSHIRE, TELFORD AND WREKIN INTEGRATED
ARE SYSTEM

2025 survey results
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Summary
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

O QUESTIONNAIRES
() SENTOUT 15,821

NUMBER OF
COMPLETED 5,827
SURVEYS

e

J TR

57% —

had a good overall experience of NHS services

when their GP practice was closed

Q36 National result: 57%
Base: ICS 1,344; National 193,580

© Ipsos | GP Patient Survey 2025 ICS Slidepacks | Version 1 | Public

75%

had a good overall experience of their GP

practice

Q32 National result: 75%

Base: ICS 5,796; National 699,562

I
[ [.]]

87%

had a good overall experience of
pharmacy services

Q48 National result: 88%
Base: ICS 5,223; National 631,337

(GP PATIENT SURVEY )

69% e

had a good overall experience of
contacting their GP practice

Q16 National result: 70%

Base: ICS 5,700; National 686,100

73%

had a good overall experience of NHS
dental services

Q52 National result: 71%

Base: ICS 3,073; National 368,026




Summary
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

3

O QUESTIONNAIRES
() SENTOUT 15,821

NUMBER OF
COMPLETED 5,827
SURVEYS

e
J IO

83%

of patients who managed to contact their

practice knew what the next step would be in
dealing with their request

Q12 National result: 83%
Base: ICS 5,480; National 654,818
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93%

had confidence and trust in the healthcare

professional they saw or spoke to

Q28 National result: 93%

Base: ICS 5,575; National 665,885

A
i
e

90% “

felt that their needs were met during their
last appointment

Q31 National result: 90%
Base: ICS 5,571; National 666,889

(GP PATIENT SURVEY )

92%

were involved as much as they wanted to
be in decisions about their care and
treatment

Q29 National result: 91%

Base: ICS 5,283; National 635,043

@)

72%

felt they had enough support from local
services or organisations to help them
manage their conditions or illnesses

Q43 National result: 69%
Base: ICS 2,784; National 337,532



Overall experience of GP practice
SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM

Q32. Overall, how would you describe your experience of your GP practice?

(GP PATIENT SURVEY )

ICS result

5°/
6% .
= Very good
= Fairly good
= Neither good nor poor

= Fairly poor

= Very poor

Base: Asked of all patients. National 2025 (699,562); ICS 2024
(5,680); ICS 2025 (5,796); PCN bases range from 181 to 1,208
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ICS result over time

% Good % Poor

100 -

90 A
.y 72 75
70 A
60 4
50 A
40 A
30 o
20 4 14 11
10 -
0 T
2024 2025

PCN range within ICS — % Good

Lowest

51% 92%

Highest

Comparison of results

National
75% 11% 75% 12%

0 %Good = %Very good + %Fairly good

%Poor = %Very poor’ + %Fairly poor




Overall experience: how the ICS results vary within the region

SHROPSHIRE, TELFORD AND WREKIN INTEGRATED CARE SYSTEM (GP PATIENT SURVEY )

Q32. Overall, how would you describe your experience of your GP practice?

Overall Experience of GP Practice
% Good

[ |752upto76.9

71.8 upto 75.2

L]
[ ]673upto71.8

Results range from

70%
to
81%

ICSs across England are divided into five groups (quintiles) based on their results,
as shown in the key. The map shows the ICS results within this region based on
these groups (the ICS represented by this pack is highlighted in red).

Comparisons are indicative only: differences may not be statistically significant

0 %Good = %Very good + %Fairly good Base: Asked of all patients. ICS bases range from 5,796 to 46,342 E
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j), Integrated m

' Car_e SyStem Shropshire, Telford
Shropshire, Telford and Wrekin and Wrekin

1. ICB 25-11.240 GPOOH Update post Contract Award

Meeting Name: NHS Shropshire, Telford and Wrekin ICB Board

Meeting Date: 27" November 2025

Report Presented by: Dr Lorna Clarson, NHS STW, Chief Medical Officer
Report Approved by: Dr Lorna Clarson, NHS STW, Chief Medical Officer
Report Prepared by: Gemma Smith, NHS STW ICB, Director of Commissioning
Action Required: For Approval

1.1. Purpose

1.1.1 Following the approval from the NHS STW ICB Confidential Board on the 4"
July 2025 to award the GP Out of Hours (GPOOH) contract to HealthHero
following the outcome of the representation process, this paper seeks to
provide an update to the Board on the mobilisation of the contract. It includes
the key challenges faced and the early impacts of the provision of the service
by HealthHero.

1.2. Executive Summary

1.2.1 The contract for the GP Out of Hours Service, Care Coordination (CCC),
Single Point of Access (SPA), Palliative Care Line, Protected Learning Time
(PLT) and Outbreak Management Service was formally awarded to Health
Hero on the 14™ July 2025 following approval to move to final contract award
by the ICB Board on the 4™ July 2025 once the standstill period had ended.

1.2.2 Initially, there had been a mobilisation period of 5 months included within the
timetable for the procurement. However, the extended timeframe for the
internal representation process and the review of the representation by the
Independent Patient Choice and Procurement Panel, meant that the
mobilisation period was shortened down to under 3 months. This presented
some significant challenges for HealthHero to ensure a robust service offer
was in place from the 1 October 2025. However, their response to this
challenge has been one of a ‘can do’ approach and one that has been
positively received across the health system by partners.

1.2.3 This paper outlines the key challenges faced and seeks to assure the Board as
to the actions undertaken to ensure a safe and effective mobilisation. The paper
also includes the mitigations that were put in place during the pre-

commencement date and post commencement date of the service going live to
ensure a safe transition for local residents.

1.3. Recommendations

1.3.1The ICB Board are asked to:

™
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Note the challenges faced and actions undertaken to ensure service delivery;
Note the early impacts of the service post the 15t October 2025;
Note the move to Business as Usual.

1.4. Conflicts of Interest

14.1

No conflicts of interest are identified.

1.5. Links to the System Board Assurance Framework (SBAF)

151

Strategic Risk No.1: Unable to sustain a culture of strategic collaboration and
partnership working and secure delivery of integrated care on priorities — the
delivery model forms part of the Integrated Out of Hospital Model and Urgent
and Emergency Care Improvement Plane and close working is ongoing with
system partners to ensure delivery and identification of opportunities to
support our UEC system ambitions.

1.6. Alignment to Integrated Care Board

16.1

1.6.2

1.6.3

164

Improve outcomes in population health and healthcare: The re-
procurement of the GP Out of Hours service and CCCSPA, including the
revised service specification and proposed performance monitoring
arrangements, is designed to ensure that the best outcomes are delivered for
the population of STW. It is expected that this will lead to improvements in
the responsiveness and timeliness of the service, preventing admission, use
of emergency services and ill health, and leading to improved health
outcomes for patients.

Tackle inequalities in outcomes, experience, and access: The public
engagement approach, IIA and involvement from the Inequalities Team and
Equality and Involvement Committee (EIC) ensured that the needs of the local
population were outlined to potential bidders for the service. Access and
inequalities also formed part of the evaluation criteria for selecting a suitable
Provider.

Enhance productivity and value for money: The procurement process for
the GP Out of Hours service and CCCSPA ensures that NHS STW ICB can
demonstrate how the successful provider will deliver the best outcomes for
the STW population, alongside high-quality service delivery and value for
money.

Help the NHS support broader social economic development: The
commissioning, re-procurement and delivery of this service is based heavily
on integration and collaboration across the STW Integrated Care System,
particularly in relation to Integrated Urgent Care and UEC, to provide the best
quality of service delivery and outcomes for the STW population. Social value
also formed 10% of the evaluation of bids from potential providers.

ﬁ
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1.7 Key Considerations

1.8

1.8.1
1.8.2

1.9.

19.1

2.1

211

Quality and Safety: The contract is underpinned by a clear set of quality and
performance outcome indicators with the Contract Review meetings in place
on a monthly basis to review and ensure delivery. In addition, during
mobilisation there were weekly meetings in place attended by the ICB Chief
Medical Officer and Chief Nursing Officer to oversee and provide assurance
with quality leads heavily involved in the mobilisation of the service.

Financial Implications: The contract for the service procured on a 3+2 year
basis which can be delivered within the existing financial envelope alongside
delivering a contribution to the ICB Financial Improvement Programme.

Workforce Implications: TUPE applied for eligible staff and HealthHero
continue to recruit to vacant posts in both clinical and administrative roles

Risks and Mitigations: There were a number of risks that were highlighted
during the mobilisation period pertinent to TUPE and the condensed
mobilisation period which are covered in this paper.

Engagement: As part of the procurement process, NHS STW ICB undertook
engagement with local residents and service users. HealthHero have been
working with Healthwatch Shropshire and Healthwatch Telford an Wrekin to
scope the best ways to continue to engage with local people as the service
develops and also utilise patient experience questionnaires and feedback
loops to continuously improve service provision.

Supporting Data and Analysis: n/a

Legal, Regulatory, and Equality: This procurement was undertaken using
the Health Care Services (Provider Selection Regime) Regulations 2023. Both
the ICB Panel and Independent Patient Choice and Panel found that there

was no evidence of any breach of the PSR regulations and that NHS STW
ICB acted transparently, fairly and proportionately.

Impact Assessments

Has a Data Protection Impact Assessment been undertaken? Yes
Has an Integrated Impact Assessment been undertaken? Yes.

Attachments

Not applicable.

Introduction

This paper seeks to provide an update following the mobilisation of the

contract with HealthHero on the 15t October 2025 including the challenges
faced and positive steps forward as we move to business as usual.


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F2023%2F1348%2Fcontents%2Fmade&data=05%7C02%7Cgemma.smith132%40nhs.net%7Cdfe1315dbeac426205c508ddb7e81537%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638868929599885157%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=r6xEP6KpnNDWtjIv1mh3EgcsMdPk1spLwQGd541uFJs%3D&reserved=0

2.2

221

Background

The contract for the GP Out of Hours Service, Care Coordination (CCC),
Single Point of Access (SPA), Palliative Care Line, Protected Learning Time
(PLT) and Outbreak Management Service was formally awarded to Health
Hero on the 14™ July 2025 following approval to move to final contract award
by the ICB Board on the 4™ July 2025 once the standstill period had ended.

2.3Mobilisation

231

2.3.2

Due to the extended NHSE representation timescales following the
procurement, the award of contract was delayed and the incumbent provider
was not willing to extend the existing contract past 30th September 2025.
This meant that the originally planned five-month mobilisation period was
reduced to less than three months. Despite the significantly reduced
mobilisation period, these services were fully mobilised and went live on 1st
October 2025.

In addition to the reduced timescales, a number of challenges were
experienced during the mobilisation and go live period, most of which were
outside of the ICB and HealthHero’s control. These can be summarised as
follows:

The incumbent provider opted to undertake an internal restructure during the
mobilisation period which meant that the final details of staff transferring under
TUPE was not provided until the day before going live. This significantly
reduced the number of staff that transferred across to HealthHero on the 1t
October 2025 and, for the first few days of operation, it remained unclear
which staff would be arriving for their shifts. HealthHero had committed to not
advertising any posts whilst the TUPE process was ongoing and therefore
were left with substantial gaps in workforce on day one of the contact
commencing. There was also a significant number of short notice
cancellations for GP shifts over the first weekend, which led to capacity issues
and delayed response times. Despite this, the service mobilised with
HealthHero’s senior team on site 24/7.

Three weeks before going live, due to the short notice period given by the
incumbent provider directly to SaTH, HealthHero were also asked to pick up
delivery of SaTH’s Bed Bureau contract, in addition to their contracted
services. To note, this contract is not one that was previously held by the ICB
and was not part of the procurement that was undertaken. This has
represented a significant amount of both admin and clinician activity through
CCCSPA, and a longer-term solution has now been agreed between SaTH
and HealthHero with additional funding and resource allocations to ensure the
required capacity.

E
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2.2.3

The existing CCCSPA pathways were not shared by the incumbent provider.
However, HealthHero have worked closely with the ICB, General Practice,
SaTH and SCHT to ensure pathways were agreed and put in place quickly.

There has also been a delay in obtaining the Controlled Drug License via the
Home Office and mitigations are in place to ensure access with General
Practice, SCHT and SaTH also supporting in ensuring that anticipatory
medications are in place for patients who are palliative/end of life. NHS STW
and HealthHero have applied for an expedited process and also raised via
CQC for additional support. At present, we have not been able to progress
and therefore the local mitigations alongside an arrangement with Hereford
and Worcestershire has ensured that access is always available and no
issues have been reported.

There was also a technical issue between two clinical systems (EMIS and
Adastra) which impacted on the information flows between the HealthHero
and General Practice which required input and resolution via EMIS during
week one. This was resolved swifty with HealthHero implementing mitigations
and also working tirelessly to understand and rectify the issues.

Despite the challenges, the mobilisation has progressed well with the
following positives being seen during month one of the contract:

Recruitment continues into local roles to ensure resilience and, while there will
continue to be variation based on demand and resource, call response times
have improved significantly since the first weekend and HealthHero are
meeting all required performance targets, as shown below.

Average Call Response Times

TARGET AVERAGE

DISPOSITION RESPONSE RESPONSE
TIMEFRAME TIME (MINS) | TIME (MINS)
15 minute disposition 15 11
30 minute disposition 30 16
1 hour disposition 60 24
2 hour disposition 120 39
4 hour disposition 240 39
6 hour disposition 360 129
12 hour disposition 720 222
24 hour disposition 1440 498

Positive feedback on HealthHero’s services has been received from system
partners, GPs, and patients/families, and there is currently a 98% patient
satisfaction rate based on the small sample of 50 responses received so far -
noting that the service has only been live for a small period of time and this
will continue to be monitored.



e HealthHero agreed to commence the Cat 3 WMAS ambulance validation
element of CCCSPA from 27th August, five weeks ahead of contract go live,
and this has demonstrated significant positive impacts across the system in
terms of ambulance conveyances and waiting times. Good feedback has
been received, with several days where STW were the best performing in the
region and the feedback provided has helped both STW system partners and
other systems. In some cases, HealthHero’s senior clinicians have escalated
patients upwards from Cat3 to Cat2. SaTH are also reporting that a sustained
10% reduction in Category 3 conveyances is being seen and that this is
subsequently impacting positively on the Acute Trust.

e The ICB’s Quality and Patient Safety leads have been in regular
communication with HealthHero’s Quality Lead and are confident that quality
and safety are priorities for HealthHero. They are assured that appropriate
reporting arrangements are in place (e.g. PSIRF) and that no patient safety
incidents have occurred as a result of the initial delays experienced. The
teams will continue to monitor any incidents reported and attend weekly
assurance meetings with the Chief Medical Officer and Chief Nursing Officer.

2.3 Conclusion

2.3.1 NHS STW are assured that, via the mobilisation process and the first weeks of
go live of the new service, despite initial challenges as would be expected with
any new service provision that the service is now operating as business as
usual and excellent relationships have been formed across the system,
particularly with SCHT and SaTH in terms of the delivery of the aims of the
UEC Plan.

2.3.2Following the robust process undertaken to both procure and mobilise the
services, as we now transition to business as usual, the ICB will continue to
monitor performance. This will be through regular reporting and contract
review meetings, which will also include a representative from in-hours General
Practice.

2.4 Recommendation
2.5.1 The Board are asked to:
¢ Note the challenges faced and mitigations/actions undertaken to ensure service
delivery and safety.

e Note the early positive impacts of the service post the 15t October 2025.
¢ Note the move to Business as Usual for this contract.

E
Ambition @ Compassion e Optimism



Integrated m

Car‘e Sy Stem Shropshire, Telford
Shropshire, Telford and Wrekin and Wrekin

1. ICB 25-11.241 Shropshire Integrated Place Partnership
Briefing Report (meeting held on 16th October 2025)

Meeting Name: Shropshire Integrated Place Partnership (ShiIPP)

Meeting Date: 16" October 2025

Report Presented by: Tanya Miles, Shropshire Council, Chief Executive
Report Approved by: Tanya Miles, Shropshire Council, Chief Executive
Report Prepared by: Rachel Robinson, Shropshire Council, Executive Director,

Public Health

Action Required: For Assurance and Discussion

1.1. Summary of Key Discussions and Decisions

1.1.1.

1.1.2.
1.1.3.

1.1.4.

ShIPP meets Bi-monthly, with the last meeting on the 16" October.
The meeting covered an introduction to the National Neighbourhood
Health programme (NNHIP), an update on ShIPP Prevention Funding,
the STW Healthy Ageing Strategy, the Vaccination Improvement Plan
and an introduction to the new Out of Hours GP service, run by
HealthHero.

The meeting was quorate

Two conflicts of interests were declared, concerning bids for ShIPP
Prevention Funding

The meeting was well attended

1.2. Recommendations to the Board

1.2.1

The Board is asked to note the following briefing report from the
Shropshire Integrated Place Partnership.

The ShIPP Accelerator group presented a written report on their
progress for information and introduced the National Neighbourhood
Health programme (NNHIP) to the committee.

It was agreed that the ShIPP Prevention Funding process can proceed
to a new timetable with a larger assessment panel.

The STW Health Ageing Strategy has been approved by the
Shropshire Health & Wellbeing Board and the next steps for
implementation and ongoing stakeholder involvement were noted.

The STW Vaccination Improvement Plan received suggestions for
improvement and points to consider to improve uptake.

HealthHero introduced their new out of hours GP service for Shropshire
and operational challenges were noted by the committee.

1.3. Key Risks and Mitigations
There were no risks raised at this meeting

1.4. Performance and Assurance

1.4.1.

Assure - positive assurances and highlights of note:

ﬁ
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ShIPP Accelerator Group: the group presented an introduction to the
NNHIP and discussion about the importance and relevance of the work took
place. A summary will be provided to the group in due course.

ShIPP Prevention Funding: Bids totalling £1,390,117 were received,
considerably exceeding the available fund of £499,692. a new timetable
was proposed in principle and a request was made for a larger assessment
panel, this was agreed.

STW Healthy Ageing Strategy: the newly approved Healthy Ageing
Strategy was presented, outlining its aims, structure, engagement process,
and integration with local and national priorities. Next steps for
implementation and ongoing stakeholder involvement were discussed.
Vaccination Improvement Plan: vaccination uptake data for flu, COVID,
and RSV was reviewed. Mixed performance against targets was noted and
actions to increase uptake - identifying priority groups with lower uptake,
such as those with chronic heart or respiratory disease and diabetes, are in
motion.

Change of Out of Hours GP Service - HealthHero introduced their new
service, acknowledging challenges during mobilisation and thanked
partners for their support.

Any other Business:

Dr. Deborah Shepherd shared that she would be retiring next month. The
Chair thanked her for her work with ShIPP.

1.5. Alignment to ICB Objectives and Core Functions
1.5.1 The committee’s discussion directly aligns with the Joint Forward Plan’s

key elements of:

Taking a person-centred approach (including proactive prevention, self-
help, and population health to tackle health inequalities and wider
inequalities).

Improving place-based delivery, having integrated multi-professional teams
providing a joined-up approach in neighborhoods, supporting our citizens
and providing care closer to home, where possible.

ShIPP is a crucial part of the development and delivery of the Joint Forward
Plan and ShIPP’s new strategy & priorities have been developed with the
ICB Strategy Team and our other partners.

1.6. Next Steps & Forward Plan
1.6.1.

The ShIPP ToR was put out for review in the light of the NHS 10-Year plan
and development of neighbourhood health implementation; Claire Parker
will compile results and circulate the revised ToR for approval.

Energize STW Place Universal Bid - this has been submitted and an
update will be given on results at a future meeting in the new year.

NNHIP - a summary document is being developed to articulate the
Neighbourhood Health Implementation Programme for Shropshire and will
be shared with partners once it is ready.

ShIPP Prevention Bid — volunteers were requested for a larger working
group and a meeting will be convened for assessment of the next stage
bids.

E
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e Healthy Ageing Strategy — the team will coordinate with the SC
Community Wellbeing Outreach Team to identify groups for engagement
and support the rollout of the healthy ageing strategy, particularly during
the winter wellness tour.

e Vaccination Improvement Plan - concerns and suggestions from the
committee will be fed back to NHS England, exploring the development of
digital and print resources, and sharing communication assets.

1.7. Attachments
Appendix A. ShIPP minutes 16.10.25
Appendix B. ShIPP ToR Version 1.7 — October 2025
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W Care System Shropshire, Telford
Shropshire, Telford and Wrekin and Wrekin
MINUTES
Meeting Title Shropshire Integrated Place Date 16.10.25
Partnership Board (ShIPP)
Chair Anne-Marie Speke Time 15.00
Minute/Action ERe]V[E-WIe]aleH Venue/ Over Microsoft Teams

Taker Location

VNICHLERISE Members: Anne-Marie Speke (Chair), Bev Baxter, Bridey Davies, Sarah
Edwards, Sharon Fletcher, Dr. Charlotte Hart, Simon Jones, Claire Parker,
Pete Ezard, Emma Pyrah, Dr. Deborah Shepherd, Sam Townsend, Geraldine
Vaughan, Lynn Cawley, Dr. Jess Harvey, Dr. Katy Lewis, Dr. Charlotte Hart

Observers, Officers & Presenters: Michelle Reader, Ally Davies, Naomi
Roche, Victoria McMahon, Chrissla Davis, Vanessa Whatley, Louisa Jones
(recording)

Apologies: Tanya Miles, Rachel Robinson (dep. Anne-Marie Speke), Carla Bickley, Peter
Prokopa, Steve Ellis (dep. Sarah Edwards), Julian Birch, Jenny Daisley

ITEMS FOR DISCUSSION ACTION
OWNER

la. WELCOME AND APOLOGIES FOR ABSENCE Anne-Marie
Speke

Anne-Marie Speke welcomed all members, deputies, and observers
to the meeting.

A quorum of members was present.

1b. MINUTES OF LAST MEETING AND ACTIONS Anne-Marie
Speke

The minutes of the last meeting were approved.

Completed Actions:

e ShIPP ToR was sent to committee to review in the light of NHS 10
year plan — two responses received

¢ Place Universal Offer: meeting held. Plan on a page summary
circulated, bid submitted, awaiting response.

Arising Actions:

o Claire Parker will review ToR responses and suggest
amendments.

e Place Universal Offer update to be scheduled for an update at the
February 2026 meeting

Ambition @ Compassion @ Optimism
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1c. DECLARATION OF PECUNIARY INTERESTS Anne-Marie

Speke

Geraldine Vaughan and Bev Baxter stated that they had put bids in
for ShIPP Prevention Funding.

There were no other disclosures of pecuniary interests made.

2. ShIPP Accelerator Group — introduction to National Naomi Roche
Neighbourhood Health Implementation Programme (NNHIP) .
Ally Davies
Programme Overview and Objectives: Ally outlined the National
Neighbourhood Health Implementation Programme, emphasising a
shift from traditional biomedical models to a wraparound, person-
centred approach, focusing on prevention, community-based care,
and multi-agency collaboration. The programme aims to build on
existing trusted services and promote health and well-being at the
neighbourhood level.
e National and Local Context: 43 sites were selected for wave
one, focusing on mature neighbourhood health models, with
Shropshire included. The programme is designed to share
learning nationally, support local coaching, and influence policy by
providing real-time feedback to national teams.
e Feedback from Accelerator Group: themes from the ShiPP
Accelerator group meeting were summarised, highlighting
strengths in collaboration, a positive culture despite financial
challenges, the need for better data sharing, and a desire for
more integrated workforce planning. Aspirations for the next 12
months include strengthening relationships, building an evidence
base, and focusing on prevention and long-term conditions.
e Programme Expectations and Next Steps: upcoming activities
include regional workshops, the establishment of governance
structures, and the development of a clear delivery plan for
Shropshire. Naomi added that a summary document is being
prepared to articulate the programme's alignment with other local
initiatives and to communicate its purpose to partners and the
public.
Discussion:
e Sarah Edwards described efforts to map children's services and
align with neighbouring areas
e Claire Parker emphasised the need for new ways of working and
broad engagement beyond traditional models.
Page 2 of 7
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e Naomi and Ally addressed questions about integrating the
programme with the NHS 10-year plan and managing evolving
national priorities.

Approval:
e The committee noted the introduction to NNHIP and endorsed the
work.

Action:

e Share the summary document being developed to articulate the
Neighbourhood Health Implementation Programme for Shropshire
with partners once it is ready. (Naomi, Ally)

3. ShIPP Prevention Funding — progress update Naomi Roche

Prevention Funding Overview: Naomi explained that £499,692 of

non-recurrent prevention funding was ring-fenced for ShiPP, with

criteria agreed by the partnership and specific allocations for children,

young people, mental health, and voluntary sector capacity building.

e Bid Submission and Assessment: A total of 28 bids were
received, exceeding available funding. A working group met to
shortlist bids based on alignment with prevention and ShIPP
priorities, measurable impact, scalability, and avoidance of
duplication. Bids were categorised into mental health, healthy
ageing, voluntary sector infrastructure, and community/family
hubs.

e Challenges and Opportunities Identified: there were
challenges including lack of connectivity in some areas (e.g., CVD
and falls), risks of geographical inequity, and limited sustainability
without ongoing funding. Opportunities were identified to align
bids with the healthy ageing strategy, coordinate voluntary sector
efforts, and leverage the neighbourhood health programme.

e Request for Working Group Volunteers: Naomi requested
volunteers from member organisations to join a representative
working group to review and consolidate bids, aiming for broad
system knowledge rather than specialist expertise. Sharon and
others expressed willingness to participate, with conflict of interest
considerations noted.

Approval:
e ShIPP agreed to a revised timeline for the assessment process.

Actions:

e Prevention Funding Bid Evaluation Group: Nominate or
volunteer representatives from organisations to join the working

Ambition @ Compassion @ Optimism
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group for evaluating prevention funding bids and inform Louisa by
close of play next Thursday (23.10.25). (All members, Louisa)
Prevention Funding Bid Evaluation Group Coordination:
Contact those who volunteer to be part of the prevention funding
bid evaluation group and arrange a meeting to progress the
evaluation process. (Naomi, Louisa)

STW Healthy Ageing Strategy Vanessa

Whatley

Healthy Ageing Strategy Approval and Implementation: Vanessa
presented the newly approved Healthy Ageing Strategy, outlining its
aims, structure, engagement process, and integration with local and
national priorities, and discussed next steps for implementation and

ongoing stakeholder involvement.

Strategy Approval and Rationale: Vanessa announced that the
Healthy Ageing Strategy, serving as the system's frailty strategy,
was approved by the ICB board. The term 'frailty’ was replaced
with 'healthy ageing' to improve public reception and focus on
prevention and early intervention.

Key Components and Drivers: The strategy is built around
education, prevention, identification, management, and care, with
a strong emphasis on data-driven and digitally enabled
approaches. Early actions include implementing the One Health
and Care Record for integrated care planning.

Population Engagement and Feedback: Extensive engagement
was conducted with nearly 1,000 responses from the public and
care workers, revealing that while people understood frailty and
sought help from GPs or family, there was confusion about
available support and a lack of consistent offers.
Implementation and Collaboration: The strategy's delivery is
led by a steering group with representation from primary care,
local authorities, and health colleagues. Vanessa invited further
collaboration with community groups and emphasised the
importance of integrating the strategy with existing local initiatives
and ongoing feedback.

Approval:

The committee noted the update on the Healthy Ageing Strategy

Action:

Healthy Ageing Strategy Community Engagement: Coordinate
with Anne-Marie and the Community Wellbeing Outreach Team to
identify groups for engagement and support the rollout of the
healthy ageing strategy, particularly during the winter wellness
tour. (Vanessa, Anne-Marie)

Page 4 of 7
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5. Vaccination Improvement Plan Anne-Marie

Speke

Anne-Marie provided an update on winter vaccination planning.

e Winter Vaccination Targets and Data: Anne-Marie reviewed
vaccination uptake data for flu, COVID, and RSV, noting mixed
performance against targets and identifying priority groups with
lower uptake, such as those with chronic heart or respiratory
disease and diabetes.

e Strategies for Improving Uptake: Efforts include consolidating
data into a single database, developing a vaccination
improvement plan, and securing additional funding for targeted
education and outreach, particularly for underserved and vaccine-
hesitant groups. A train-the-trainer model is being implemented to
extend reach through community and voluntary sector partners.

Discussion:

e Claire, Deborah, and Katy, raised concerns about late and
unclear national communications, confusion over eligibility criteria
(especially for COVID and shingles), and the need for simple,
accessible tools or infographics to support conversations with
patients and the public.

Approval:

e The group noted the update and made suggestions for
improvement and points to consider for Anne-Marie to take back
to NHSE.

Action:

e Anne-Marie committed to feeding back concerns to NHS England,
exploring the development of digital and print resources, and
sharing communication assets. Suggestions included creating
age-group-based infographics and leveraging existing resources,
with ongoing feedback to improve future campaigns.

6. Change of Out of Hours GP Service - HealthHero Michelle
Reader, Vicky
McMahon,
Chrissla Davis

Out of Hours and Care Coordination Service Mobilisation:
Michelle, Chrissla, and Victoria from Health Hero introduced their
organisation and provided an update on the mobilisation of the out of
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hours and care coordination services, discussing the model of care,

initial challenges, and plans for ongoing collaboration with system
partners.

Service Introduction and Background: Health Hero, formerly
Medvivo, has over 20 years' experience in urgent care and now
delivers out of hours and care coordination services for
Shropshire, Telford, and Wrekin. The team described their
consultant-complete model, use of digital tools, and integration
with local urgent care pathways.

Care Coordination Model: The care coordination service is
organisationally neutral, staffed by decision-makers (ACPs and
GPs) who navigate patients across the system, aiming to reduce
unnecessary emergency department visits and support
community-based care. The model is informed by experience in
other regions and is being adapted for local needs.

Mobilisation Challenges and Progress: The team
acknowledged challenges during mobilisation, including a short
lead time, uncertainty over staff transfers, delays in obtaining a
controlled drugs licence, and technical issues with system
migration. Despite these, service delivery is stabilising, and
feedback from transferred staff has been positive.

Collaboration and Feedback: Health Hero expressed
appreciation for the support from local stakeholders and invited
ongoing feedback to refine services. Vanessa and others
reiterated system support and commitment to resolving
outstanding issues, such as the controlled drugs licence.

Approvals:

The committee noted the introduction

Any Other Business

Dr. Deborah Shepherd stated that this would be her last ShIPP
meeting and that she would be retiring next month. Deborah has
been involved in ShIPP since it's inception. Anne-Marie thanked
her for her work with ShIPP and other colleagues congratulated

her on her retirement and thanked her for her work in the system.

REVIEW OF MEETING
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The meeting was well attended, was quorate and held good
discussions; agreeing, where appropriate, the report
recommendations.

The meeting ended at 16.37

DATE OF NEXT MEETING

The next meeting of ShIPP is scheduled to take place on Thursday
18" December 2025.

The minutes of this meeting are agreed as an accurate record.

Chair: Anne-Marie Speke

Page 7 of 7
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Appendix B

Shropshire Integrated Place Partnership Committee
Terms of Reference
1. Our Vision
HWBB Vision: For Shropshire people to be the healthiest and most fulfilled in England

ShIPP vision:
“Working together to ensure people in Shropshire are supported to lead healthy, fulfilling
lives.”

2. Constitution and Authority

2.1. Shropshire Integrated Place Partnership Committee (ShIPP) has evolved from the
Shropshire Integrated Place Partnership that was created in 2022.

2.2. ShIPP is a formal committee of the Shropshire, Telford & Wrekin Integrated Care
Board and as such it is accountable to the ICB.

2.3. ShIPP aligns strategy with the ICB and the Shropshire Health and Wellbeing
Board.

2.4. These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of ShIPP and may only be changed with the approval of
ShIPP and its Chair.

2.5. Where appropriate ShIPP will also interface and work with the:

e Joint Health Overview and Scrutiny Committee (and other Shropshire Council
Committees as and when appropriate),

e Shropshire Health & Wellbeing Board; and

e Shropshire Safeguarding Children and Adult Boards.

2.6. ShIPP is authorised by the ICB Board to:

e Oversee the delivery of key priorities of thematic partnership boards

e Oversee the delivery of a Neighbourhood Health Service in line with the NHS
10 Year Plan

e Work with the ICB and Health and Wellbeing Board to agree key priorities for
neighbourhood/community centred health and care in Shropshire and
alignment wherever possible with the national Neighbourhood Health
requirements.

e Create task and finish groups or working groups to develop and deliver action
plans to deliver the agreed priorities for neighbourhood/community centred
health and care in Shropshire

e Assure that locally designed and delivered services deliver the agreed
outcomes including those set out in the NHS 10 Year Plan Neighbourhood
Health Service

e Assure programme activities are delivered within agreed timescales

e Assure requirements for additional activities are highlighted




e Ensure risks are discussed and mitigations sought

2.7. Upon agreement of delegation from the ICB this section will be expanded to
include the delegated responsibilities.

3. ShIPP Principles

3.1 Work together to develop and deliver the ShIPP Strategic Plan.
3.2 Take a person-centred approach to all that we do; celebrating and responding to

the diversity within our population.

3.3 Ensure all programmes involve local people and embed coproduction in all

planning.

3.4 Take a Population Health Management approach to all transformation.

3.5 Recognise the importance of system thinking for all ages and families, ensuring

that inequalities are addressed from pre-birth.

3.6 Highlight opportunities for system working, at scale, across STW.

3.7 Value and support the community and voluntary sector and consider how the

voluntary sector can work alongside statutory services to reduce inequalities.

3.8 Make decisions that shift resources to preventing ill health and wellbeing and that

work to reduce inequalities across our communities.

3.9 Use digital resources to remove geographical barriers to place based working.

4. Membership and Attendance

Organisation Representative Title/Role
Shropshire Tanya Miles Interim Chief Executive and Chair of ShIPP
Council
Rachel Robinson Executive Director of Public Health
Deputy: Anne-Marie Speke, Head of Service Healthy
Population
Laura Tyler Laura Tyler, Service Director — Commissioning
Deputy: Deborah Webster, Service Manager -
Commissioning, Quality Assurance, and Business
Development
Laura Fisher Head of Housing, Resettlement & Independent Living
Deputy: Jenny Daisley, Strategic Housing &
Commissioning Manager
Lived Representatives to be identified to ensure that programmes of ShIPP and
Experience reported to ShIPP have appropriate citizen representation through their
Representative | development and delivery (through either Patient Participation Group or




Making it Real Board and other expert by experience groups); 2
representatives will ensure availability for the meeting

Voluntary,
Community and
Social
Enterprise
Sector

Beverley Baxter
Peter Ezard

Voluntary and Community Sector Assembly Chairs

Healthwatch

Lynn Cawley

Chief Officer

NHS Shropshire,
Telford &
Wrekin

Claire Parker

Director of Strategy and Development
Deputy: Emma Pyrah, Head of System Development

Gemma Smith

Director of Strategic Commissioning

Lorna Clarson

Chief Medical Officer

Sharon Fletcher

Head of Safety and Quality Improvement
ICB Patient Safety Specialist

Dr. Deborah
Shepherd

GP Partner Member

5 Primary Care
Networks
(PCNs) -
expectation
that 2 reps to

Dr. Jess Harvey

Clinical Director SE Primary Care Network

Simon Jones / Dr.
Nick Von
Hirschberg

Clinical Director North Primary Care Network
Deputy: Tomas Edge, PCN Lead Manager & Digital &
Transformation Lead, North Primary Care Network

Dr. Charlotte Hart

Clinical Director Shrewsbury Primary Care Network

attend and Dr. Edwin Green Clinical Director SW Primary Care Network
provide PCN Deputy: Peter Allen, Manager SW Primary Care
input. Network
Dr. Daniela Clinical Director Shropshire Rural Primary Care
Puiu/Dr. Katy Lewis | Network
Shrewsbury and | Carla Bickley Associate Director of Strategy & Partnership

Telford Hospital

Dr Jenni Rowlands

Deputy Medical Director (or appropriate clinical lead

NHS Trust as needed)

Shropshire Steve Ellis Deputy Director of Operational Service Development
Community Deputy: Sam Townsend Divisional Clinical Manager,
Health NHS Adults & Community.

Trust

Midlands Cathy Riley Managing Director

Partnership Shropshire, Telford & Wrekin Care Group
Foundation Deputy: Paul Bowers, Head of Operations (Shropshire
NHS Trust and Telford & Wrekin Care Group)

Robert Jones Mike Carr Deputy Chief Executive and Chief Operating Officer
and Agnes Deputy: Geraldine Vaughn, programme support for

Hunt Orthopae
dic Hospital

MSK




Local

Committee

Pharmaceutical

Peter Prokopa Community Pharmacy Chief Officer

Officers in Attendance

Organisation Representative Title

Shropshire TBC Joint Partnerships

Council Louisa Jones Business Support Lead, Joint Partnerships
Other Officers as required

TBA TBC System Finance Lead

ICB Bridie Davies Communication and Engagement link

ICB Emma Pyrah Head of System Development

Other members may be co-opted by the Partnership as required. System partners may
attend the group as needed or by request.

5. Role of Members

5.1 Chair

5.1.1 The Chief Executive of Shropshire Council will Chair the Board.
5.1.2 The Executive Director of Public Health, Shropshire Council will deputise

5.2 Role and behaviours of members

5.2.1 As a collective ShIPP members will ensure that the principles of ShIPP and its
purpose are championed throughout the Integrated Care System and in their
own organisations.

5.2.2 ShIPP members will work collaboratively on all aspects of work including:

Seeking to release resource to contribute to the development and delivery
of plans to deliver key ShIPP priorities;

Across our statutory duties to achieve best outcomes for local children,
young people and adults;

Looking at all opportunities to pool resources to improve outcomes for
local people;

Sharing information, experience and resources to identify solutions,
eliminate duplication of effort, mitigate risk and reduce cost;
Developing the workforce in line with the ShIPP priorities and person
centred approaches;

Sharing intelligence to achieve the ShIPP priorities;

Monitoring progress using high level metrics to understand system
improvement;
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5.1.2

5.1.3

5.1.4

5.1.5

e Using the Joint Strategic Needs Assessments and data to drive decision
making.

Ensure that all that we do in terms of development adopts a person-centred,
preventative, strengths and community asset-based approach to
transformation and delivery.

Learn from people of all ages who experience our services and best practice of
partner organisations, and/or other areas, and seek to develop as a
partnership to achieve the full potential of the relationship.

Resolve issues of difference positively and professionally, throughout the
meetings and through subgroups.

Utilise the agreed branding when presenting about the integration work
(internally and externally).

During online meetings members should have their cameras on to promote
and foster good communication and engagement.

6 Meeting Quoracy and Decisions
6.1 Meetings

6.1.1 The Group will meet on a bi-monthly basis and arrangements for meetings will
be made in accordance with the ICB’s Standing Orders.

6.1.2 Additional meetings may take place as required.

6.1.3 The Board or Chair may ask ShIPP to convene further meetings to discuss
particular issues as and when needed.

6.1.4 ShIPP may meet virtually or face to face. If ShIPP meet virtually the meeting will
be recorded. Members will be asked to have their camera on. Members will also
be asked to use the chat function appropriately, including not having separate
conversations.

6.2 ShIPP Accelerator Group

6.1.1 The ShIPP Neighbourhood Accelerator Group (subgroup of ShIPP) will meet

monthly and will update ShIPP on activities at each ShIPP meeting.
6.3 Quorum

6.3.1 For a meeting to be quorate there must be at least four members of different
organisations present.

6.3.2 If any member of ShIPP has been disqualified from participating on an item in
the agenda, by reason of a declaration of conflicts of interest, then that
individual shall no longer count towards the quorum.

6.3.3 If the quorum has not been reached, then the meeting either may be postponed
until the meeting can be quorate or the meeting may proceed if those attending
agree, but no decisions may be taken.

6.3.4 Decisions deemed by the Chair to be ‘urgent’ can be taken outside of the

meeting via email communication, and with the agreement of a quorate number
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6.4

of members. Where this happens, the decision made in this way must be
reported to the next meeting to ensure it is captured in the minutes.

Committee Attendance Register
To support good governance, accountability, and transparency, the Committee
shall maintain a formal record of member attendance:

6.3.1 Attendance Register

6.3.3

6.3.4

6.5
6.5.1

6.5.2

6.5.3

Committee Attendance Register shall be maintained by the Committee
Secretariat, recording attendance at each meeting by all members, regular
attendees, and invited guests.

The register must include:

J The name, job title and organisation of those present;
J Apologies received in advance of the meeting;
o Any instances of non-attendance without notice.

The Secretariat shall also ensure that each meeting formally records and confirms
whether the Committee is quorate, in line with the quorum requirements set out
in the Terms of Reference.

Review and Reporting

The Attendance Register shall be reviewed periodically by the Committee Chair to
identify patterns of non-attendance or inconsistent engagement.

Persistent non-attendance by any Committee member shall be addressed in line
with the Committee's governance expectations and, where necessary, escalated
as appropriate.

Transparency and Governance

Attendance data may be used to inform governance reviews, appraisals, or
assurance reports to the Board.

A summary of attendance and quoracy shall be included in the Committee’s
annual report.

Decision Making and Voting

Decisions will be taken in accordance with the ICB’s Standing Orders. ShIPP will
ordinarily reach conclusions by consensus. When this is not possible the Chair may
call a vote.

Only members of ShIPP may vote. Each member is allowed one vote and a
majority will be conclusive on any matter.

Where there is a split vote, with no clear majority, the Chair of ShIPP will hold the
casting vote or propose a way forward.

Action and Decision Log Monitoring




The Committee shall maintain clear and transparent records of its decisions and
actions to support accountability, continuity, and effective governance. To this
end:
7.1 Committee Action Log

7.1.1 The Committee shall develop and maintain a formal Action Log, recording all
agreed actions, responsible owners, target completion dates, and progress
updates.

7.1.2 The Action Log must be reviewed and updated following each meeting to reflect
completed, ongoing, or overdue actions.

7.2 Committee Decision Log
7.1.1 The Committee shall also maintain a Decision Log, recording all key decisions
made, including the rationale, date of decision, and any associated conditions or
follow-up actions.
7.1.2 This log will support transparency and provide an accessible record of Committee
direction and authority, particularly useful for audit, governance assurance, and
induction of new members.

7.3 Standing Agenda Item
7.3.1 Review of the Action Log shall be a standing agenda item at each Committee
meeting.
7.3.2 During this item, the Committee shall monitor progress, confirm closure of
completed actions, and agree on next steps for any outstanding or delayed
actions.

74 Monitoring and Oversight
7.4.1 The Committee will ensure robust oversight of all logged actions and decisions,
including assigning clear responsibility and timelines.
7.4.2 Where actions are delayed or not progressing as expected, the Committee should
agree appropriate remedial steps or escalation, as necessary.

8. Committee Business Cycle

8.1 The Committee will develop and agree a business cycle at the start of each
financial year to ensure delivery of its responsibilities.

8.2  This business cycle should be finalised no later than the end of Quarter 1, shared
with Committee members, and formally approved by the Committee to support
effective planning, prioritisation, and performance oversight throughout the year.

8.3  The business cycle shall be reviewed annually to ensure it remains fit for purpose
and aligned with the strategic priorities of the ICB.

9. Committee Annual Report
The Committee shall produce an Annual Report outlining how it has discharged its
responsibilities over the course of the financial year.




9.1 Content and Purpose

9.1.1

9.1.2

9.13

The Annual Report shall summarise the key areas of business considered by the
Committee, outcomes of its work, performance against its Terms of Reference,
and how it has contributed to the overall objectives of the Integrated Care Board
(ICB).

It shall include a summary of assurances received and provided, any risks
escalated to the Board, actions taken in response to internal and external audit
findings (where applicable), and a reflection on committee effectiveness.

The report will also include relevant governance metrics such as attendance and
qguoracy, as well as any recommendations for changes to the Committee’s remit,
membership, or ways of working.

9.2 Approval and Submission

9.2.1

9.2.2

9.2.3

9.2.4

10
10.1

The draft Annual Report shall be prepared by the Committee Secretariat in
collaboration with the Chair and relevant Committee members.

The report will be timed to support the finalisation of the annual report and
accounts.

The report must be formally reviewed and approved by the Committee before
submission.

Once approved, the Annual Report shall be submitted to the ICB Board to provide
assurance on the effectiveness of the Committee’s governance, oversight, and
delivery of its delegated responsibilities.

Reporting
Chair of ShiPP

10.1.1 The Chair of ShIPP is the conduit for reporting to and receiving updates and

requests from the ICB Board and the Health and Wellbeing Board (and other
Boards as required).

10.1.2 The Chair’s report of ShIPP will be shared with the ICB Board to provide updates

10.2

on activity and risks. This will be produced from approved minutes after each
meeting.

ShIPP Neighbourhood Accelerator Group

10.2.1 The ShIPP Accelerator Group (subgroup) will provide an update at each ShIPP

11

111

meeting.

Conflicts of Interest

Standing Register

ShIPP will maintain a standing register, as per any other corporate decision-making
body. In advance of any meeting of ShIPP, consideration will be given as to whether
conflicts of interest are likely to arise in relation to any agenda item and how they
should be managed. This may include steps to be taken prior to the meeting, such




11.2

as ensuring that supporting papers for a particular agenda item are not sent to
conflicted individuals.

Declaration of interests
At the beginning of each meeting of ShIPP, members and attendees will be required
to declare any interests that relate specifically to a particular issue under
consideration. If the existence of an interest becomes apparent during a meeting,
then this must be declared at the point at which it arises. Any such declaration will
be formally recorded in the minutes for the meeting. Members must ensure that
they continue to comply with relevant organisational policies / guidance.

12 Risk Management

The Committee will play a critical role in supporting the effective identification,
management, and escalation of risks within its remit. In fulfilling this role, the
Committee shall:

12.1 Adherence to ICB Risk Management Policy

12.1.1

12.2
12.2.1

12.2.2

12.2.3

12.3

The Committee shall operate in accordance with the Integrated Care Board’s (ICB)
Risk Management Policy, ensuring a consistent and system-wide approach to risk
oversight, reporting, and escalation.

Standing Risk Agenda Items

Include a standing agenda item at the beginning of each meeting to review the
System Board Assurance Framework and the System and/or ICB Operational Risk
Registers. This should also be referenced within the committee business cycle.

Following this review, any proposed updates, amendments, or additions shall be:

e C(learly recorded in the Committee minutes;

e Annotated in red on the live versions of the System Board Assurance
Framework and the System and/or ICB Operational Risk Registers to
indicate suggested changes; and

e Promptly shared with the Integrated Care Board (ICB) Risk Lead for
further consideration and action.

Operational Risk Review and Development
The Committee shall review existing operational risks and identify new or
emerging risks relevant to its functions.

Such operational risks must be documented and reflected in the System and/or
ICB Operational Risk Registers, ensuring a comprehensive and up-to-date register
of committee-relevant risks.

End-of-Meeting Risk Reflection
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12.3.1 At the conclusion of each meeting, a standing agenda item, “Review and
Reflection of new or amended risks”, shall prompt the Committee to reflect on
the discussions held and identify any new risks that may have emerged.

12.3.2 Any such risks must be captured in the minutes and, where appropriate,
incorporated into the System Board Assurance Framework and the System and/or
ICB Operational Risk Registers, following the process described above.

Review

In view of the rapidly evolving nature of our health and social care system, these Terms of
Reference will be reviewed in six months (January 2026).

Version control

Version Date Author Comments

DRAFT 1.0 13.09.2024 P. Bason Review and re-write of TOR

DRAFT 1.1 16.09.2024 P. Bason Update following first DRAFT review with Chair

DRAFT 1.2 1.10.2024 P. Bason Update following ShIPP and ShIPP Subgroup,
second DRAFT

DRAFT 1.3 15.10.2024 P. Bason Update following second draft comments.

DRAFT 1.4 09.12.2024 P. Bason Added Peter Prokopa , Chief Officer Community
Pharmacy Shropshire

DRAFT 1.5 08.07.2025 L. Jones Added amendments requested by ICB

DRAFT 1.6 18.07.25 L. Jones ICB amendments accepted at ShIPP meeting
17.07.25, some title changes included.

DRAFT 1.7 23.10.25 C. Parker ShIPP members amendments made
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ICB 26-11.242 — Telford & Wrekin Integrated Place
Partnership Briefing Report (Sept — October 2025
update)

Meeting Name: Telford & Wrekin Integrated Place Partnership (TWIPP)

Meeting Date: 11" September.

Report Presented by: David Sidaway, Telford & Wrekin Council, Chief Executive
Report Approved by: David Sidaway, Telford & Wrekin Council, Chief Executive
Report Prepared by: Louise Mills, Telford & Wrekin Council, Service Delivery
Manager Health Improvement & Prevention and Telford and Wrekin Place Lead
Action Required: For Assurance.

1.1

1.1.1.

1.1.2.

1.1.3.

1.2.

1.2.1.

Summary of Key Discussions and Decisions

This report provides an update on the work of the Telford & Wrekin
Integrated Place Partnership (TWIPP) Committee.

The group meets bi-monthly, with the next meeting scheduled for 13t
November.

Discussions have focussed on

The TWIPP Priority - Children and Young People’s Mental Health
Endorsement of the STW Healthy Ageing Strategy

Prevention & Inequalities Initiatives (ICB Grant 2025/26)

Sport England Place Expansion Funding

Strategic Planning to inform a refreshed Neighbourhood Health Plan

Recommendations to the Board

The Board is asked to note the:

e Current status of the children’s mental health and wellbeing priority,
acknowledging that further system-wide work is needed to provide
assurance across several areas.

e Progress made against delivery plans of ICB funded prevention
initiatives.
e The allocation of Sport England investment to support a system-wide,

place-based "test and learn" approach aimed at increasing physical
activity levels across the borough.

e The review of National Neighbourhood Health Guidance, which will
inform a strategic reassessment of the committee’s priorities and
support the development of a refreshed, forward-looking
Neighbourhood Health Plan. Where feasible, opportunities to
collaborate across a broader footprint should be explored, taking into
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1.3.

1.3.1.

1.4

1.4.1.

1.4.2.

account the provider landscape while recognising the distinct
characteristics of each place.

Key Risks and Mitigations

The TWIPP Declaration of Interest Register is in place and is utilised as
appropriate.

Performance and Assurance
Alert — Matters of concern, gaps in assurance or key risks to escalate:

¢ An additional risk was added to the Committee’s risk register to reflect
the NHS England devolution and ICB re-modelling.

Assure — positive assurances and highlights of note:

» The mental health of children and young people TWIPP workshop
session provided members with an overview of the current position
regarding the recommissioning of mental health services.
Presentations also covered preventative programmes, including social
prescribing - Wellbeing While Waiting and the Link Project, Calm Cafes
and support available across schools.

The Committee engaged in discussion and reflection, and identified
three key priorities for TWIPP partners to progress over the next 12-18
months:

e Developing a coordinated communications strategy - to ensure
clear and consistent messaging around the new mental health
service.

e Mapping Strategic Partnerships and service offers - a review of
complex commissioning and funding arrangements across the
system, with the aim of simplifying processes, identifying
opportunities for collaboration, improving efficiencies, and scaling
up proven interventions.

e Assessing and addressing waiting lists - comprehensive review
of current waiting lists, leading to a clear and actionable plan to
significantly improve access and reduce delays.

» The STW Healthy Ageing/Frailty Strategy, was approved by TWIPP,
noting its alignment with the existing T&W Ageing Well Strategy which
has a broader scope. The enhanced emphasis on prevention in the
NHS on this agenda and the pivotal role of neighbourhoods was
welcomed, alongside recognition of the need for a more coordinated
and accessible offer of support.

» The neighbourhood health prevention and inequalities initiatives

funded through the ICB Prevention Grant for 2025/26 all have delivery
plans, and the initiatives encompass both borough-wide programmes

g
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and targeted interventions in areas of deprivation. These initiatives
reflect TWIPP’s commitment to reducing health inequalities and
improving access to prevention and wellbeing support across Telford &
Wrekin. Key achievements to date include:

e Successful launch of the second Live Well Hub in Wellington,
expanding access to health and wellbeing support in the
community.

e Launch of the Healthy Conversations Campaign, with the initial
focus on flu vaccination. The campaign has reached 14,500 people
and is demonstrating strong engagement.

e Expansion of the Calm Cafés service to include support for 18—-25-
year-olds from October, enhancing mental health provision for
young adults.

e Recruitment milestones achieved for Care Navigators, with
systems now in place and collaborative relationships developing
with key stakeholders across Telford & Wrekin. Early engagement
activities are showing strong alignment with goals to improve
access, empower individuals, and promote health equity for people
with Learning Disabilities and Autism.

¢ Healthy Hearts Bus Roadshow, a partnership between SET PCN
(primarily Stirchley Medical Practice), the Council's Healthy
Lifestyles and Active Travel Teams, and Telford College. The
roadshow began in September and will run until the end of March
2026. In its first month, 128 residents from South East Telford
received full NHS Health Checks, and an additional 70 received
mini health checks due to ineligibility for the full check.

The Telford & Wrekin Sport England application secured over
£400k to pilot a place-based approach to increasing physical activity
over the next 18 months. This initiative aims to embed physical activity
into community life by addressing systemic barriers and reducing
inequalities. Through strong partnerships across local authorities,
health, education, and the voluntary sector, we will use local assets,
data insights, and community co-production to drive sustainable
change. The investment supports long-term transformation by building
capacity, strengthening infrastructure, and empowering residents to
lead healthier, more active lives.

National Neighbourhood Health Guidance, the Medium-Term
Planning Guidance, and System Maturity Baseline Assessment are
being reviewed by the TWIPP Committee and Accelerator Group. This
review will inform a strategic re-assessment of the committee’s current
priorities and guide the development of a refreshed and forward-looking
Neighbourhood Health Plan. The aim is to ensure alignment with
national expectations, system capabilities, and local population health
needs.



1.5

1.5.1.

1.6.

16.1

1.4.3. Advise — areas that continue to be reported on and/or where some
assurance has been noted/further assurance sought:

o The TWIPP Committee will receive an update report on children
and young people’s mental health and wellbeing early in 2026 to
seek assurance around progress towards managing waiting times
and access to community-based preventative support.

Sharing of Learning
Not applicable

Actions to be considered follow up actions or actions you require
colleague support

Given Shropshire’s selection for Wave One of the National
Neighbourhood Health Implementation Programme, and our shared
health provider landscape, the TWIPP Committee and wider partners
should be considered for any shared learning opportunities, training, and
resources arising from this initiative.

g
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25-11: 243 - Integrated Performance Report October
2025

Meeting Name: Integrated Care Board Meeting

Meeting Date: November 2025

Report Presented by: Claire Skidmore, NHSSTW, Chief Finance Officer

Report Approved by: Julie Garside, NHSSTW, Director of Planning, Performance,
Bl and Analytics

Report Prepared by: Angela Parkes, NHSSTW, Deputy Director of Planning and
Performance

Action Required: For Assurance and Discussion

1.1

1.2.

Purpose

The Integrated Performance Report is brought to the Board to provide the latest
position regarding finance, quality, performance and workforce across the
system. It provides assurance on the delivery of our key measurable outcomes
and informs the Board of the current risks and issues related to that delivery.

Executive Summary

Following the publication of the new NHS oversight framework for 25/26 and the
NHS Performance Assessment Framework, the ICB has reviewed the quality
and performance metric requirements of these documents and a summary of the
new provider and ICB responsible metrics was presented to the Quality and
Performance Committee to discuss in October. This included the latest actual
performance values against the metrics and high-level analyst commentary. The
Director of Planning & Performance for the ICB continues to work with provider
leads and the Chair of QPC to agree how we transition our quality and
performance reporting to reflect the new requirements alongside providing
assurance of the delivery against the current metrics for 2025/26 going forward.
Once this has been worked through the Integrated Performance Report
presented to Board will be updated to reflect the changes.

Areas showing improvement:

UEC:

e The funding and staff from the Recovery and Rehabilitation Units (RRU)
have been released which has enabled Shropshire Community Health Trust
(SCHT) to reinvest in the Out of Hospital Model. This includes Front Door
Coordinators achieving admission avoidance, extended Rapid Response,
more productive Urgent Care Response (UCR) and Virtual Ward (VW),
extended Care Transfer Hub (CTH) operating hours. Health Hero are also
supporting GP decision-making at the front door to aid patient flow.

Planned Care including cancer, diagnostics and community waits:

e Long waits: 65+ weeks wait for Shrewsbury and Telford Hospital (SaTH)
has improved over the past 12 months. 52+ weeks waits for STW has
improved over the past 10 months. 52+ weeks waits for Children and Young
People (CYP) for STW are also on a continuous improvement trajectory.



Incomplete Referral to Treatment (RTT): <18 weeks at month end is better
than plan. Time to first appointment <18 weeks is better than plan.

Cancer standards: Faster Diagnosis Standard (FDS) is better than plan:
with 80.5% (plan: 73.1%). 62-Day RTT better than plan: with 64.8% (plan:
60.7%). Waits >62 combined backlog: 192 vs planned 228 (October).
Faecal Immunochemical Test (FIT) Tests is meeting target in October 25
(83.1% vs 80%). 31-Day Decision to Treat (DTT) is better than plan: 91.8%
(plan: 91.4%).

Diagnostics: 85.5% of patients seen within 6 weeks (plan: 89.8%). 97.7%
of patients seen within 13 weeks (plan: 100%). SaTH Diagnostics
performance is currently the best it has been since February 2020.

Adult Mental Health:

Average length of stay in a Mental Health bed: Increased slightly to 55
days from 54 last month but is still ahead of plan (61.3).

Access to Perinatal & Maternal MH: Increasing trend with 935 people
accessing services in the 12 months to September. This is significantly above
plan of 670. The perinatal equity and equality action plan is due to be
presented at the Local Maternity Neonatal Service (LMNS) programme
board in January 2026 and will include a recommendation to undertake a
deep dive to understand reasons for high referral rates into perinatal mental
health services.

Learning Disabilities and Autism including ADHD:

Children and Young People (CYP) in a Mental Health bed: There were
still 3 patients in a Mental health bed at the end of October, which is over
plan, however two children have since been discharged.

Adult inpatients in a Mental health bed: Reduced to 18 which is now just
1 above Q3 plan. Pressures in the wider system support, especially sourcing
appropriate housing and suitably skilled providers in community settings, is
limiting ability to discharge some individuals.

CYP:

Eating Disorders: Routine referrals performance has improved for the
second month to 92% (standard is 95%).

Quality:

Maternity: Postpartum Haemorrhage rates, Maternity Bookings before 10
weeks' gestation and Mothers Smoking at Time of Delivery are showing
sustained, continued improved variation. Caesarean Section Rate for
Robson Group 1 and 2 Women is showing sustained improved variation.

Areas showing concern:
Primary Care:

General Practice, Practice Level Support (PLS): Programme currently
has 5 practices accessing the programme, 2 of these are currently unsure
whether to continue. Discussions with the practices and NHSE are ongoing.
The SDF (Service Development Funding) is being used to recruit peer
ambassadors to support practices for the remainder of this year.

UEC:



12-hour Emergency Department (ED): Performance remains a priority
area of concern as it continues to be significantly off track and has not
achieved national target or local plan in 2025/26 period. NHSE Regional Tier
1 fortnightly calls are ongoing.

Complex discharge: Profile has not achieved local plan during 2025/26,
with Pathway 2 and 3 consistently missing plan by less than 10%, and
Pathway 1 missing plan by more than 10% for the last four months.

Frailty: 8-hour offload delays continue upwards trend, 22 patients reported
in October. 6 patients over the age of 80, all admitted. 6 conveyances due to
falls, 4 of which were admitted. Frailty Assessment Unit (FAU) remains
escalated above agreed bed/chair numbers which is hindering patient flow.

Planned Care:

Long waits: 78+ weeks wait for Robert Jones and Agnes Hunt Orthopaedic
Hospital (RJAH) with 6 for October and a forecast of 4 for November. 65+
weeks waits are currently at 82 for October and forecasting 52 for November.
Diagnostics: 315 diagnostics patients for STW waiting over 13 weeks,
which is a decrease on the 360 the previous month (plan: 0).

CYP Community Waits: There are a small number of children with complex
neuro-diverse needs who are waiting longer for some restrictive wheelchair
adaptations with the community provider. A discussion with the ICB and
Local Authorities is planned in relation to the commissioning of the service
to resolve this issue.

Adult Community Waits: 22 patients waiting over 52 weeks.

Adult Mental Health:

Inappropriate Out of area (OOA) inpatient placements: Remain above
national target but is close to plan. Actions in progress include clearer
processes around admissions, more clinical oversight of patients placed out
of area and pursuing opportunities for repatriation of patients back into area.
The underlying issue is the lack of available beds in the system, particularly
for patients requiring higher intensity Psychiatric Intensive Care (PICU) beds
and those with a clinical diagnosis of Emotionally Unstable Personality
Disorder (EUPD). A project group has been implemented to establish a PICU
at Redwoods, with capital investment. A deep dive into OOA patients
concluded that patients with EUPD have the longest stay and are placed in
locked rehabilitation units.

Talking Therapies: First seen within 18 weeks performance deteriorated
this month to 88%, (from 90% last month), below the target of 95%. The
service is working to address this.

Learning Disabilities and Autism including ADHD:

Adult ASD Assessment: Waiting list increasing to 2,256, of which 66% are
Shropshire patients. Shropshire patients are also waiting around 20 weeks
longer on average than Telford & Wrekin patients. Average waiting time is
currently 70 weeks (Shropshire). The number of monthly assessments is
increasing but will not be up to full plan until November. Actuals vs plan will
be closely monitored monthly, however based on current level of demand
even with increased short-term capacity this will not address the number of
adults waiting materially.



Adult ADHD Assessment: Waiting list remains stable at 2,478. The backlog
of referrals is now reducing with the use of some short-term workforce
capacity within the referral management centre. On target to eliminate the
backlog completely by end November.

CYP:

CYP MH Access: Performance has improved this month but remains below
plan by circa 17%. Issues remain around improved data recording in the
main provider as well as increasing workforce capacity. A recovery action
plan is in place and director oversight is given to weekly meetings to monitor
progress. Escalation meetings with NHSE Mental Health regional lead and
ICB and MPFT providers have been held in November to support further
remedial action plans.

Children not bought to appointment: A review has been completed, and
an action plan will be developed based on the findings. A task and finish
group is now looking at the themes and identified issues to see how these
can be addressed. The local authorities, BeeU and ICB are working together
on this to ensure the number of looked after children who are not brought is
reduced.

Workforce issues: Vacancy rates and turnover rates remain high in the
CYP MH service, although these have reduced over the last three months.
This is also having an impact on waiting lists as well as access performance.
ASD/ADHD waiting lists: The number of children aged 5-17 waiting for
either an ASD or ADHD assessment continues to increase, now at a
combined total of 3,855 including around 600 children who have opted to use
online assessments. Validation of waiting list for children waiting with MPFT
on the Neuro-developmental pathway is underway however, progress has
been slow, due to lack of workforce capacity. This is now overdue, and a
contract performance notice has recently been issued to the provider.

Quality

MRSA: 2025/2026 objective has been breached.

C.Diff: SCHT have breached C.diff trajectory for 2025/26. C.diff has
breached monthly objective at 19 cases for September (trajectory 12),
E-coli: Breached monthly objective at 44 cases for September (trajectory
36),

Klebsiella: Breached monthly objective at 21 cases for September
(trajectory 7),

Workforce key messages:

At M7 overall provider workforce expenditure YTD is adverse to plan by
£6.1M — this is driven predominantly by a bank overspend of £7.85M
(values are provider-only and exclude capital pay costs).

Current full year run rate is £19.6m adverse to plan although mitigations are
forecast to reduce the final outturn to £10.4m adverse to plan with bank
spend forecast at £5.4m adverse to plan.

WTE is marginally over plan at M7 by 5 WTE with bank usage over plan by
135 WTE.

A new agency rule has been introduced nationally to eliminate Band 2/3
Agency usage by end January 2026 — currently, only SCHT have work to do
to be compliant



Finance key messages:
Revenue

The ICS is reporting a £1.3m YTD System deficit v’'s £2.5m deficit plan,
giving a £1.2m favourable variance to plan at M7. The M7 YTD position
includes £55.9m of deficit funding.

The ICS expected FOT is breakeven after £83.8m of deficit funding.
Efficiency delivery is £9.6m ahead of plan at Month 7 and expected FOT is
a £4.1m favourable variance to plan.

£37.7m gross risk to delivery of the plan has been identified with mitigations
described to offset to leave £3m of unmitigated risk at SATH due to Powys
contract income risk and the cost of the recent industrial action, SATH are
forecasting to hit plan, and further mitigations are under review to achieve
that.

The ICS underlying recurrent position has improved by £7.5m from £99.4m
planned to £91.9m. This is due to £12.7m recurrent re-categorisation of
ERF income as part of a national exercise to review the reporting of the
underlying position. This is netted down by a deterioration of £5.2m, (ICB
£2.3m, SaTH £1.3m and RJAH 1.5m). There is a commitment from all
system organisations to recover this deterioration by March 2026 so as not
to impact on the exit run-rate going into 2026/27.

Capital

The ICS at Month 7 is reporting a £28.7m underspend against plan for
operational BAU capital and national capital programmes including HTP,
this underspend is expected to be recovered in year with the exception of
£9m for HTP where a request for cash profiling has been requested from
NHSE due to the scheme being ahead of plan but requiring less cash in the
first year.

The actual capital FOT is expected to be £2m above planned capital spend
due to securing additional in-year capital receipts for SaTH laboratory
information management systems (LIMS) and Electric Vehicle (EV)
charging points. The ICS has also submitted bids for potential
redeployment of capital for digital, constitutional standards and estates
safety if this becomes available nationally via NHSE.

1.3. Recommendations
For the Board:

1.4.

1.5.

To note and discuss the contents of the report.

Conflicts of Interest
None identified.

Links to the System Board Assurance Framework (SBAF)
The subject of the report provides second line assurance against the following
two strategic risks within the SBAF:

Strategic risk no. 2a: Risk of not achieving underlying financial balance
(ICB & System)



e Strategic risk no 2b: Failure to deliver the system and ICB revenue and
capital resource limit plans

e Strategic risk no. 3: STW is seeing a growing and ageing population;
services and the workforce will need to adapt and shape to meet these
needs. There is a risk that this capacity and capability will not be
sufficient to meet population needs nor be able to focus on tackling
identified and emergent health inequalities in every instance.

1.6. Alignment to Integrated Care Board

The report aligns to the ICBs goals by:

e Seeking to provide assurance against key measurable outcomes and to
highlight areas of concern and actions being taken to address these, to
support improving outcomes in population health

e |dentifying areas of concern which may support a requirement for further
investigation to determine whether there is an impact on inequalities

e |dentifying areas of concern which may support a requirement for further
investigation to determine whether there is any impact on productivity or
value for money

1.7. Key Considerations

1.8.

Quality and Safety: Quality Leads have worked with Planning and
Performance Leads to ensure Quality is reflected throughout the report. There
is a Quality section that picks up areas not covered in other sections).

Financial Implications: The report identifies areas of concern which may
support a requirement for further investigation to determine whether there is
any impact on productivity or value for money. Delivery of the financial plan and
efficiency plan targets support financial recovery and sustainability.

Workforce Implications: There is a workforce section of the report which
identifies areas of concern relating to workforce

Risks and Mitigations: No risks identified as a direct result of this report

Engagement: No engagement requirements identified as a direct result of this
report

Supporting Data and Analysis: ICB big dash utilised to create the report

Legal, Regulatory, and Equality: No legal, regulatory or equality implications
identified as a direct result of this report

Impact Assessments
1.8.1. Has a Data Protection Impact Assessment been undertaken? N/A
1.8.2. Has an Integrated Impact Assessment been undertaken? N/A

1.9. Attachments

None.



2. Integrated Performance Report October 2025

Contents

1. Agenda Item Number - Integrated Performance Report October 2025 ..................... 1
0 O U g oY1= T 1
1.2, EXECULIVE SUMIMAIY ceriiiiiiiiieiiireeeieeessseeisnseeeeesssessssssssessesssssessssssnssesssssesssssnssessessens 1
OGO (= Tolo T 0 oL 0 T=T 0 o F= LA o] g SRR 5
1.4,  CoONFlICtS Of INTEIEST..ci it 5
1.5. Links to the System Board Assurance Framework (SBAF)......ccceiricciciiieneennnn. 5
1.6. Alignment to Integrated Care BOard ........cccceeereeceeeeiecceeee e e 6
A (0= Y 070 o YT [=T =Y o] LSRR 6
1.8, IMPACT ASSESSIMENTS..ciiiiiiiicciirreiieee s s ieeirrrrrree e e s e e sssssreereeseesesssssnrreeessseessssnnreeeensanns 6
LS T A\ = o 10 01T | 3R 6

2. Integrated Performance Report October 2025..........iiieccieee e 7
2.1 Assurance MatriX SUMMAIY..........cocceiiiiiiiieie e re e ne e nne s 8
2.2 Interpreting SUMMAIY ICONS........ceiiiiereeeeeeeeeseeeeseeessee e s see e ssre e s ssee e s sse e e s neeesneessneess 9
2.3 OVEIVIEW MATHIX ... ceiiieeicciee et es et s sttt e s e s e e e e sse e e e ae e e e se e e e ne e e s ne e e s aneeenans 10
B a1 b= A 0= (=Y 12
2.5 Urgent and EMErZENCY CaAre.....ccceeiceceeeeieeceeeeeeieeeesssceee e s sesneeessssneeesssnneessesnnseessnnns 13
2.6 PlaNNE@d CAr€ .....ueeiiiieeiieiecteee e sieee e s s ssee s s st e ssee e s s sne e s s sesnn e e s e s anne e e s s snneessennneeesnnnns 15
2.7 Mental Health - AQUIS.....coi it 17
2.8 Learning Disability and AutiSm — LDA...... et s 18
2.9 ASD @NA ADHD .ttt ettt ene e ene e ne e e ne e ne s 19
2.10 Children and young peoPIe (CYP). .. ettt ee e e e e e e e e e e e e 21
D2 I O U= 1 TR 22
2.02 WOIKFOICE eeeiieueeeeiiettee e e ete e e e st e e s s ssee e s s st e s s s sne e e s s s sne e e s eeane e e s e s nse e e s s snneessennneesnnans 24
2.13 System FINanCial POSITION ....uvieeiiiiecireiieee e ccccnnreeee e s s eeensssre e e s s s e e ssnnnreeeeessesennnnns 26



2.1 Assurance Matrix Summary

Interpreting SPC charts

A statistical process control (SPC) chart is a useful tool to help distinguish between signals (which should be reacted to) and noise (which should not
as it is occurring randomly).

The following colour convention identifies important patterns evident within the SPC charts in this report.

- there is a concerning pattern of data which needs to be investigated, and improvement actions implemented.
Blue - there is a pattern of improvement which should be learnt from

Grey - the pattern of variation is to be expected. The key question to be asked is whether the level of variation is acceptable.

SPC Chart The dotted lines on SPC charts (upper and lower process limits)

' describe the range of variation that can be expected.
R Process limits are very helpful in understanding whether a target or
sz x z @@ UPL standard (the red line) can be achieved always, never (as in this

Gl Fe] .

® e o example) or sometimes.
jz/ T ey SPC charts therefore describe not only the type of variation in data but
- s also provide an indication of the likelihood of achieving target.
Summary icons have been developed to provide an at-a-glance view.

20% Target
-

These are described on the following page.
0%
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2.2 Interpreting summary icons

These icons provide a summary view of the important messages from SPC charts.

Variation / performance icons

Icon Technical description What does this mean? What should we do?
Common cause variation. NO This system or process is currently not changing significantly It | Consider if the levelirange of variation is acceptable. If the process limits
SIGNIFICANT CHAI\IGE; shows the level of natural variation you can expect from the process | are far apart you may want to change something to reduce the variation in
) or system itself. performance.
.u h Special cause variation of a Something’s going on! Something, a one-off or a continued trend :gﬁe:gggtgf;%\ﬁggt?#;rhoaj Lsa:a&p?;\;gg arls nenraned
CONCERNING nature. or shift of numbers in the wrong direction y Xplain
Or do you need to change something?
@ @ Special cause variation of an Something good is happening! Something, a one-off or a ('::Igldeggét\:?ﬁy?mhigegmg%toérhsjcgggspened'
IMPROVING nature. continued trend or shift of numbers in the right direction. Well donel p .

Is there learning that can be shared to other areas?

Assurance icons

Icon Technical description What does this mean? What should we do?

) ) . The process limits on SPC charts indicate the normal range of
This process will not consistently

> numbers you can expect of your system or process. If a target lies . L . .
o glg—glﬁe? lt?est\;r;z;%g:t ?scfahsi within those limits then we know that the target may or may not be scc?rgselt%?r: Wizettﬁ:;tr:fe:? ?)?c?gfebsli and, if not, you will need to change
Iimgilts P achieved. The closer the target line lies to the mean line the more g y P :
: likely it is the target will be achieved or missed at random.
- ) ) ) : . Lo . . You need to change something in the system or process if you want to
- This process is not capable and will If a target lies outside of those Ilmlts in the wrong direction then meet the target. The natural variation in the data is telling you that you will not
consistently FAIL to meet the target. | you know the target cannot be achieved.

meet the target unless something changes.

Celebrate the achievement. Understand whether this is by design (1) and
This process is capable and will ) . Lo . . . consider whether the target is still appropriate; should be stretched, or whether
consistently PASS the target if If a target lies outside of tho;e limits in th_e right direction then resource can be directed elsewhere without risking the ongoing achievement
’ you know the target can consistently be achieved. .
nothing changes. of this target.




2.3 Overview Matrix

SPC Matrix

Normal Variation

Assurance
Inconsistently Achieving the Target Consistently Failing the Target No National Target M°‘::m‘::t in
on
77N
&) )
# Patients accessing perinatal mental health - STW # Time to first appointment <18 weexs - STW 4+ ARRS - WTE -STW Metric
# Al Diagnostics - < 6ww against target - STW # Direct Pafient Care in Post (FTE) - STW
+ Al Diagnostics - < 13ww against target - STW + Phamacy First consultations - STW Performance
+ 28 Day Faster Diagnosis Standard - STW + Adutt CMH - number of peaple who receive 2+ contacts - deteriorated
+ Referal to reatment < 62 days % - STW STW f
# CYP -persons U18 supported with atleast 1 cantact - STW # Adut CMH - number of people who receive 2+ contacts - | 11O
# % Annual Health checks per LD register aged 14 crover - STW STW improving to
+ Proportion of PW split by discharge P1- SaTH normal
 Matemity Booking before ten weeks - SaTH o
variation or
from normal
to concerning
+ LD adulis curently inpatientin MH setting - STW  Incomplete RTT patfways of 65+ weeks - STW + CYP - ASD Tola waits (5-17) - STW variation
+ Cat 2 Response Mean time - WMAS + Incomplete RTT pathways of 52+ weeks - STW + Adult - ADHD Total waits - STW
+ Incomplete RTT pathways of 52+ weeks where patient age is <=18 - |+ Mothers per 1000 with post-partum hasmorrhage >=1500ml -
STW SaTH
@ » Diagnostic waits of 13+ weeks - STW  Mothers Smoking af Time of Defvery - SaTH
+ % of GP appoiniments attended within 2 weeks (ACC-08) - STW + % Urgent Community Response patients seen within 2hrs - STW # ASE 4 hour performance achievement (Type 1&3) - STW + Tolal Primary care appointments - STW Metric
# FIT - % of suspected Lower Gl cancers with FIT - STW # OAP - Active inappropriate out of area adut placements - STW + Tolal Face to Face appoiniments - STW
# Talking Therapies refiable recovery after 2+ contacts - STW ® LDA chidren currently inpatent in MH setting - STW. % of GP appointments attended same ornext day -STW | C€rformance
+ Autistic adults currently inpatientin MH stting - STW # A&E 4 hour performance achievement (Type 1&3) - SaTH + Units of dental activity delivered in the period - STW im proved
# No. of cases - C-difficile - STW + % of Ambulance Handovers within - 45 mins - WMAS # Dental activity as a proportion of contracted activity - STW f
# No. of cases - E-coli - STW # Refemals U18 from ASE to liaison psychiatry <1hr - STW rom
+ No. of cases - Pseudomonas aeruginosa - STW #+ No. of cases - MSSA - STW concerning to
+ No.of cases -MRSA -STW + Tolal ASE attendances against plan - SaTH normal
+ Average handover time - WMAS + Proportion of PW split by discharge P3 - SaTH o
# FFT: Matemity Birth % Responded - SaTH variation or
OFFT:HMMENHM—Sam B from normal
+ FFT: Matemity Postnatal Community % Positive - SaTH . ;
by # FFT: AE % Posilive - SaTH to improving
+ Community Waits for CYP services, total - SCHT variation

# FFT: Inpatient % Responded - RJAH

4 FFT: Inpatient % Positive - RIAH

+ FFT: Community % Responded - SCHT
4 FFT: Community % Positive - SCHT
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Assurance Matrix - Concerning Variation

SPC Matrix Inconsistently Achieving the Target Consistently Failing the Target No National Target Movement in
-
 Number of cases - Kiebsiella - STV # ASE 12 hour breaches - SaTH # CYP - ADHD Total waits (5-17)- STW Metric
& Adult - ASD Total waits - STW
+ Proportion of PW split by discharge P2 - SaTH Performance
- + Community Waits for adult services, total - SCHT remained
.g static
S
S
>
=)}
£
E + Early Infervention in Psychosis < 2 weeks - STW + Proportion of Adut SMI having Physical Health Checks - STW 4 GPsin Post (FTE)- STW
[+ 1} 4 FFT: Inpatient Percentage Responded - SaTH
g + FFT: Inpatient % Positive - SaTH
o # FFT: Matemity Antenatal Care % Positive - SaTH
(8] # FFT: Matemity Postnatal \Ward % Positive - SaTH
# FFT: AE % Responded - SaTH
# FFT: MH % Responded - MPFT
# FFT: MH Percentage Positive - MPFT
+ CYP - Total Neurodevelopmental waits - STW New metric
Insufficient for this report
data

Monthly Movement in Metrics:
Metrics where performance deteriorated from improving to normal variation or from normal to concerning variation.
& GPs in Post (FTE) - STW

Metrics where performance improved from concerning to normal variation or from normal to improving variation.
€ % Annual Health checks per LD register aged 14 or over - STW
€ ARRS - WTE - STW
@ Autistic adults currently inpatient in MH setting - STW
@ FFT: AE % Positive - SaTH

@ FFT: Inpatient % Positive - RJAH

No new metrics this report
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2.4 Primary Care

Jan 2024 Jan 2025

Metric Table
Metric Name Workstream
-
Total Primary care appointments Primary Care
Total Face to Face appointments Primary Care
9% of GP appointments attended within 2 weeks (ACC-08) Primary Care
% of GP appointments attended same or next day Primary Care
ARRS - WTE Primary Care
GPs in Post (FTE) Primary Care
Direct Patient Care in Post (FTE) Primary Care
Units of dental activity delivered in the period Primary Care
Dental activity as a proportion of contracted activity Primary Care
Pharmacy First consultations (CP,BP,0C) Primary Care
Escalation charts
GPs in Post (FTE): Primary Care, STW -
©
20 B o iiiiicceccceeseecemeeanaa-
e
238 Poo |
— LI -
236 ®
@ [
L 3]
234 eeememesmscesssssecscessssses-eaaia P--»
®

Metric Latest Target Value
Type Date

Sep 25
Sep 25
Sep 25 85%
Sep 25
Oct 25
Sep 25
Sep 25
Jul 25
Jul 25

Sep 25

264,164
168,910
87.9%
52.2%
282

234

(\_, |"';_': )

Mot  Met
V]
@ ©
@
[X]
@

252,175
169,523
88 4%

52.4%

Primary Care Escalation Points
Focus Headlines:

o All GP practices are rated good or outstanding by the Care Quality Commission.
Further inspections planned and reports due for completed inspections.

e Total numbers and total face to face appointments in primary care both increased
by 16% compared to the previous month. The percentage of appointments within
14 days in General Practice improved by 0.6%.

o Numbers of FTE (full time equivalent) GPs dropped by 3 for the month, and overall
numbers remain below the average over the last 2 years. For ARRS (Additional
Roles Reimbursement Scheme) staff there is a slight increase in headcount, but
a steady FTE number due to increase in non-clinical roles e.g. Care Coordinators.

e Dental activity reached the 80% target of contracted activity in the last month with
complete data (July) and the numbers of units of dental activity (UDAs) increased
by 9% over the previous month

Narrative:

e Five practices currently accessing the Practice Level Support Programme (PLS), 2
of these are considering withdrawing. 1 practice was removed from the
programme by the provider, and the ICB is in negotiation with NHSE regarding this.
Practices found that the data collection in the first four weeks is intensive and
those that withdrew cited that it was a difficult time of the year to do this. Cohort
2 is not being progressed as clarity is being sought for the programme.

e The SDF (Service Development Funding) is being used to recruit peer
ambassadors to support practices for remainder of this year

e Pharmacy First performance has met the local plan for the latest month but has
dipped compared to earlier in the year which is in line with the local trajectory.

Key Actions:

e PLS - the ICB is engaging with NHSE to ensure consistent interpretation and
alignment with national frameworks for the practices.

e Dental - Investment plan agreed with OWM (Office for West Midlands) and
includes recurrent investment and £821k of non-recurrent spend in 25/26 to
address capacity in priority areas including urgent appointments

e Recurrent dental commitments: Expansion of Shropshire & Staffordshire Oral
Health Improvement Team for more targeted preventative work; dental checks in
Special Educational Settings; additional recurrent UDAs in local hot spots of poor
delivery; additional orthodontic dental contacts in existing contracts

o Priority non-recurrent commitments for 25/26: MDT Dental Golden Hello Scheme
for recruitment and retention; continuation of Public Health Care Home Pilot;
Primary Care Orthodontic Waiting List Initiative; Funding for 110% contracted UDA

delivery by year end; Urgent Dental Care Incentive Scheme

12




2.5 Urgent and Emergency Care

Urgent and Emergency Care (UEC) \

Metric Table Focus Headlines:
e LIS w“:'f mﬂ R = e Category 2 ambulance response mean time - Shows improving variation
e —— = P ———— but did not achieve national target or West Midlands plan of 00:34. National
target not achieved for second month in 25/26. Nationally ranked 33 out
of 42 reporting systems (39t for September), remain in the bottom quartile
e Ambulance handovers within 45 minutes - Shows normal variation.
Compliance with the 100% national target slightly improved to 48.4% from
o 47.3% in September
““'* le  4-hour performance - Shows normal variation but all continue to be
significantly off track for national target, except for the individual Type 3
Alas performance. However, SaTH Type is the second highest month in 25/26
5% and SaTH Type 1 and 3 is the highest month.
5% le  Type 1 12+ hours in ED - Shows normal variation but remains off track
 Urgent Commurity Response patients seen within 2hrs Community SCHT Sep2s 70%  87.8%  (G) © 82.5% against the national target and the local plan however there is a slight
Escalation charts improvement from the September position.
A&E 12 hour breaches: UEC, SaTH . Proportien of PW split by discharge P2: UEC, SaTH _ e Attendances - ED remains above plan with a variance of 1.3%; Urgent
- @ © © Treatment Centres (UTC) increased in October in line with plan with 3.6%
| variance against local plan; Minor Injury Units (MIU) attendance reduced
L R Y U N e | L] & after a spike in September achieving local plan for the sixth month in a row;
Total number of A&E attendances increased by 650 against previous month
30% e & in line with plan.
$-z-F-unnnn- e Proportion of pathways split by discharge - remains concerning failing to
0K TR 20% 0@ meet local plans with PW2 showing special cause variation since July 24
(PW1 - 15.8%, PW2 - 6.0%, PW3 9.5%)

i

00:39
Average handover time UEC WMAS Oct25 00:45 01:21 o1:11
% of Ambulance Handovers within - 45 mins UEC WMAS Oct25 100% 48.4% 58.1%
A&E 4 hour performance achievement (Type 1&3) UEC S5aTH Oct25 76% 54.2%

A&E 4 hour performance achievement {Type 1&3) UEC STW Oct 25 76% 62.7%

o © 0 0 o o]

QeE®
2000000 ©SkE

A&E 12 hour breaches UEC SaTH Oct25 © 2,613

Total A&E attendances against plan UEC 5aTH Oct 25 13,619 12,991
Proportion of PW split by discharge P1 UEC SaTH Oct 25 48.5%
Proportion of PW split by discharge P2 UEC 5aTH Oct 25 36.1%

Proportion of PW split by discharge P3 UEC SaTH Oct 25 15.4%

1K

Narrative:

e In response to high pressure across the region, NHSE Midlands directed
(231 October) urgent and executive coordinated support to facilitate
discharges and maximise community and primary care flow and
contribution. System interventions eased pressure in our pathways

e Streaming away from ED continues for patients who are suitable, with the
Integrated Community Front Door (IFD) fully implemented across both sites

e ED attendance was just above plan for October. West Midlands Ambulance
Service (WMAS) total incidents increased by circa 280 in October, compared
to September

e The system continues to feature in the bottom quartile for national
performance in both 4- and 12-hour performance

13



Urgent and Emergency Care (UEC) — Narrative continued...
Narrative ctd...:

October and November are the most challenging months for the system. This pressure should ease when the modular wards at Royal Shrewsbury Hospital (RSH) and
reconfiguration of beds at Princess Royal Hospital (PRH) completes week commencing 8th December

Utilisation of VW occupancy is showing signs of improvement (68.0% against a plan of 80%), with small increases in performance over the previous two months

Complex discharge profile remains a concern. System Discharge workstream completing actions and oversight sits with UEC Improvement Programme

Stepping down the RRU wards has released the funding and staff to enable SCHT to reinvest in the Out of Hospital Model. The vacated wards enable the SaTH bed
reconfiguration. In combination, these measures will provide the bed equivalence of the closed RRU beds.

IFD is now fully implemented at both RSH and PRH, 7 days a week, 08:00 - 20:00 with GP cover 09:00 - 17:00 Monday to Friday, as senior clinical decision maker. IFD
admission avoidance case study shared noting positive outcome for patient who has multiple medical issues

Key Actions:

Single Point of Access (SPoA) - The Business Intelligence (Bl) team are currently working on the data quality queries.

IOOH model Task & Finish group has now been stood down, with updates to be provided in the usual UEC monthly meeting schedule

RRU was due to be handed back to SaTH mid-October. Due to system pressures this was partially deferred with a phased reduction towards full handover 26th November
SaTH are utilising specialty, associate specialist and specialist (SAS) doctors during twilight shifts to support performance with non-admittance from ED

Final work is taking place on the complex discharge data quality issue, and a new complex data page will be added to the performance pack for UEC Delivery Group
Winter relief services starting from November, including additional discharge transport and Community Pharmacy enhanced Discharge Medicines Service (3" November)
SCHT 2-hour domiciliary care service in the IOOH model will be provided in-house within the UCR team, rather than agency staff as originally planned, to facilitate an earlier
step-up date in December (exact date still to be confirmed)

The CTH have run webinars in October to support education and staff engagement with discharge pathways and decision making

Discharge Support Workers are now on wards supporting timely discharge by ordering low-level equipment

Plans commenced for extending the Discharge Lounge opening hours

Key Risks and mitigations:

Deconditioning for frail patients due to delayed ambulance offload. Regional falls pilot with selected care homes to reduce admission

Risk of reduced Category 3 ambulance call validation by Health Hero due to requirement to split resource with Bed Bureau function to manage GP admissions to our
hospitals. Health Hero funded to recruit additional staff.

Increased pressure on Acute, with underutilisation of Community Services as alternatives to ED and the closure of RRU on 26t November after a phased reduction in
capacity. Continued implementation of services and extending to full implementation of the IOOH model services

Workforce gaps: 81 whole time equivalents required to staff new modular ward requirements. Full staffing review has taken place - recruitment well progressed. I00H
gaps - ongoing recruitment and interim utilisation of temporary staff to bridge gap.

Frailty Assessment Unit (FAU) remains escalated above agreed bed/chair numbers hindering patient flow. Aim to operate a 7-day frailty model by November 2025, but
exact date not known yet. 5-year draft plan frailty model being developed

Ongoing Bed Bureau Service Transition. HealthHero have taken over responsibility and are working on a revised service option

Concerns from SCHT relating to medical oversight of the services within the IOOH model. ICB and SCHT Executive level involved in discussions to find resolution

Estate reconfiguration for PRH Acute Medical bed base expansion may exceed original planned delivery dates. Working group in place and monitoring via SaTH UEC
Transformation Assurance Committee (TAC)

Discharge demands exceeding out of hospital capacity for domiciliary care, reablement or care home stay. SCHT 2-hour domiciliary care service to be stepped up from
December (exact date to be confirmed). Collaborative system discharge group have developed focussed workstreams to improve patient flow

Risk of complaints and incidents relating to transport increasing due to increasing Outpatient appointments, complex discharges and winter pressures. System wide
collaborative working group (Discharge Improvement Group) to be stood up to review EMED concerns for patient experience and safety - awaiting date from SaTH.
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2.6 Planned Care

Planned Care |

Metric Table Focus Headlines:
LD e “"‘" vt b b R ikl ¢ Long waits in October: 6 breaches of 78+ weeks; 82 patients waiting 65+
comp\ete RTT pathways of 65+ weeks Planned Care STW Sep25 O 54 I\./ [ 8 Q 580 Weeks and 1'067 Waltlng 52+ Weeks
e, ann _ 0 q q o
Incomplete RTT pathways of 52+ weeks Planned Care STW Sep25 0 1,138 I\./ I;.:,:'I 9 9 3,591 > Incomplete pathways Waltlng <_18 Weeks for fIrSt appOIntment IS 76'2 A’
Incomplete RTT pathways of 52+ weeks where patient age is <=18 Planned Care STW Qct25 © 45 M A 9 9 318 * CYP 52 Weekwalts Reduced from 58 to 45 agaInSt a plan Of 107
e to frst appemtment <18 weeks oianmed Care N CYP RTT waitlist on continuous improvement since Dec 24 (7174 to 4262)
All Diagnostics - < 6ww against target Diagnostics STW Sep 25 95% 85.5% (A 0 @ 71.8% o CanCer: 62 day baCk|0g ShOWS |mpr0V|ng Varlatlon Wlth 192 agalnSt a plan
All Diagnostics - < 13ww against target Diagnostics STW Sep 25 100% 97.7% (A (£ a Q 91.9% Of 2287 28-day FaSter DlagnOSIS Standard (FDS) ShOW ImprOVIng variation
= ith 80.5 insta pl f 73.1%; FIT showi | variati d ab
Diagnostic waits of 13+ weeks Diagnostics STW Sep25 O 315 '\,_/ ,;“/: 0 e 1,314 Wi . agalns a p ano . 0, S OW'ng normal variation and above
q o g o/ - f Ang
28 Day Faster Diagnosis Standard Cancer STW Sep 25 80% 80.5% (M By o Q 70.1% target Wlth 831%) agaInSt _a plan Of 80 A)' 62 day RTT ShOWIng pOS|t|Ve
— , - S variation with 64.8% against a plan of 60.7%; 104+ Day Breaches
FIT - % of suspected Lower Gl cancers with FI Cancer S5TW Oct 25 80% 83.1% o Q 83.0% .
: increased to 41 for September
Referral to treatment < 62 days ¥ Cancer STW Sep 25 85% 64 8% (He) ,Cj‘, 8 Q 56.5%

Community Waits for CYP services, total Community SCHT Sep 25 2,895 3,090 o Communlty Walts Chlldren and Young People (CYP) patlents Waltlng over
52 weeks has shows normal variation further decreasing to 50; adult

Community Waits for adult services, total Community SCHT Sep 25 4,907 4,493

. patients shows improving variation and has decreased to 22.
Escalation charts e DMO1 Performance: Shows improving variation with an increase to 85.5%
Cormmunity Waits for adult services, total: Cammunity, SCHY ® for patients seen within 6 weeks and 13-week waits decreased from 360
P to 315. Echo and Urodynamics are a major concern.
""""""""" e e .~ e Narrative:
4,500 > e RTT: The number of patients waiting over 52 weeks has decreased to

1138 for September and are currently forecasting 1067 for October.

These are actively discussed in the tiering calls with NHSE with routes to

s000 @ Jul 2024 Jan 2025 Jul 2025 18-week waits now an area of focus. RJAH are still in Tier 1 and SaTH is
now in Tier 2 for Cancer and Tier 3 for elective.

e Cancer: Performance across tumour pathways has continued to improve
following focus on diagnostic expansion, strengthened clinical capacity
and targeted backlog reduction. Measurable recovery seen in Colorectal,
Gynaecology, Lung, Urology, Breast and Radiotherapy. However, risks
remain including diagnostic pressures, tertiary delays, complexity of
patients and surgical capacity in Breast, Upper Gl and subspecialist
gynaecology procedures

e Community waits: Long waiters in Community Paediatrics, Child
Development Centre and Speech and Language Therapy reduced this
month due to the actions taken. Wheelchair services for children have 19
neurodivergent patients with complex needs waiting over 52 weeks. All
seen at least once but awaiting more specialist wheelchair adaptations.
The ICB provides monthly updates to NHSE around reasons for long waits
and actions being taken.
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Planned Care — Narrative ctd...

Narrative:
e Diagnostics: The system faces challenges in several areas, including Echo, NOUS, and Urodynamics. However, performance is strong for CT, DEXA scans, Audiology and
sleep studies. There are recovery plans in place for both RJAH and SaTH. These are being monitored via the ICB and tiering calls.

Key Actions:

e Long waits: Ear, Nose and Throat (ENT) Locum started 10 November and plan for 52 weeks to be cleared by end of November; Trauma and Orthopaedics (T&O) ongoing
work with RJAH to support following ward closure - plan for 5 patients over 52 weeks to be cleared by end of November. Ophthalmology additional corneal capacity being
explored with plan to clear 52 week waits by end of November (excluding corneal patients). Gynaecology additional core clinics plans with new rotas to mitigate reduced
insourcing in Q4. Urogynae risk as consultant workforce gap. Plans for gynaecology 52 weeks to be cleared by end of November. Dermatology Consultant Connect going
live in December with plan for 52 weeks to be cleared by end of November. RJAH exploring Royal Orthopaedic Hospital mutual aid - meeting chaired by region. Final
agreements on specific cases to be made by 14 November. RJAH aiming for no 65 week waits by end of November (excluding spinal). Aiming for no 65 week waits for
spinal by 21 December, Musculoskeletal Services Shropshire and Telford (MSST) have trajectory in place to achieve zero 18 week waits by end of April 2026

e Community outpatients: Challenges within admin teams to manage increased demand but looking to source additional capacity.

e Cancer: Additional capacity including MDT capacity across specialties, first outpatient capacity, theatre capacity and utilisation, clinic capacity, expanded TURBT and
haematuria capacity from November and waiting list initiatives in Breast. Engagement with tertiary centres to resolve capacity issues in Gynaecology. Pathway redesign in
Lung and Urology. Ongoing work with West Midlands Cancer Alliance

e Community waits: Demand and capacity modelling and pathway specific backlog recovery initiatives. Extend work to reduce those waiting over 40 weeks. Weekend clinics
for Speech and Language. Flash reporting to show actual vs planned no longer shared by provider.

o Diagnostics: Additional diagnostic capacity including 150 CT scans per week for colorectal, 63 additional hysteroscopy capacity in November, increased mpMRI, mobile
MRI, improved bone scan reporting and improved radiology capacity in Breast. Sustainable Endoscopy Business Case approved: a three-year programme supported by an
Independent Sector (IS) provider while substantive staff are recruited and trained to independence

Key Risks and mitigations:

Risk that increased capacity is not in place to clear long waiters in ENT, T&O, Ophthalmology, Gynaecology,
Risk that Consultant Connect is delayed slowing pathway improvement and 52-week clearance.

Risk that mutual aid agreements are not operationalised resulting in lack of ability to reduce long waits
Risk that admin capacity pressures in SCHT delay ability to manage rising outpatient demand

Risk that complexity in cancer caseload continues to affect flow

Risk of diagnostic delays in pathways or reduced diagnostic capacity

Risk of capacity issues in specialties

Risk of delays in tertiary centres and other trusts outside of system control

Risk that high surgical demand with limited short-term resilience in Breast

Risk that demand for radiotherapy remains high with limited mutual aid availability

CYP with complex needs may deteriorate whilst waiting for assessment or treatment which may then impact upon their treatment outcomes including wider impacts e.g.
access to education. Patients waiting to be risk assessed.
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2.7 Mental Health - Adults

Mental Health - Adults |

Metric Table Focus Headlines:
Metic Name Workstream 1‘:;“ et R sl | ¢ Talking therapies - reliable recovery shows normal variation while reliable improvement
a\kmg Therapies reliable recovery after 2+ contacts Mental Health STW  Sep25 48% 53% Q Q 48.2% Shows Im prOVIng Varlatlon' . i X i
Talking Therapies patients reliably improved after 2+ contacts Mental Health STW  Sep25 67% 74% (e e 0 72% ® SM' patlents reCeIVIng phySICaI health CheCkS performanoe belOW target bUt n Ilne Wlth
OAP - Active inappropriate out of dult pl t Mental Health STW  Jul2s 0 5 = @ Q g previous years at 52'2%'
- Aclive Inappropriate out of area adul lacements ental nea jul 23 ! ) . . .
. T e Number of Inappropriate Out of Area (OOA) patients is stable (rounded to nearest 5) but
Patients accessing perinatal mental health Mental Health STW Sep25 501 935 (¥ L} 0 o 794 b th t g t f
) above the target of zero.
Early Intervention in Psychosis < 2 weeks Mental Health STW  Sep25 60% 67% {'I ) I'” ) 87.8% . . .
. = 9 o Average length of stay increased slightly (55 from 54) but remains better than plan (61.3).
Adult CMH - number of people who receive 2+ contacts Mental Health STW Sep 25 4,940 ¥/ 4,392
Proportion of Adult SMI having Physical Health Checks Mental Health STW  Oct25 60%  52.2% “U r\./ @ e 54.0% Narrative:
e SMI Physical Health checks - Better than same point in previous years. Official Q2
Escalation charts figures due 20t November. Target of 60% by end of the year.
Early Intervention in Psychosis < 2 weeks: Memlmalrh,s‘rw'.m -~ Proportion of Adult SMI having Physical Health Checks: Memal'u»:hh‘_,:r_lw ° Inappropriate Out of area adult placements - published data is rounded to nearest 5
VU . = so unable to give a specific count against a target of Zero.
100% >-0-0-0-0 65% .
s * Key Actions:
' Sal . I ety WMrrrenesag@eeniees g Talking therapies: Working with patients to offer greater choice of clinic appointments
o 5% R . e Out of Area (OOA) Placements: Business case for PICU development to go through system
e T 'Y 1 %oy o & Soe governance in Q4 but awaiting confirmation of capital funding; deep dive of OOA
50% 3 o A
% TR R T A P F T RLRAEEEEE placements presented to Inpatient Quality Transformation Programme (IQTP) and showed

the most affected are patients with Emotionally Unstable Personality Disorder who are
placed in locked rehabilitation units. Currently exploring options for sub-contracting this
specialist service locally; OOA patients reviewed by MPFT to identify potential repatriation
to Redwoods; an urgent MADE event led by ICB on 4 November identified 5 discharges to
Redwoods through unlocking barriers to discharge

e SMI Health checks - Continued review of SMI data recording to identify opportunities for
full checks where partial checks are recorded

Key Risks and mitigating actions:

e Placements demand exceeds capacity requiring OOA placements which may lead to
clinical harm, poorer outcomes, longer lengths of stay away from family and friends and
increased resource requirement. Bed manager and Redwoods team review length of stay
and bed flow including OOA patients that need to move to Redwoods. IQTP meetings
taking place monthly to review challenges in bed flow and improve care pathway. A
protocol involving individual commissioning and MPFT managers in place to monitor and
authorise all OOA placements.

e People with Serious Mental lliness are not all monitored for their physical health checks
potentially leading to undiagnosed long-term conditions. This includes patients who
decline elements of health checks such as blood tests. The development of Intensive and
Assertive Outreach approach to ensure people with SMI are on the register and their
physical health monitored
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2.8 Learning Disability and Autism - LDA

Learning disability and Autism (LDA)

Metric Table Focus Headlines:

A Bt il R sl (¢ 18 adults occupying a MH bed (10 Autistic and 8 LD), against Q3 plan of 17.

= Al Hesth checks o LD register aged 14 or uer ™ swospes oo oo ) @ @ en |® 3 CYPoccupying a MH bed against the plan of 2 in October. There have been two planned

Autistic adults currently inpatient in MH setting LDA STW  Oct25 9 10 2 A e @ s discharges in November.

L0 aduls currency ngatent n i seting o o oas 7 s A QO |° Annual health checks are ahead of plan and expected to meet the 75% target by year end.

e —pean oA o0 w0 g o A @ @ o |® Quarterly NHSE led performance meeting held in November at which the improvement in
= processes & increased governance was acknowledged. No actions arising.

Escalation charts Narrative:

All SPC charts for this area showing normal or improving variation. No|e  Adult Inpatients - two discharges and no admissions during October. Adults include 7 who

escalation charts required. are Specialised commissioned (low secure) placed. Overall tracking just above plan, and by

1 with further planned discharge dates in place.
e CYPInpatients -One child discharged in November and plans in place for the other 2 children.

Key Actions:

e Continuation of existing meetings including fortnightly LDA Task and finish group and
Transforming Care Programme (TCP) multi- agency monthly meeting

e Implement electronic Dynamic Support Register (DSR) going through information governance
- on track to become operational by end of November.

e Use of Patient Safety Incident Response Framework (PSIRF) using after action reviews (AAR)
to learn lessons from all admissions.

e Local Authorities are engaging in a pilot opportunity: Housing toolkit for autistic adults and
adults with a learning disability. First meeting planned for mid-December.

o Meeting with NHSE every 4 weeks to explore transfer of Oswestry bungalows to a Housing
provider. Service specifications & plans for these progressing well.

e (Case managers are not meeting the mandated review of patients every 8 weeks. This has
been escalated to the ICB Chief Medical and Chief Nursing Officer awaiting further update.

Key Risks and mitigations:

e People remaining in restrictive placements longer than necessary impacting quality of life.
Mitigations include TCP monitoring treatment and discharge plans; focus on proactive
prevention of avoidable hospital admissions; discharge to OOA community placements where
no suitable accommodation available locally; MADE events to remove barriers to discharge

e Lack of appropriate specialised housing and accommodation locally to meet the needs of
people with complex care needs leading to delayed discharges

e Lack of capacity in the case management team to undertake required 8 weekly visits to
monitor progress of individual patients. Currently no mitigation in place for this.
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2.9 ASD and ADHD

ASD and ADHD

All data in this section based on unvalidated local data

Jan 2024 Jan 2025

Metric Table
Metric Name Workstream Metric Latest Target Value Var. Ass. Target Plan Mean
" Type Date Met  Met
CYP - ASD Total waits (5-17) LDA STW  Sep2s 502 @) 793
CYP - ADHD Total waits (5-17) LDA STW  Sep25 727 @ 473
Adult - ASD Total waits LDA STW  Sep2s 2,256 & 1,418
Adult - ADHD Total waits LDA STW  Sep25 2,478 @) 2,824
CYP - Total Neurodevelopmental waits LDA STW Sep 25 2,626 2,015
Escalation charts
CYP - ADHD Total waits (5-17): LDA, STW o Adult - ASD Total waits: LDA, STW @)
o/
1,000 % .....
J LIV 2,000 P o0 T, ...
.oo'
R i 1,500 gooe?
....'.oo. o M
000®®® 20 gee0ed ® e

All Age ASD and ADHD Escalation Points

NB - This data is subject to validation, so must not be relied upon until fully
validated.

Focus Headlines:

e Children aged 5-17 waiting for ASD or ADHD assessment increased to 3,855
from 3,748 last month (local reporting). Average waiting times have similarly
increased further.

e Adults waiting for ADHD assessments (reporting from main provider)
reduced to 2,478 from 2,509. This does not include any recent referrals
which are being processed by the Referral Management Service.

e Adults waiting for ASD assessment average waiting time to around 70 weeks
(Shropshire) and 50 weeks (Telford & Wrekin).

Narrative:

e Adult ADHD - Demand remains high with limited commissioned capacity.
Remaining adults waiting are experiencing increasing average waiting
times. The latest longest wait is now 87 weeks, median of 31 weeks.

e Adult ASD - Increased number waiting 2,256 compared to 2,195. Number
of assessments with provider is increasing and expect to be at full capacity
(85 per month) by November. Average waiting times remain high, and
current level of demand is still outstripping recurrent capacity.

e Children’s ASD - 600 children are having online assessments

e Children’s ADHD - Further small reduction in number of children waiting
727 compared to 748. Average waiting time still around 52 weeks against
plan of 18 weeks,

¢ Neurodevelopmental pathway - Waiting list validation underway but remains
outstanding.

Key Actions:

e Adult ASD: Monthly monitoring of performance against plan which now
includes non-recurrent waiting list activity

o ADHD Assessments Adults: Additional temporary capacity in the referral
management centre to clear the backlog; business case proposal from
MPFT to address patients with comorbidity presented to ICB and phased
approach being formalised.

e CYP ASD/ADHD waits: A contract performance notice issued to provider in
November to gain an in-depth understanding of the demand & capacity,
support whilst waiting, waiting list validation, and to agree additional actions
and escalation; plan to attract more accredited providers

19



ASD and ADHD — Narrative continued...

Key Actions ctd...

Key Risks and mitigations:

A service proposal for a pilot project for specialist autism and ADHD service for people with mental health problems is to be presented to Clinical Advisory Group on
26/11/2025.

Longer waiting times for assessment and treatment that could potentially lead to harm - Physical and Psychological Harm. Related to issues with staff recruitment and
low retention rates in BeeU (CAMHS) service which is a concern to meet high level of demand for assessments. People who deteriorate whilst waiting for an assessment
have access to Mental Health 24/7 access team for support. Waiting well support programme in place whilst waiting for assessment and treatment to reduce impact or
clinical harm. Neurodevelopmental waiting list group meeting to look at ways of improving waiting list times and support from system wider services for those on the waiting
lists to ensure their needs are met whilst waiting. People have the option to access other providers with shorter waiting times through Right to Choose.

Issues around co-morbidity and shared care arrangements still outstanding. Pilot project proposal for specialist autism and ADHD service for people with mental health
problems to support people in the community. Improved pathway for adults referred for an ASD assessment with greater levels of support pre-diagnosis and for booking
into clinics, as well as provision of information on how to seek earlier support if required, available through Autism Hubs to reduce risks of harm. Business case supported
for MPFT to take responsibility for patients with a co-morbidity is in the final stages of being approved.
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2.10 Children and young people (CYP)

Children and Young People (CYP) |

Metric Table

Metric Name Workstream Metric Latest | Target Value Var. Ass. Target Plan Mean

Type Date Met  Met

-

Referrals aged ul8 fram A&E to liaison psychiatry < 1 hour Mental Health sTW Sep 25 30% 41.5%
CYP Eating Disorders (Routine) seen within 4 weeks Mental Health STW  Sep25 95% 92% ,\v.’; @ B82.0%
CYP - persons U1 8 supported with at least 1 contact Mental Health sTW Sep 25 8,341 6,675 (G AA] @ @ 6,031

N

Escalation charts
All SPC charts for this area showing normal or improving variation. No
escalation charts required.

Children and Young People Escalation Points
Focus Headlines:
e Eating Disorders (routine) standard not met but shows continued improvement to 92%

e CYP access performance improved but remains below plan. Re-submitted data did not
show in published performance for May 2025 as expected.

Narrative:

e Eating disorder: Performance showing continued improvement (92% against standard of
95%). Urgent referrals figures are too low to allow reporting again this month.

o CYP access: Increase of 140 after a period of static or reduced performance. Vacancy
rates remain high at around 18% across the service but are continuing to reduce slowly.
More robust process in place to capture indirect activity in place, High number of closed
referrals with no recorded clinical contact being investigated. Updated workforce
trajectory requested but outstanding. A key subcontractor of MPFT submitting data from
July 2025, showing a small amount of access activity (60) in September. There are
workforce capacity issues with the BeeU leadership team which is being addressed.

Key Actions:

e CYP ED: Comparison of CYP ED official reporting concluded and identified discrepancy in
age groups reported (provider 0-18 and published figure 0-25). Provider to be asked to
match published reporting going forward.

e Cancelled/declined appointments: Review undertaken of children no bought but full
report outstanding. To be raised at contract review meeting in November.

e CYP access: Deep dive into resubmitted data requested to be completed by 1 December;
contract performance notice issued in November for workforce and activity trajectories to
gain assurance in processes and performance including of sub-contractors; new
subcontract activity data shown in published performance in September

Key Risks and mitigations:

e Reliability of provider data (and MHSDS resubmission) is under review, and therefore we
are not yet able to accurately predict any improvement in performance of CYP access

e BeeU reported several CYP placed in the area that are not previously known to CAMHS
service who are presenting to ED in crisis; therefore, the clinical and mental health needs
of these children is not known. BeeU and SaTH reviewing the data on CYP presenting in
ED in crisis but not known to BeeU - being progressed with ICB Bl team.

¢ Difficulties in recruitment & retention of staff, particularly noted for Crisis Teams and for
Mental Health Support teams in schools. Use of slippage funding for short term solution
using agency staff and outsourcing. The Trust has a recruitment and retention strategy
in place to reduce impact of sickness and fill vacancies.
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2.11 Quality

|

uality
Metric Tables
Metric Name Workstream
-
FFT: Maternity Birth % Positive Quality
Mothers per 1000 with post-partum haemorrhage >=1500ml Quality
Maothers Smoking at Time of Delivery Quality
Maternity Booking before ten weeks Quality
Metric Name Workstream
-
FFT: Inpatient % Responded Quality
FFT: Inpatient % Responded Quality
FFT: Inpatient % Positive Quality
FFT: Inpatient % Positive Quality
FFT: Community % Responded Quality
FFT: Community % Positive Quality
FFT: Maternity Antenatal Care % Positive Quality
FFT: Maternity Birth % Responded Quality
FFT: Maternity Birth % Positive Quality
FFT: Maternity Postnatal Ward % Positive Quality
FFT: Maternity Postnatal Community % Positive Quality
FFT: AE % Responded Quality
FFT: AE % Positive Quality
FFT: MH % Responded Quality
FFT: MH % Positive Quality
Metric Name Workstream
-
Number of cases - C-difficile Quality
Number of cases - E-coli Quality
Number of cases - Pseudomonas aeruginosa Quality
Number of cases - Klebsiella Quality
Number of cases - MRSA Quality
Number of cases - M55A Quality

Metric Latest  Target Value Var. Ass. Target Plan Mean
Type Date

Met Met
SaTH  Jun 25 100% 91.3%
SaTH  Aug 25 21 u 271
SaTH  Aug 25 5.7% u 8.06%
SaTH  Jul 25 63.5% ‘\'_,‘:, 45.0%

Metric Latest Target Value Var. Ass.

Type Date Met Met

RJAH  Sep 25 100% 100%
SaTH Sep 25 2.01% U 15.2%
RJAH  Sep 25 97.4% 98.5%
SaTH  Sep 25 92.0% L) 98.0%
SCHT = Sep 25 0.993% 1.37%
SCHT Sep 25 98.3% 97.1%
SaTH  Sep 25 0% @ 80.5%
SaTH  Sep 25 0.822% 4.02%
SaTH  Jun 25 100% 91.3%
SaTH  Sep 25 0% ‘\_} 58.5%
SaTH  Jun 25 100% 76.6%
SaTH  Sep 25 1.37% ‘\_:f 2.8%%
saTH  Sep 25 62.1% 64.4%
MPFT  Sep 25 0.557% ) 1.06%
MPFT  Sep 25 87.1% =) 89.5%

A

Metric Latest Target Value Var. Ass. Target Plan Mean
Type Date Met  Met

STW  Sep25 12 19 9 14
STW  Sep25 36 44 (%] 39.7
STW  Sep25 2 3 (%] 333
STW  Sep25 7 21 @ (5] 967
STW  Sep25 0 [ o 0.667
STW  Sep 25 13 1.8

Focus Headlines:

e Mothers smoking at time of delivery (SATOD) - Data continues to show
sustained improvement this month of 5.7%

e Maternity Booking before 10 weeks and Post-Partum Haemorrhage (PPH)
are also showing sustained improvement.

e For August 25 Percentage of Caesarean section for Robson Group 1 and
Group 2 Women is showing improved variation.

e MRSA has breached 2025/2026 objective

e SCHT have breached C.diff trajectory for 2025 / 2026

e (C.diff has breached monthly objective at 19 cases for September 25
(trajectory 12),

e E-coil has breached monthly objective at 44 cases for September 25
(trajectory 36),

o Klebsiella has breached monthly objective at 21 cases for September 25
(trajectory 7),

Narrative:

e Friends and Family Test (FFT)- RJAH internal reports show they continue
to maintain their over 95% positive rating. Maternity working to increase
response rate but Maternity Antenatal Care Percentage Positive and
Maternity Birth Percentage Positive have flagged as a concern due to
having a drop to 0% and 0.235%, this is therefore flagging as a concerning
variation point. MPFT percentage positive has flagged as concerning
variation point due to the data point dropping below the lower limit line, if
this remains below this point or at same level this will then become a
concerning variation. SaTH scores show lower satisfaction across all
minority ethnic groups compared to the previous year. Waiting times in ED
are the most frequent cause of concern in UEC. SCHT overall positive
response remains static with low response rates.

e The Friends and Family Test (FFT) collection method has changed to digital
only, which SaTH report to yield richer qualitative feedback but a
significant drop in response rates, especially for inpatients (now the
second lowest in England).

e Infection Prevention and Control: SaTH report there are more Community
Onset Hospital Acquired cases than Hospital Onset in gram negative
bacteraemia. The most common source of infection being UTIs without a
catheter. C diff action plan discussed at IPC Assurance Committee - there
has been an increase in inpatient bed spaces and increased patient
numbers which may account for the increase C diff cases in part. SCHT
undertaking monthly review of C diff cases. RCA reviews for device related
e-coli cases
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Escalation charts
FFT: AE % Responded: Quality, SaTH
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Key Actions:

Maternity: Oversight of maternity dashboard monthly by ICB Quality Lead
at Maternity Safety Champions and LMNS Programme Board /Perinatal
Quality and Surveillance Group (PNQSG). Regular reports shared monthly
with Perinatal Quality Surveillance Group showing areas of improvement
or areas of concern.

FFT: SaTH are reviewing patient feedback as part of thematic learning.
Oversight of patient experience audit themes via weekly ED Quality
Assurance Meeting. SCHT actively seeking volunteer support in completed
surveys to increase response rates with Divisional responses discussed at
meetings. Telephone feedback being collected for those unable to use
digital methods. SMS FFT is expected to improve response rates once
implemented.

VTE Risk Assessments: SaTH added a question to the Nursing Quality
Metrics "Has the patient had a VTE assessment within 24 hours of
admission." Nurses to prompt Dr’s - Audited monthly. VTE to be completed
on checklist post take ward round - AMU to look at process/reminder at
board rounds - Review policy of not to transfer/discharge patient until VTE
completed on ward. Monitoring will continue with notifications sent to
consultants. Proposal to include VTE assessment performance in
Exemplar Ward Programme to reinforce importance. Added to UEC
Transformation Programme.

IPC: Focus on winter preparedness for care homes and vaccination
programmes. Vaccination numbers for frontline health care workers
(FHCW) and the public are also being scrutinised. Work is ongoing with the
quality team and education team on management of urinary catheters,
this will also address rise in Klebsiella rate. SCHT monthly review of C.diff
cases. RCA reviews for device related e-coli cases. RCA reviews for
klebsiella cases

Key Risks and mitigating actions:

Potential reputational risk to the System/LMNS if performance not
sustained

Risk of not receiving timely data for FFT from NHS England means that we
cannot act upon recommendations of patients.

The move to digjtal FFT responses is causing a decrease in response by
patient in several organisations.

FFT responses are not representative of experience due to low response
rates. Support change to SMS. Promote QR codes and feedback methods
in ED. SCH promoting through divisional meetings

Harm to patients and potential for extended hospital stay

Unable to complete deep cleans as no decant ward / area available
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2.12 Workforce

Key Actions:

Focus Headlines:

e Overall provider workforce expenditure YTD is adverse to plan by £6.1M* -
bank overspend YTD at £7.85M.

e Current full year run rate is £19.6m adverse to plan although mitigations are
forecast to reduce final outturn to £10.4m adverse to plan with bank spend
forecast at £5.4m adverse to plan

* WTE is marginally over plan at M7 by 5 WTE with bank usage over plan by
135 WTE

¢ NHS Infrastructure Support costs favourable to plan by £3.3M YTD although
WTE over plan by 122 WTE. The mismatch in reporting is a national issue due
to different definitions within PFRs and PWRs and is being addressed through
a regional workforce establishment working group

* New agency rule introduced nationally to eliminate Band 2/3 agency usage
by end January 2026 - currently SCHT non-compliant

*Excluding capitalised costs

e SaTH increased control of non-clinical bank usage, implementation plan for

regional medical rates including all enhanced bank rates eliminated from
December except theatre staff, a review of bank usage for clinical nurse
specialists and review of weekend working. Enhanced support in place from
regional team.

* Develop productivity plans based on service reviews inc. improvements in

coding to record activity more accurately

* Reconcile contracted and actual worked wte to understand underlying causes

of misalignment between workforce spend and WTE alongside the NHSE
Regional Pay Spend Disaggregation Template.

e SCHT roll out NHSP and implement workforce sharing with SaTH to eliminate

Band 2/3 agency usage

Key Risks:

Bank usage and costs not reduced back to plan - mitigations in place

Escalation exceeds plan - mitigations in place and monitored via the UEC board.
Corporate cost reduction plans delayed due to consultation period required -
mitigations in place across other efficiency schemes

Workforce planning not delivered to deadline given the initial submission of draft
plans in December - planning task & finish group established

Non-compliance with new agency rule re. elimination of Band 2/3 - SCHT in
discussions with NHSP and reviewing potential for workforce sharing with SaTH
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Shropshire, Telford and Wrekin:

Workforce Highlight Report: M7 (Oct 2025)

STW M7 Workforce Expenditure (£000) NB: Numbers below are provider only and exclude capital pay costs

Plan YTD Actual YTD Var¥YTD £000 FY Plan £000 FY Forecast FY Run Rate FYPlanvs FY Plan vs KPI Plan formance *exc MPFT
£000 £000 £000 £000 Forecast Run Rate
£000 £000 Delivery of 2025/26 WTE 11497 WTE 11502
Workforce Plan: WTE
Substantive N
Non Medical Clinical 204138 2144167 10278 345921 367849 367570 21928 21649 Delivery of 2025/26 £393.94m £400.01m (£6.1m adverse
Non Medical Non Clinical 53480 208587 3822 91284 85615 85128 5669 5156 Workforce Plan: variance)
Medical Dental 97211 go078" -7133 165976 155006 154419 -10970 -11557 Expenditure across all
Total Substantive 354829 354152 677 603181 608470 607118 5289 3937 staff types (exc
Bank capitalised pay costs)
Non Medical Clinical 15783 194227 3639 25948 30003 33295 4055 7347
Non Medical Non Clinical 2381 28747 493 3774 3940 a927 166 1153 Turnover 9.8% 9.6%
Medical Dental 11867 155897 3722 19834 21098 26724 1264 6890 Sickness 5 2% 529%
Total Bank 30031 37885 7854 49556 55041 64946 5485 15390
Agency
Non Medical Clinical 4194 3549" -645 6283 5767 6084 -516 -199 % Agency Price Cap 80% 50.5% (based on M6 YTD
Non Medical Non Clinical 410 390: -20 700 700 669 o -31 Compliance (national spend)
Medical Dental 4474 4120 -354 6531 6697 7063 166 532 target)
Total Agency 9078 8059 -1019 13514 13164 13815 -350 301
GRAND TOTAL 393938 400096 6158 6662517 676675 685879 10424 19628 % Agency Framework | 100% 100%
Overall Headcount (WTE) NHS Infrastructure Support (£000 & WTE) Compliance
WTE WiEM7 | wrEmZ | wrEmz c000M7 | £000M7 Agency as % Total Pay | 2.0% 2.0%
Plan Actual Var YTD Actual YTD Var
Substantive 10731 10608 -123 Consultant Job Plans 95% SCHT 6/6 (100%)
(national RJAH 96/106 (91%)
Bank 660 795 +135 Subs 2350 257 N B FREES =z target) SATH 260/263 (99%)
STW TOTAL 362/375
Ay 106 99 _ 7 Bank 82 122 +40 2381 2874 +493 —97%
Agency 6 4 -2 410 390 -20
Total 11497 11502 +5
Total 2678 2800 +122 56271 52922 -3349
Key Messages: Key Actions:

Overall provider workforce expenditure YTD is adverse to plan by £6.1M* - bank overspend YTD at £7.85M.
Current full year run rate is £19.6m adverse to plan although mitigations are forecast to reduce final outturn
to £10.4m adverse to plan with bank spend forecast at £5.4m adverse to plan

WTE is marginally over plan at M7 by 5 WTE with bank usage over plan by 135 WTE

NHS Infrastructure Support costs favourable to plan by £3.3M YTD although WTE over plan by 122 WTE. The
mismatch in reporting is a national issue due to different definitions within PFRs and PWRs and is being
addressed through a regional workforce establishment working group.

New agency rule introduced nationally to eliminate Band 2/3 Agency usage by end January 2026 — currently
SCHT non-compliant

accurately

¢ SaTH increased control of non-clinical bank usage, implementation plan for regional medical rates including all
enhanced bank rates eliminated from December except theatre staff, a review of bank usage for clinical nurse
specialists and review of weekend working. Enhanced support in place from regional team.

* Develop productivity plans based on service reviews inc. improvements in coding to record activity more

¢ Reconcile contracted and actual worked wte to understand underlying causes of misalignment between
workforce spend and WTE alongside the NHSE Regional Pay Spend Disaggregation Template.
¢ SCHT roll out NHSP and implement workforce sharing with SaTH to eliminate Band 2/3 agency usage
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2.13 System Financial Position

Finance

Focus Headlines:

Narrative - Revenue:

The ICS is reporting a £1.3m actual YTD System deficit, £1.2m favourable to plan
YTD at M7, this includes deficit support funding.

The 2025/26 expected forecast outturn is breakeven after £83.8m deficit support
funding.

Month 7 figures include delivery of efficiency of £62.1m YTD against a target of
£52.4m, a favourable variance to plan of £9.6m.

The ICS underlying recurrent position has improved YTD by £7.5m from £99.4m
planned to £91.9m due to £12.7m recurrent re-categorisation of ERF income
which is netted down by a deterioration of £5.2m, (ICB £2.3m, SaTH £1.3m and
RJAH 1.5m).

Narrative - Capital:

The year-to-date system operational capital underspend against plan is £3.3m
and total system capital spend, including national programmes is £28.7m behind
plan. Delays in spend are understood and being actively managed with the
slippage expected to be recovered in the FOT with the exception of HTP which is
running ahead of plan but requiring less cash in year 1, a request has been made
to NHSE to defer £9m of capital spend to 2026/27.

ICB capital expenditure commences in Month 8, all schemes are now fully
approved by NHSE and the full £2.1m of ICB capital is expected to be spent in
year.

The actual capital FOT is expected to be £2m above planned capital spend due to
securing additional in-year capital receipts for SaTH laboratory information
management systems (LIMS) and Electric Vehicle (EV) charging points.

Bids have been submitted to NHSE for constitutional standards, digital and estates
safety if redeployment of capital becomes available.

Key Actions:

Revenue:

Actions focus on continued delivery of the 2025/26 plan with
attention given to reducing or removing risk where possible
and seeking alternate mitigations. There is a commitment
from all system organisations to recover the deterioration in
recurrent underlying by March 2026 to not impact on the exit
run-rate going into 2026/27.

Capital:

SATH are awaiting a response from NHSE to agree £9m cash
profiling of capital spend for HTP into 2026/27. The ICS is
awaiting a response on the bids against potential
redeployment of capital if available.

Key Risks and mitigating actions:

Revenue:

The system is exceeding our bank spend limit by £7.9m, this
is partly mitigated by substantive and agency underspends
and non-pay efficiency YTD. Oversight of recovery actions is
undertaken through SATH’s Finance Recovery Group and the
System Workforce Group.

The system has identified gross risk of £37.7m which is
reported as fully mitigated bar £3m, additional mitigations will
continue to be developed to delivery of the financial plan.
Efficiency schemes are fully developed with additional
pipeline/mitigation schemes under development ongoing.

Capital:

All in-year system capital risks are fully mitigated by capital
contract performance management and deployment of
pipeline capital schemes to ensure all capital is used in year.
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Capital FOT is expected to be to plan except for £9m cash
reprofiling for HTP, bids have been submitted for potential
redeployment of available capital.
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System Financial Position

System Financial Position Month 7

FH Gal Per for mance by i

PMan B tual Plan  Forecast

Surplusy/  Surplus) Variance|| Surpls)  Surplus) Mariance)

O rganization {Deficit} {Deficy ta Plan | Drafiiciin) {Deficit} o Man

E000 E000 E000 E000 E000 E000
Commisioners
NH5 Shropshine, Telford and Wrekin {1591) 19385 3576 {2.000) {2000} 0
Total Commissioners (1.591) 1.985 3576 2.000)  [2.000) 0
Providers
The Shrews bury and Telford Hospital NHS Trust 1] {2.290) {2.230) a a a
The Robert Jones and Sgnes Hunt Orthopaedic Haspital NHS FT {2.021) 2.252) 231} i 1] 0
Shropshire Community Healthcare NHS Trust 1,045 1228 183 2000 2000 [1]
Total Providers |976) 3.314) {2,338] 2,000 2,000 0
TOTAL SYSTEM Performance Finandal Position Sunplus /| Defidt ) {2567] {1.329) 1238 0 0 L]
Mon-Recurrent Deficit Funding (55.802)] @ms.892)) of| @mazes)| (a3zes 0
NHSE Approved Position (58459] [57.21) 1238 {@3,795] |83,795) L]

Key Data
*  System - In month 7 the system is reporting a £1,325k deficit, £1,238k favourable variance to plan.

* ICB - Month 7 surplus of £1,985k which is £3,576k favourable to plan. This is after the recognition of £22.5m non recurrent deficit funding. Efficiency delivery is ahead of the phased plan
year to date (£8.0m favourable) due to individual commissioning but is in line with the overall annual efficiency plan.

*  SaTH - Month 7 £2 290k deficit, supported by £33.3m of non-recurrent deficit funding. £21.7m efficiency delivery year to date which is £0.9m favourable against plan. Pressures on pay of
£8 6m year to date —partly offset by income backed posts overspend on bank is due to additional support for escalation activity and the effect of holding vacancies, however, is partially
offset against reduced agency and substantive pay. Industrial action costs and pay award pressures have also contributed to the adverse variance. The adverse variance is offset by income,
namely in respect of WMCA income, and early recognition of some efficiency schemes.

*  RJAH - Month 7 £2,252k deficit, £231k deficit to plan. £5,694k efficiency delivery year to date, £673k favourable to plan. Shortfalls in clinical and commercial income are being offset by
expenditure decreases from marginal cost reductions, recruitment slippage and continued delivery of Investigation and Interventions action.

*  SCHT - Month 7 surplus of £1,228k, £183k favourable to plan due mainly to cost pressures in Prison mental health and Rehab and Recovery Unit out of hours being offset by non-recurrent
pay savings and efficiency performance. Pay underspend £456k driven by delays in filling substantive vacancies. Bank staff overspend offset by substantive vacancies and agency
underspend. Efficiency is £102k favourable to plan.




System Risk Summary

System Risk Summary

2526 Gross Une=Mitlgated Riskf] | To Mote:
Risk Mitigation (Opportunity) » The FOT assumes that the System receives its deficit support funding in full.
System Risk £'000 £'000 £'000)
NHS Shropshire, Telford & Wrekin ICB 10,610 (10,610) [E
Robertlones & Agnes Hunt Hospital 7,222 (7,222) £
Shrewsbury & Telford Hospitals 16,700 (13, A00) 3,000
Shropshire Community Hospital Trust 3,152 [3,152) £
Grand Total 37,684 [34, 684) 3,000

ICB - Total Risk £10.6m; fully mitigated

+ Efficiency risk £2.9m — Independent Sector activity, other High and Medium risk efficiency schemes — mitigated by UEC Improvement Programme, Acceleration of pipeline efficiency schemes and stretch
to existing schemes.

* Cost risk £7.7m — Individual Commissioning activity and inflation, Cat M prices and Prescribing costs, Better Care Fund, 5aTH excluded drugs & devices, Mental Health NCAs and estimated Government
Reset costs — mitigated by internal pracesses for reducing Individual Commissioning cost, Commissioning policies under development and control processes in place to monitor spend in line with agreed
criteria.

RIAH - Total Risk £7.2m; fully mitigated

* Income risk £6.6m - LVA, Insourcing, non delivery of elective activity plan, Contract activity and Powys contract — mitigated by activity monitoring, workforce controls and ongoing contract negotiation.
+ Efficiency risk £0.5m — medium risk schemes — mitigated by additicnal contingency schemes being reviewed monthly.

* Cost risk £0.1m - Inflation — mitigations identified - project oversight and contract management.

SATH - Total Risk £16.7m; £13.7m mitigated

* Income risk £2.4m - Activity and Clinical income - £2.4m unmitigated Powys Mon-Elective activity growth - escalated to NHSE for support.

+ Efficiency risk £2.8m - medium risk schemes - increased efficiency scheme delivery to meet the ariginal plan target plus UEC investment - fully mitigated by additional contingency and pipeline mitigation
schemes, being reviewed monthly.

* Cost risk £11.5m - Waorkforce, inflation, escalation and pay award additional costs — £10.9m mitigated through delayed investments, additional temporary staffing controls for bank/agency, reduced
insourcing and elective activity cost reductions (reduced RTT activity in second 6 months), further non pay controls, balance sheet flexibilities and workforce management and FIF/FRG oversight and
management. £0.6m unmitigated arising due to future industrial action activity.

SCHT - Total Risk £3.2m; fully mitigated
* Efficiency risk £0.4m — medium risk schemes — mitigated by weekly CIP meetings with FIP/FRG oversight.
* Cost risk £2.Bm — Estates, inflation, agency & staffing, NI and Prison Mental Health, pay award/NI impact — mitigated by contract monitoring, workforce management, FRG oversight, vacancy savings.
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Efficiency Delivery

Efficiency Summary Month 7

25/26 Month 7
Planned
Savings

£52.4m

25/26 Month 7
Actual
Savings

£62.1m

25/26 Savings
Month
7 Variance

£9.6m

25/26 Savings
Plan

£95.5m

25/26 Savings
Forecast

£99.6m

25/26 Savings
Variance

£4.1m

Partner Annual Plan YTD Plan YTD Delivery YTD Variance to Plan

Organisation £'000 £'000 £'000 £'000
ICB 39,120 23,747 31,759 8,012
SaTH 41,400 20,793 21,653 £60
RJAH 9584 5,023 5,682 [T
SCHT 5,359 2,919 3,019 EE]
Total 95,534 52,483 62,123 9,641

Efficiency plan vs actual (£'000)
14000
12000
10000
8000
— - | [ ] -

6000
4000
2000

0 B . J . 3 P N b -

Low Risk Medium Risk =EHigh Risk mmDelivered =—Plan

Key Updates

+ At Month 7 YTD STW has delivered £62m in
efficiency savings against a plan of £52.4m
which is £9.6m favourable to plan.

*  This is primarily driven by savings realised by
the individual commissioning team through
case review, reduced cost of UEC Pathways,
Elective Efficiency and savings through vacancy
factor.

. High-Risk schemes have increased this month
and total £4.4m of the forecast namely due to
slippage on the wie scheme this is expected to
be mitigated through delay in investments and
other non-pay reductions. These are being
closely monitored and mitigating actions are
detailed on slides 38 & 39 of this pack.

. Focus remains on all Medium Risk and pipeline
Flans continue to be sourced to further

mitigate.

- A Systemn Financial Improvement Group
continues to be held fortnightly to oversee
progress of the plans.

NFDJ
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Capital Summary

Capital Summary

YTO FULL YEAR Y¥TD System spend against COEL is behind plan by £3,353k primarily due to a
[EAERIIT TR K _ - delay in the receipt of invoices for SATH decarbonisation scheme, and
Variance] Wariance hasi £ . ital sch f tat i i in the int I

Qrganisation S - Plan Forecmst  wplan| | PhEsing of @ major capital scheme for estate reconfiguration in the interna

SCHT capital programme - spend for both schemes are expected to fall in
£000 £000 £000 £000 £000 £000) . .
- - — - line with planned FOT.

Total Charge against Capital Allocation (including impact of IFR516)

NHS Shropshire, Tel ford and Wrekin Y 0 0 5191 1151 150000 | The total systemn capital spend - CDEL plus national capital schemes

TheShrewsbury and Telford Hospital NHS Trust 12810 10,883 (1,927 22530| 27321 4791 | including the Haspital Transformation Programme [HTP) -

The Robert Jones and Agnes Hunt Orthopaedic Hospita| NHS FT 3432 2,939 [493) £,338 6338 9 is £28, 740k behind plan due to delays in 5aTH schemes [RAAC/Modulars).

Shropshire Community Healthear e NHS Trust 2,205 1,372 [933) 4,253 5025 772 | Recovery is anticipated in the coming months with a large increase in
capital spend projected in future months.

TOTAL SYSTEM 18447 15,094 {2.353) 35,310 35,873 563

Total CDEL System FOT has increased by £880k due to additional CDEL received for

NHS Shropshire, Telford and Wrekin 545 o [545) 7,083 2,083| (5000 | RJIAH CIR, EV charging points and cyber security.

TheShrewsbury and Telford Hospital NHS Trust gog9s| sS3,182 || 145315 151274 5,359

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS FT 353z 397 440 gz43| 10137 gg4| | 5aTH have submitted a change request to defer c.£9m of capital spend in

Shropshire Community Healthcar e NHS Trust 2457] 1528  [329) 4975| 5547 573| | relation to HTP, this is awaiting authorisation from NHSE.

TOTAL SYSTEM #7432 58,692 (25,740)|| 167.216 169041 1825 | SCHT- the Capital Freedoms and Flexibility regime allows capital spend
against prior year surplus (25/26 - £0.6m (IT Hardware and Software),

» 5aTH operational capital YTD is £1.9m behind plan due to the delay in invoices being received for the decarbonisation 26/27 - £3.0m (Whitchurch Ward Refurbishment)).

scheme, noting the capital scheme is on track. The operational forecast also includes £4.8m additional allocation
awarded for UEC capital with capital allocated to the ICB for this spend, and £3_3m additional CDEL received for LIMS/EV RIAH — the Capital Freedoms and Flexibility regime allows capital spend
charging points. FOT is expected to be delivered in line with plan except for HTP where the project is ahead of plan but against prior year surplus {26/27 - £1.9m (Theatre refurbishment)).
under the original cash profile, a formal request has been made to NHSE to defer £9m of capital spend to 2026/27. Total
SATH capital is £27.8m underspent year to date due to delays in billing for the decarbonisation, , RAAC, Estates

ICB d is phased i Month & d d delayed d
Safety and UEC/Constitutional Standards schemes in addition to a different cash profile for HTP. SPENas phased rom wom OrWMAErcs, SOME SPEnd was e ayed cue

to the PID sign off process taking longer than expected with NHSE but
» RIAH operational capital is £0.5m behind plan due to the diagnostic capital scheme which is expected to be caught up by spend is expected to catch up by year end. The £2m forecast is compared to
Decernber 2025. a £7m plan as £5m system capital plan for UEC Incentive Capital has

expenditure recorded against S5aTH/SCHT.

#» SCHT operational capital is £0.9m behind plan due to delays in finalising an internal estates capital project which will be
recovered in future months. The forecast/Plan also includes £0.2m additional allocation awarded for UEC capital, and
£0.6m confirmed via Freedom and Flexibility regime allowing capital spend against prior year surplus to be spent on T

Hardware and Software. | W W F | B
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1. ICB 25-11.244 - Local Maternity and Neonatal System
Annual Position Statement.

Meeting Name: NHS STW Board

Meeting Date: Wednesday 26™ November 2025

Report Presented by: Vanessa Whatley, Chief Nursing Officer, NHS STW
Report Approved by: Vanessa Whatley, Chief Nursing Officer, NHS STW
Report Prepared by: Sue Bull LMNS Programme Lead NHS STW

Emma Biggs Clinical Quality Lead, maternity and neonatal services NHS
STW Action Required: For Discussion and Assurance.

1.1. Purpose
1.1.1. This paper provides an annual position from the Local Maternity and
Neonatal System Senior Responsible Officer on maternity care in
Shropshire Telford and Wrekin including progress on independent
reviews.

1.2. Executive Summary
1.2.1. Maternity and Neonatal care is central to the health and wellbeing of
families and communities. Perinatal care has been under scrutiny in the
system, and we acknowledge the findings and impact of the independent
review into maternity services at SaTH (Ockenden 2020, 2022). In
particularly we recognise the impact on birthing people and families who
experience loss and harm due to failures in maternity and neonatal care.

1.3. Recommendations

1.3.1. Accept/discuss the report as an annual position of Maternity and
Neonatal Services in Shropshire Telford and Wrekin.

1.4. Conflicts of Interest
1.4.1. None identified.

1.5. Links to the System Board Assurance Framework (SBAF)

1.5.1. Strategic risk 3, This report supports addressing health inequalities
which is key to maternity and neonatal care to ensure that there is
equitable access to services to ensure that positive outcomes are
achieved where ever possible.

1.6. Alignment to Integrated Care Board

1.6.1. This report supports the improvement of outcomes in population health
and healthcare and addresses tackling inequalities in outcomes,
experience, and access.

™
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1.7. Key Considerations

1.8.

1.9

2.1

1.7.1.

1.7.2.

1.7.3.

1.7.4.
1.7.5.

1.7.6.

1.7.7.

Quality and Safety: The report provides information to support safety
and quality of maternity and neonatal care.

Financial Implications: meeting NHS Resolution Maternity Incentive
scheme supports quality and safety and supports best use of financial
resources.

Workforce Implications: The report supports system to sustain the
workforce though demonstrating quality and safety in Maternity and
Neonatal care.

Risks and Mitigations: No risks identified.

Engagement: The report provides progress on areas that can
improve engagement of our residents and communities in relation to
Maternity and Neonatal care.

Supporting Data and Analysis: The national maternity data set
supports the monitoring of safe maternity and neonatal care.

Legal, Regulatory, and Equality: Maternity and neonatal care is
underpinned by the Local Maternity and Neonatal Network System
inequalities plan. The report provides update on strategic direction to
ensure STW ICS has equitable maternity and neonatal services.

Impact Assessments

1.8.1.
1.8.2.

Has a Data Protection Impact Assessment been undertaken? No
Has an Integrated Impact Assessment been undertaken? No

Attachments

1.9.1.

N/A

Main Report

Background

2.1.1.

2.1.2.

2.1.3.

2.1.4.

Maternity and Neonatal services are predominantly provided to the
population in Shropshire, Telford and Wrekin Integrated Care System
(STW ICS) by Shrewsbury and Telford Hospital NHS Trust (SaTH).

The ICB/LMNS has a nominated Senior Responsible Officer for
Maternity and Neonatal care in the ICS, this is the ICB Chief Nursing
Officer. In addition, the Chief Medical Officer chairs the LMNS
Programme Board.

The Local Maternity and Neonatal System (LMNS) support the co-
ordinated, integrated approach to providing maternity and neonatal care
within STW ICS. It involves the collaboration of various health and social
care providers and voluntary and community services to ensures that
those that birth, newborns, and families receive high-quality,
personalised care throughout pregnancy, childbirth, and the neonatal
period (the first 28 days of life) with positive outcomes.

The Independent Maternity Review at SaTH undertaken by Donna
Ockenden produced two reports, with actions specifically for SaTH and

ﬁ
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2.2.

2.3.

2.1.5.

2.1.6.

actions to be undertaken by the wider NHS. The review and its reports
were published in response to concerns about poor care and a high
number of avoidable baby and maternal deaths at the Trust and in
December 2020 (interim report) and March 2022 (final report).

Since then, further reviews have taken place at East Kent Hospitals
University NHS Trust (Kirkup Oct 2022) and Nottingham University
Hospitals NHS Trust (NUH) (currently in progress), learning from NUH is
being published in a series of letters in advance of the final report. These
are being reviewed through maternity governance including LMNS
Programme Board.

The ICB and its partners are committed to learning from these reports
and to ensuring that local services are safe and of high quality. This
remains a clear priority for the ICB and SaTH.

Introduction

2.2.1.

2.2.2.

2.2.3.

2.2.4.

This report provides an annual summary of the position of maternity and
neonatal care in STW Integrated Care System (ICS) provided by the
LMNS SRO. It is required by the ICB Board and is provided to QPC for
discussion on any points of update prior to Board.

Shropshire Telford and Wrekin had 3932 births in 2024/25, similar to
previous years.

The 10-year Health Plan for England (July 2025) gives a renewed
commitment to quality and committed to a review of maternity and
neonatal care leading to a new national maternity and neonatal action
plan overseen by a national task group chaired by the Secretary of
State.

In June 2025, the Secretary of State for Health and Social Care
announced a rapid, national, independent investigation into NHS
maternity and neonatal services. Shrewsbury and Telford NHS Trust are
not now part of this investigation due to the ongoing police enquiry into
the Maternity care during the review period.

Local Maternity and Neonatal System (LMNS)

2.3.1.

The LMNS currently oversees implementation of the current Three-Year
Delivery Plan for Maternity and Neonatal Services (published by the UK
government in March 2023-26) which outlines a strategy for improving
maternity and neonatal care across the National Health Service. The
plan aims to address the shortcomings in maternity and neonatal care in
the UK by implementing systemic changes that focus on safety,
workforce support, personalised care, leadership, and the reduction of
inequalities. The overall goal is to create a safer, more efficient, and
more compassionate maternity and neonatal system for women, babies,
and families. It has 5 workstreams which are now replicated in STW with
involvement from partners including service user voice, public health and
the neonatal network.



2.4.

2.3.2.

2.3.3.

2.3.4.

2.3.5.

2.3.6.

2.3.7.

There are four themes to the plan: 1) Listening to and working with
women and families with compassion 2) Growing, retaining and
supporting our workforce 3) Developing and sustaining a culture of
safety, learning and support 4) Standards and structures that underpin
safer, more personalised and more equitable care each with a work plan
to align priorities, and the LMNS has organised its work into aligning
workstreams.

Progress continues against this plan. To date, 22.9% of actions are
complete and 77.1% are in progress. Of the actions currently in
progress, 74% are on track for completion by 31 March 2026. There are
no actions not being progressed, providing assurance that all areas of
the plan remain in scope and under active management.

The LMNS itself is developing. As STW only has one maternity provider
(SaTH) the LMNS is classed as a single provider LMNS. This is not
recommended best practice and is an action from the Independent
Maternity Review to address.

Since December 2024, there have been bi-monthly LMNS collaborative
learning forum between NHS STW and NHS Staffordshire and Stoke-on-
Trent (SSoT) LMNSs which has facilitated shared learning on infant
mortality, birth trauma, and system maturity matrix reviews, promoting
partnership working to address common challenges and enhance
outcomes across the system. Discussions have led to further
improvements in pathways and joint working to address national issues.

The LMNS/ICB undertakes on-site insight visits to maternity and
neonatal services are undertaken by the ICB with input from external
partners (including NHSE and external experts) and the MNVP to gain
assurance that key actions are in place and develop deeper system
understanding key risks and issues which need to be addressed. But
also promote a culture of openness, shared learning and support.

The below insight visits have been undertaken in 2024/25:

= April 25 — Maternity Insight Visit themed on community and continuity
of care.

= May 25 — NHSE national leads visit to SaTH on maternity and
neonatal care.

Listening to birthing people and families

2.4.1.

2.4.2.

Ensuring there is engagement and learning from lived experience is key
to the development of maternity and neonatal services. Two key areas of
work of the LMNS facilitate this:

The Maternity and Neonatal Independent Senior Advocate (MNISA) pilot

ﬁ
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https://www.shropshiretelfordandwrekin.nhs.uk/our-work/maternity/maternity-and-neonatal-independent-senior-advocate/

2.4.3.

2.4.4.

2.4.5.

2.4.6.

2.4.7.

2.4.8.

2.4.9.

The role of the MNISA is being explored as an NHSE pilot across 16 ICBs
including STW. The role offers independent support and advocacy for
those families who have the worst outcomes, amplifies their voices, helps
them navigate complex systems, and promotes learning and system-wide
change through engagement at a senior level with Trusts and ICBs. There
is a strict acceptance criterion, with a maximum of 15 caseload.

The STW MNISA was recruited in November 2024 and commenced
working directly with women, birthing people, and families in April 2025,
following completion of requisite training, information governance and
reporting and escalation processes they have received 10 referrals
through a variety of routes.

There have been 10 referrals to date through a variety of routes including
self-referral.

Families have fed back as below. These findings mirror those of the
independent evaluation of the national MNISA pilot, where families
overwhelmingly valued the MNISA role, describing it as instrumental in
them feeling heard and supported, particularly during distressing
investigations and reviews.

* They feel truly listened to, often for the first time.

* They would have given up trying to find out what happened to
them and/or their babies without the MNISA'’s support.

* The MNISA, being independent of the Trust, has enabled them
to feedback, ask questions and to feel confident that the Trust
have addressed/will address their concerns.

* The MNISA’s support has, in some cases, helped them to rebuild
a relationship with the Trust.

The MNISA pilot is due to end on 31 March 2026. A decision on the future
of the role from NHSE has been postponed from October 2025 to rest with
the National Maternity Investigation and/or Taskforce decisions. Due to a
gap between post holders providing some unspent project funds, NHS
STW has taken the decision to extend the role until October 2026.

The Maternity and Neonatal Voices Partnership (MNVP)

The MNVP champions the voices of women, birthing people, and their
families in the development of maternity and neonatal services.

2.4.10. A permanent MNVP lead was recruited to the ICB in January 2025 (0.6

WTE), embedded within the LMNS and working closely with the EDI
Midwife at SaTH to strengthen engagement and inclusivity as an early
action.

2.4.11. InJune 2025, the MNVP delivered 15 Steps visits at both Princess Royal

Hospital and the Midwifery-Led Unit at Royal Shrewsbury Hospital,
involving 18 diverse participants, including fathers and ethnically diverse
and neurodivergent service users. This initiative is aimed at improving


https://www.nuffieldtrust.org.uk/sites/default/files/2025-08/RSET%20MNISA%20Final%20Report_30JUNE2025_minor%20update.pdf
https://www.shroptwmaternityvoices.co.uk/

2.5.

patient care quality by assessing healthcare environments from the
patient's perspective within 15 steps of entering the care environment.

2.4.12. An LGBTQIA+ Q&A session with community maternity leaders was also
held, with further sessions planned to enhance staff awareness and
inclusion.

2.4.13. Collaborative projects are underway with maternity, gynaecology, and
perinatal pelvic health services to co-design user surveys exploring
experiences of care and awareness of available support. An example is
the Perinatal pelvic health service have engaged with the MNVP to support
promotion, including a targeted survey on women’s awareness and
understanding of available support.

2.4.14. The MNVP volunteer recruitment project is on track to expand and
diversify the network, with clear governance, training, and alignment to
SaTH onboarding processes. A volunteer recruitment drive is scheduled
for October 2025 to further strengthen co-production and engagement
across LMNS activities.

Reducing Health Inequalities
2.5.1. Reducing health inequalities remains a core priority for the LMNS. Current
work focuses on improving equity of access, experience, and outcomes
across maternity and neonatal services, supported by robust data
analysis, targeted interventions, and strong partnership working.

2.5.2. In September SaTH’s EDI Midwife, Sherilyn Ndhlovu, was awarded
Midwife of the Year at the National B.A.M.E. Health and Care Awards in
recognition of work to support families in accessing equitable care.

2.5.3. A Perinatal Equity Analysis for STW has been completed with the support
of public health analysts. This has provided population insight to guide
preconception and maternity planning on which to base actions for the
system.

2.5.4. It is essential that data supports these plans and outcomes, to further
improve data quality a Data Quality Improvement Plan has been
developed in the Trust contract to strengthen Maternity Service Data
submissions.

2.5.5. The existing Maternity and Neonatal Equity & Equality Action Plan 2025—
27 has been reviewed and updated with MNVP and Trust collaboration.

2.5.6. A national tool, endorsed by the DHSC has been adopted by the LMNS to
explore system-wide access to support data-driven targeting of
inequalities, known as the

2.5.7. There are several key areas of early intervention, below are two of these
where the LMNS is supporting following the attraction of external funding.

E
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2.6.

2.5.8.

e Early booking of pregnant people into maternity services is vital to early
screening and wellbeing of birthing person and baby. A £43k NHSE
Midlands grant has bene secured to improve early booking and antenatal
screening uptake. A key objective of this work is to strengthen access to
services in neighbourhoods.

e The LMNS has secured Burdett Nursing Trust funding for a 12-month
nurse-led preconception education pilot to improve reproductive health,
outcomes for mothers and babies and reduce disparities.

Other initiatives tackling inequalities in progress are Antenatal education
classes, NSPCC guide for expectant parents, Dads Pads (perinatal mental
health), Mini First Aid and accident prevention classes which are rolled out
across STW.

Assuring Maternity and Neonatal Care

2.6.1.

2.6.2.

2.6.3.

2.6.4.

2.6.5.

The LMNS has a role in coordinating maternity and neonatal care so the
outcome is families receiving high-quality, personalised care throughout
pregnancy, childbirth, and the neonatal period (the first 28 days of life) with
positive outcomes that involves assuring safe care in maternity and
neonatal services. The Perinatal Quality Surveillance Group meets
monthly and LMNS Programme Board meets quarterly. Both include wider
system partners.

Following the Independent Maternity Review (1.4) the combined reports

provided a total of 210 actions for SaTH to undertake.

e 192 Actions have been completed with evidence of implementation.

e 11 actions are on track to complete

e 7 actions have been descoped as these are recommendations for
organisations outside SaTH However, the ICB is now tracking these in
collaboration with NHSE.

A robust governance process tracks the monitoring of these actions
though to implementation. Outcome data is provided monthly to the LMNS
Perinatal Quality Surveillance Group (PQSG) as assurance and areas of
priority. ICB teams are included in the governance structure as are other
partners such as the West Midlands Neonatal Operational Delivery
Network (ODN). Full details are available in a monthly report to the SaTH
Board.

The Saving Babies' Lives Care Bundle (SBL) is a set of evidence-based
practices and guidelines aimed at reducing stillbirths and improving the
care provided to expectant mothers during pregnancy. It was introduced in
the UK by the National Health Service (NHS) in 2016 as part of a national
initiative to reduce stillbirth rates by 50% by 2025.

The care bundle is now composed of six key elements that focus on
improving prenatal care, early identification of risks, and timely intervention
to improve maternal and fetal outcomes. SaTH have declared and
evidenced compliance with all 6 key elements.



2.6.6. The Maternity Incentive Scheme (MIS) is a financial incentive programme
designed to enhance maternity safety within NHS Trusts. It refunds the
Maternity Incentive Scheme payment made to NHS Resolution for Trusts
that can demonstrate they have implemented a set of core safety actions.
SaTH has declared and evidenced compliance in its annual declaration
(24/25) which includes oversight by Maternity and Neonatal Safety
Champions (includes MNVP, SaTH exec and NED champion) and the
LMNS Senior Responsible Officer.

2.6.7. The Neonatal Care Unit at SaTH provides Level 2 care and is a designated
Local Neonatal Care Unit (LNU). For Level 3 care (Intensive care) babies
are managed through the Operational Delivery Network and receive care
in an appropriate location. The LMNS are working closely with the ODN to
optimise the cot location service.

2.6.8. The key focus is on ensuring a positive experience, supporting babies and
families and reducing neonatal mortality. The LMNS monitors key metrics
and outcomes as with Maternity data.

2.6.9. MBRRACE-UK data trends are looked at as part of LMNS system
meetings and escalated via the perinatal quality surveillance model
(PQSM) which provides strategic oversight for perinatal safety and clinical
guality in order to facilitate appropriate action and support (latest available
data is for 2023, published in February 2025). STW improved across all 3
measures, still birth, neonatal mortality and extended perinatal mortality (a
measure that combines both stillbirths and neonatal deaths).

» The stabilised & adjusted stillbirth rate was 2.87 per 1,000 total births for
2023. This is around the average for similar Trusts & Health Boards and
reduced from 2022 when the rate was 3.19 per 1,000 total births.

»= The stabilised & adjusted neonatal mortality rate for 2023 was 1.05 per
1,000 live births improved from 2022 when the rate was 1.39 per 1,000
live births but remaining >5% above comparator organisations. This is
similar to several other ICSs in the West Midlands who also exceed the
>5% over the national average. The West Midlands region as a whole
remained an outlier. To address this there is regionally co-ordinated action
plan led by the regional director of public health.

» The stabilised & adjusted extended perinatal mortality rate for 2023 was
3.92 per 1,000 total births, around the average for similar Trusts & Health
Boards reduced from 2022 the rate was 4.59 per 1,000 total births.

2.6.10. The below presents the above 2023 data reported March 2025

E
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2.7.

The Shrewsbury and Telford Hospital NHS Trust

Stabilised &

Stabilised Crude adjusted

A Stabilised & adjusted extended extended

& adjusted neonatal perinatal perinatal

stillbirth mortality mortality mortality

Year  Births rate rate rate rate
2019 4,369 300 © 135@ 526 @ 437 @
2020 4,319 297 © 128 @ 440 @ 430 ©@
2021 4322 313 @ 130 @ 486 @ 445 @
2022 4,209 319 O 139 @ 523 @ 459 @
2023 3,985 287 © 105 @ 3510 392 @

2.6.11. LMNS has developed its equity and equality action plan prioritising
actions to reduce mortality though early intervention and pre-conception
care targeted at minority groups and those in areas of deprivation.

2.6.12. In response to the MBRRACE-UK report an external neonatal review
was commissioned by SaTH in November 2023 to provide an independent
and expert view of perinatal mortalities, focusing on two consecutive years,
2021 and 2022 (latest published data). This was undertaken by the Royal
College of Physicians.

2.6.13. The ICB/LMNS is supporting the action plan to address the
recommendations in the invited review. Position September 2025
e 15 Actions have been completed with evidence of implementation.
e 9 actions are on track to complete
e 11 actions not yet delivered however, only 2 of these are not yet started.

2.6.14. The ICB/LMNS also has an action plan to support the SaTH action plan,
through convening system partners to address aspects of some of the
recommendations. There is ongoing presence through SaTH governance
and oversight by the Perinatal Quality Surveillance Group (PQSG).

2.6.15. The statutory Child Death Overview Process (CDOP) and resulting
learning from the CDOP panel, provides insight into learning from deaths
at system level providing public health focus and has strengthened further
during 2024/25 and 2025/26. National data reporting on CDOP data for
2024/5 is expected in November 2025.

Regulation
2.7.1. SaTH has retains its core service of Maternity as Good (inspected October
2023).

2.7.2. The rating for the core service of Services for Children and Young People
(includes neonatal unit care) at SaTH is Good (inspected October 2023).



2.8. Conclusion
2.8.1. This annual position statement provides evidence of continuously
improving maternity and neonatal services in Shropshire Telford and
Wrekin fostering a culture of system learning and support.

2.8.2. Following discussion at Quality and Performance Committee this report
will form the basis of an annual report to the ICB Board.

2.9. Recommendations
2.9.1. Acceptthe report as an annual position of Maternity and Neonatal Services
in Shropshire Telford and Wrekin.

2.9.2. Ensure that these services remain a priority area of focus for the ICB as
the commissioner and for SaTH as the provider.

2.10. Appendices
None

ﬁ
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1. ICB 25-11.245 — Conflicts of Interest and Petitions
Policy Sections of the Governance Handbook

Meeting Name: NHS Shropshire, Telford and Wrekin Integrated Care Board
Meeting Date: Wednesday 26" November 2025

Report Presented by: Alison Smith, Chief Business Officer, NHS STW
Report Approved by: Alison Smith, Chief Business Officer, NHS STW
Report Prepared by: Angie Porter, Governance Manager, NHS STW
Action Required: For Approval

1.1. Purpose
1.1.1. The purpose of this report is to request approval to amendments to the
Conflicts of Interest Policy and Petitions Policy sections of NHS STW
Governance Handbook.

1.2. Executive Summary

Conflicts of Interest Policy
1.2.1. NHS Shropshire, Telford and Wrekin Conflicts of Interest Policy has
recently been updated, following recommendations made following an
internal audit and changes in the way Conflicts of Interest are recorded.
NHS STW Board are therefore asked to approve the amendments to
the policy, which are highlighted within appendix 1, but summarised
below for ease of reference:

e Pg 6 — Changes to wording following change to Provider Selection
Regime in 2023.

e Pg 7 — Minor wording change.

e Pg 9 - Change from Audit Committee to NHS STW Board in line
with current arrangements.

e Pg 13-16 — Update to information around how to record information

on the electronic staff record.

Pg 17 — Minor wording change.

Pg 23-25 — Minor wording change.

Pg 28 — Change to policy name.

Pg 31-32 — Update to training section, following changes in training

to be undertaken.

e Pg 38 — 42 — Additional appendices added providing guidance
around recording Conflicts of Interest on ESR.

Petitions Policy
1.2.2. NHS Shropshire, Telford and Wrekin Petitions Policy have recently
been reviewed and updated. The Petitions Policy outlines how NHS
Shropshire, Telford and Wrekin will handle any petitions received from
the local community. NHS STW are therefore asked to approve the
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1.3.

1.4

1.5.

1.6.

1.7.

amendments to the policy, which are highlighted within appendix 2, but
summarised below for ease of reference.

1.2.3. A petition represents the expression of the views of the people who
sign it. For the Board of NHS Shropshire, Telford and Wrekin petitions
are an important mechanism for local people to have a voice on local
health matters.

1.2.4. Policy amendments include;

e formatting,

e use full Integrated Care Board name in first paragraph then use
“NHS STW” throughout the policy,

converted to the organisation’s policy template,

removed reference to committee names to make it generic,
removed reference to “governing body”, and

added “Officer” to Chief Executive

Recommendation

1.3.1. NHS STW Board is asked to APPROVE the amendments to the
Conflicts of Interest Policy section of the Governance Handbook.

1.3.2. NHS STW Board is asked to APPROVE the updated version of NHS
Shropshire, Telford and Wrekin Integrated Care Board Petitions Policy.

Conflicts of Interest
1.4.1. None identified.

Links to the System Board Assurance Framework (SBAF)

1.5.1. The report contributes to the overall governance, risk management,
and strategic objectives outlined in the NHS STW System Board
Assurance Framework.

Alignment to Integrated Care Board Core Aims

1.6.1. The report contributes to the overall goals and roles of the NHS STW,
ensuring that the organisation operates in a manner that upholds the
highest ethical standards and delivers high-quality care to the
community.

Key Considerations

1.7.1. Quality and Safety: The proposed changes to Conflicts of Interest
policy aim to enhance the understanding and management of conflicts.
By ensuring that conflicts are appropriately recorded and managed, the
ICB can maintain high standards.

1.7.2. Financial Implications: There are no financial implications.

1.7.3. Workforce Implications: The updated policies ensures staff are fully
aware of processes that should be followed in respect of Conflicts of
Interest and receipt of petitions.

ﬁ
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1.8.

1.9

1.7.4.

1.7.5.

1.7.6.

1.7.7.

Risks and Mitigations: The report addresses the identification and
management of conflicts of interest, which is a critical component of
risk management. By improving training and recording processes, the
ICB can better identify, monitor, and mitigate risks associated with
conflicts of interest, aligning with the SBAF's risk management
objectives.

Engagement: Staff engagement will be via sharing during in the all
staff huddle and newsletter. A petition represents the expression of the
views of the people who sign it.

Supporting Data and Analysis: The report ensures that data is
collected, recorded, and analysed effectively, supporting informed
decision-making and enhancing the overall governance and
compliance of the NHS STW.

Legal, Regulatory, and Equality: The report ensures that NHS STW
ICB operates in a manner that upholds its legal, regulatory, and
equality functions, promoting transparency, accountability, and
inclusivity in its operations.

Impact Assessments

1.8.1. Has a Data Protection Impact Assessment been undertaken? No

1.8.2. Has an Integrated Impact Assessment been undertaken? No

Attachments

1.9.1. Appendix 1 - NHS Shropshire, Telford and Wrekin Conflicts of Interest
Policy.

1.9.2. Appendix 2 — NHS Shropshire, Telford and Wrekin Petitions Policy

ﬁ
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1 Introduction

NHS Shropshire, Telford and Wrekin (NHS STW) and the people who work with and
for us, collaborate closely with other organisations, delivering high quality care for our
patients. These partnerships have many benefits and should help ensure that public
money is spent efficiently and wisely. But there is a risk that conflicts of interest may
arise.

Providing best value for taxpayers and ensuring that decisions are taken
transparently and clearly, are both key principles in the NHS Constitution. We are
committed to maximising our resources for the benefit of the whole community. As
an organisation and as individuals, we have a duty to ensure that all our dealings are
conducted to the highest standards of integrity and that NHS monies are used wisely
so that we are using our finite resources in the best interests of patients.

Managing conflicts of interests appropriately is essential for protecting the integrity of
NHS STW from perceptions of wrongdoing. The organisation must meet the highest
level of transparency to demonstrate that conflicts of interest are managed in a way
that cannot undermine the probity and accountability of NHS STW.

It will not be possible to avoid conflicts of interest. They are inevitable in many aspects
of public life, including the NHS. However, by recognising where and how they arise
and dealing with them appropriately, commissioners will be able to ensure proper
governance, robust decision-making, and appropriate decisions about the use of
public money.

Section 140 of the National Health Service Act 2006, inserted by the Health and Social
care Act 2012, sets out that each ICB must:

* maintain one or more registers of interest of the members of the organisation,
members of its board, members of its committees or sub-committees of its
board, and its employees;

* publish, or make arrangements to ensure that members of the public have
access to these registers on request;

* make arrangements to ensure individuals declare any conflict or potential
conflict in relation to a decision to be made by the organisation, and record
them in the registers as soon as they become aware of it, and within 28 days;
and

* make arrangements, set out in their constitution, for managing conflicts of
interest, and potential conflicts of interest in such a way as to ensure that they
do not or do not appear to, affect the integrity of the organisation’s decision-
making processes.

NHS England has published guidance for Integrated Care Boards (ICBs) on the
discharge of their functions under this section and each ICB must have regard to this
guidance. This policy has been based upon this guidance.




In addition,
set out that commissioners:

« must manage conflicts and potential conflicts of interests when awarding a
contract by prohibiting the award of a contract where the integrity of the award
has been or appears to have been affected by a conflict.

« must keep appropriate records of how they have managed any conflicts in
individual cases.

NHS STW has set out in its constitution under Section 6, and specifically sections
6.1 and 6.2, on how NHS STW will comply with these requirements.

2 Purpose

The aim of this policy is to protect both the organisation and individuals involved from
impropriety or any appearance of impropriety by setting out how NHS STW will
manage conflicts of interest to ensure there can be confidence in the probity of
commissioning decisions. The policy will help to foster an open and transparent culture
which provides an environment where everyone working on behalf of NHS STW is
able to identify and help manage conflicts of interest where they may arise. It is
important to emphasise that by managing conflicts or perceived conflicts of interest,
this is not a judgement on the integrity of the individual concerned, but the mechanism
by which both the individual and organisation can be protected from criticism of
impropriety.

This policy will help our staff manage conflicts of interest risks effectively. It:

* Introduces consistent principles and rules
* Provides simple advice about what to do in common situations.
» Supports good judgement about how to approach and manage interests

Conflicts of interest may arise where an individual’'s personal interests or loyalties or
those of a connected person (a relative or close friend) conflict with those of NHSSTW
or might be perceived to conflict with those of NHS STW. Such conflicts may create
problems such as inhibiting or being seen to inhibit free discussion which could result
in decisions or actions that are not in the interests of NHS STW, and risk giving the
impression that NHS STW has acted improperly.

The Board’s responsibility includes the stewardship of significant public resources
and the commissioning of health and social care services to the population of
Shropshire, Telford and Wrekin. The Board is therefore determined to ensure the
organisation inspires confidence and trust amongst its staff, partners, funders,
suppliers and the public by demonstrating integrity and avoiding any potential or real
situations of undue bias or influence in the decision-making of NHS STW.

NHS STW requires all serving members of the Board, committees/sub-committees
and staff who take decisions where they are acting on behalf of the public or spending
public money to observe the principles of good governance:




(a) The Nolan Principles

(b) The Good Governance Standards for Public Services (2004), Office for Public
Management (OPM) and Chartered Institute of Public Finance and
Accountancy (CIPFA)

(c) The seven principles of the NHS Constitution

(d) The Equality Act 2010

(e) The UK Corporate Governance Code

() Standards for members of NHS Boards and ICB Governing bodies in England.

Appendix 1: First report of the Committee on Standards in Public Life (1995) The
Nolan Principles.

This Eolici should be considered alongside NHS STW'’s other organisational Key

e NHS Shropshire, Telford and Wrekin Constitution NHS Shropshire, Telford
and Wrekin Governance Handbook

e NHS Shropshire, Telford and Wrekin Standing Orders, Scheme of
Reservation and Delegation of Powers and Standing Financial Instructions

e Declaration of Gifts, Hospitality and Sponsorship — Anti-Bribery Policy and
Procedure.

e Policy and Guidance for Joint Working with the Pharmaceutical Industry
(including rebate schemes) and Commercial Sponsorship of
Meetings/Training Events

e Freedom to Speak Up Policy

e Other relevant HR Policies

3 Fraud, Bribery and Corruption

As set out in this policy, all employees, members of the Board and its committees and
sub committees, and contractors and providers of services working on behalf of NHS
STW or the Integrated Care System (ICS) will at all times comply with this policy.
They will declare any conflicts of interest both on appointment and as personal
circumstances change during the course of their working with NHS STW. Failure to
declare such interests or alternative employment, may result in disciplinary action
and/or criminal investigation by NHS STW.

All employees, members of the Board and its committees and sub committees and
contractors and providers of services have a duty to ensure that public funds are
safeguarded.

If there are any suspicions that there has been a potential act of fraud, bribery or
corruption, or there has been any suspicious acts or events witnessed, these
concerns must report the matter to NHS STW'’s Counter Fraud Team (contact details
can be found in Section 5, page 33 of the policy or on NHS STW’s website or
alternatively the concerns can be reported to the NHS Fraud and Corruption
Reporting Line on 0800 028 4060. Alternatively reports can be made through the
online reporting tool at https://cfa.nhs.uk/reportfraud



https://cfa.nhs.uk/reportfraud

4 Responsibilities

Employees, Board members and its committees and sub committees and contractors
and providers of services working on behalf of NHS STW or ICS will at all times
comply with this policy.

It is the responsibility of all NHS STW employees, Board members and members
of its committees and sub committees, contractors and provider of services to
familiarise themselves with this policy and comply with its provisions.

The Board will ensure that all employees, the Board itself and members of its
committees and sub committees, contractors and providers of services are aware
of the existence of, and responsibilities resulting from, the policy.

4.1 The Chief Executive Officer
The Chief Executive Officer has overall accountability for NHS STW’s management
of conflicts of interest.

4.2 The Chief Business Officer
The Chief Business Officer is responsible for:

« The day-to-day management of conflicts of interest matters and queries;

e Maintaining NHS STW's register(s) of interest and the other registers
referred to in this policy;

e Supporting the Conflicts of Interest Guardian to enable them to carry out the
role effectively;

e Providing advice, support and guidance on how conflicts of interest
should be managed; and

« Ensuring that appropriate administrative processes are put in place.

4.3 The Conflicts of Interest Guardian

The role of Conflicts of Interest Guardian will be undertaken by the Chair of Audit
Committee, providing they have no provider interests. They should, in collaboration
with the Chief Business Officer:

e Act as a conduit for Board members, staff, members of the public and
healthcare professionals working on behalf of NHS STW or ICS, who have
any concerns with regard to conflicts of interest;

« Be a safe point of contact for employees, contractors, Board and committee
members of NHS STW to raise any concerns in relation to this policy;

e Support the rigorous application of conflicts of interest principles and policies;
« Provide independent advice and judgment where there is any doubt about

how to apply conflicts of interest policies and principles in an individual
situation;




e Provide advice on minimizing the risks of conflicts of interest.

NHS STW Chair and Conflicts of Interest Guardian are responsible for making
decisions on arrangements for mitigating conflicts or potential conflicts of interest
once declared, based upon the decision-making framework set out in section 5.8 of
this policy. NHS STW Chair and the Conflicts of Interest Guardian are also

responsible for reviewing the operation of this policy and for proposing changes to
this policy for consideration by i as part of its assurance review.

4.4 Executive members of NHS STW’s Board

Executive members of NHS STW'’s Board have an ongoing responsibility for ensuring
the robust management of conflicts of interest. All NHS STW employees, Board and
committee members and ICS providers will continue to have individual responsibility
in declaring their interests when required at meetings or other situations, keeping their
declarations up to date and following the mitigating actions set out in the register of
interests if a conflict arises.

Line Managers of NHS STW must ensure members of staff are aware of the policy
and the process to be followed for declaring interests. Line managers must consider
any declarations of interest made by their staff and put in place mitigating
arrangements where appropriate. Where this is not clear, they should consult the Chief
Business Officer, the Chair of NHS STW or the Conflicts of Interest Guardian for
advice and guidance.

4.5 Heads of Commissioning and the procurement function in the
Commissioning Support Unit

The Heads of Commissioning and the procurement function in the Commissioning

Support Unit (CSU) must ensure that bidders, contractors and direct service providers

adhere to this policy, and that the service re-design and procurement processes used

by NHS STW reflect the procedures set out in this policy.

5 Processes and Procedures

5.1 Definition of a conflict of Interest
A ‘conflict of interest’ is:

“A set of circumstances by which a reasonable person would consider that an
individual’'s ability to apply judgement or act, in the context of delivering,
commissioning, or assuring taxpayer funded health and care services is, or could
be, impaired or influenced by another interest they hold.”

A conflict of interest may be:
e Actual - there is a material conflict between one or more interests.

e Potential — there is the possibility of a material conflict between one or more
interests in the future.




Staff may hold interests for which they cannot see potential conflict. However, caution
is always advisable because others may see it differently and perceived conflicts of
interest can be damaging. All interests should be declared where there is a risk of
perceived improper conduct.

A conflict of interest occurs where an individual’s ability to exercise judgement or act
in a role is, could be, or is seen to be impaired or otherwise influenced by, his or her
involvement in another role or relationship. The individual does not need to exploit
his or her position or obtain an actual benefit, financial or otherwise. A potential for
competing interests and/or a perception of impaired judgement, or undue influence
can also be a conflict of interest.

Conflicts can arise in a number of different ways; an indirect financial interest (e.g.
payment to a spouse) or a non-financial interest (e.g. kudos or reputation). Conflicts
of loyalty may arise (e.g. in respect of an organisation of which the individual is a
member or has an affiliation). Conflicts can arise from personal or professional
relationships with others, e.g. where the role or interest of a family member, friend or
acquaintance may influence an individual's judgement or actions or could be
perceived to do so. These are all conflicts of interest.

The important things to remember are that:

e a perception of wrongdoing, impaired judgement or undue influence can
be as detrimental as any of them actually occurring;

e if in doubt, it is better to assume a conflict of interest and manage it
appropriately, rather than ignore it;

» for a conflict to exist, financial gain is not necessary.

5.2 ldentifying conflicts of interest

Interests can arise in a number of different contexts. A material interest is one which a
reasonable person would take into account when making a decision regarding the use
of taxpayers’ money because the interest has relevance to that decision. A benefit
may arise from making of a gain or the avoidance of a loss.

Interests can be captured in four different categories:

5.2.1 A financial interest:

this is where an individual may get a direct financial benefit from the consequences
of a commissioning decision they are involved in making. This could, for example,
include being:

« a director including a non-executive director or senior employee in another
organisation which is doing or is likely to do business with an organisation in
receipt of NHS funding

« a shareholder, partner or owner of an organisation which is doing, or is likely
to do business with an organisation in receipt of NHS funding
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+ someone in outside employment
+ someone on receipt of secondary income
+ someone in receipt of a grant

+ someone in receipt of other payments (e.g. honoraria, day allowances, travel
or subsistence

+ someone in receipt of research sponsorship

5.2.2 Non-financial professional interest:

This is where an individual may obtain a non-financial professional benefit (a benefit
may arise from the making of gain or avoiding a loss) from the consequences of a
decision their organisation makes, such as increasing their professional reputation
or status or promoting their professional career. This may, for example include
situations where the individual is:

* An advocate for a particular group of patients;

A clinician with special interests

An active member of a particular specialist professional body

An advisor for the Care Quality Commission (CQC) or the National Institute for
Health and Care Excellence (NICE)

Undertaking a research role, particularly sponsored research.

ICB partners, who are members of NHS STW Board or committees of NHS STW,
should declare details of their roles and responsibilities held within their practices or
businesses.

5.2.3 Non-financial personal interest:

This is where an individual may benefit (a benefit may arise from the making of a
gain or avoidance of a loss) personally from a decision their organisation makes in
ways which are not directly linked to their professional career and do not give rise to
a direct financial benefit. This could include, for example, where the individual is:

« A member of a voluntary sector board or has any other position within a
voluntary sector organisation.

* A member of a lobbying or pressure group with an interest in health and care.

5.2.4 Indirect Interests:

This is where an individual has a close association with an individual who has a
financial interest, a non-financial professional interest or a non-financial personal
interest and could stand to benefit (a benefit may arise from the making of a gain or
avoiding a loss) from a decision they are involved in making (as those categories
are described above) for example:
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e Aclose family member and relatives
* Aclose friend and associates;
*  Business partners.

However, a common-sense approach should be applied to these terms. It would be
unrealistic to expect staff to know of all the interests that people in these classes
might hold. However, if staff do know of material interests (or could be reasonably
expected to know about these) then these should be declared.

Whether an interest held by another person gives rise to a conflict of interests will
depend upon the nature of the relationship between the person and the individual,
and the role of the individual within NHS STW.

The above categories and examples are not exhaustive, and discretion will be
exercised on a case-by-case basis, having regard to the principles set out in section
2 of this policy in deciding whether any other role, relationship or interest which would
impair or otherwise influence the individual’s judgement or actions in their role with
NHS STW.

Where individuals are unsure whether a situation falling outside of the above
categories may give potential for a conflict of interest, this should be discussed initially
with the Chief Business Officer who will co-ordinate advice from the Conflicts of
Interest Guardian of NHS STW, if necessary, who will provide an independent view.
If in doubt, the individual concerned should assume that a potential conflict of interest
exists.

When considering if an interest is relevant and material, the Financial Reporting
Standard No. 8 (issued by the accounting Standards Board) specifies that influence
rather than the immediacy of the relationship is more important in assessing the
relevance of an interest.

NHS STW requires individuals employed by or contracted to provide services to NHS
STW, to obtain prior permission to engage in secondary employment, and reserves
the right to refuse permission where it believes a conflict will arise which cannot be
effectively managed.

5.3 Declaring and registering interests

NHS STW uses the skills of many different people, all of whom are vital to its work.
This includes people on differing employment terms, who for the purposes of this policy
we refer to as ‘staff’ and are listed below:

- All salaried employees

- All appointed members of the Board

- All prospective employees — who are part- way through recruitment
- Contractors and sub-contractors

- Agency staff; and
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Committee, sub-committee and advisory group members (who may not be
directly employed or engaged by the organisation)

Some staff are more likely than others to have a decision-making influence on the
use of taxpayers’ money, because of the requirements of their role. For the purposes
of this policy these people are referred to as ‘decision making staff.’

Decision making staff in this organisation are:

Executive and non-executive directors (or equivalent roles) who have
decision making roles which involve the spending of taxpayers’ money.
Members of advisory groups which contribute to direct or delegated decision
making on the commissioning or provision of taxpayer funded services.
Those at Very Senior Manager (VSM) level but who are not Executive Directors.
Those at Agenda for Change band 8d and above.

Administrative and clinical staff who have the power to enter into contracts
on behalf of their organisation.

Administrative and clinical staff involved in decision making concerning the
commissioning of services, purchasing of good, medicines, medical devices or
equipment, and formulary decisions.

In line with the points set out above, examples of the categories of staff this may
apply to includes:

NHS STW Employees — all full and part time staff, permanent staff, staff on
sessional or short-term contracts, students, trainees and apprentices, agency
staff and seconded staff;

Partner Members of the ICS - all ICS Partners and any other NHS
organisation, practice or business individual (clinical or non-clinical) directly
involved with business or decision making of NHS STW;

Members of the Board (and its committees and sub committees) — including
co-opted members, appointed deputies and any members from other
organisations.

Anyone else required to declare interests under a contract for their services

All self-employed consultants, CSU embedded staff.

All these categories must complete a declaration of Interest form.

Declarations of

interest must be kept up to date and below are examples of specific circumstances
when updates should be completed.
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On appointment: Applicants for any appointment to NHS STW should be
asked to declare any relevant interests as part of the election/recruitment
process. When an appointment is made, a formal declaration of interests
should be made and recorded.

Annually: All interests should be confirmed annually to ensure that the register

is accurate and up to date.

At meetings: All attendees should be asked under a standing item on the
agenda of the meeting by the Chair, to declare any interest they have in any
agenda item before it is discussed or as soon as it becomes apparent. Even
if the interest is declared in the register of interests, it should be declared in
meetings where matters relating to that interest are discussed. Declarations
of interest made should be recorded in the minutes of the meeting.

On changing role or responsibility: Where an individual changes role or
responsibility within NHS STW or its Board, any change to the individual’s
interests should be declared.

On any other change of circumstances: Whenever an individual’'s
circumstances change in a way that affects the individual’s interests (e.g.
where an individual takes on a new role outside NHS STW or sets up a new
business or relationship), a further declaration should be made to reflect the
change in circumstances. This could involve a conflict of interest ceasing to
exist or a new one materialising.

At the beginning of a new project/piece of work: In keeping with the Health
and Social Care Act Regulations, individuals who have a conflict should
declare this as soon as they become aware of it, and in any event no later
than 28 days after becoming aware.

Where an individual is unable to provide a declaration in writing, e.g. if a
conflict becomes apparent in the course of a meeting, they will make an oral
declaration before witnesses, and provide a written declaration as soon as
possible thereafter, but no later than 28 days. If the individual, for any reason,
has difficulty making a declaration in writing, then they should contact the
Chief Business Officer for assistance and support.

If an individual fails to declare an interest or the full details of the interest this
may result in disciplinary action resulting in the individual being dismissed or
removed from their role.

There may be occasions where staff declare an interest but upon closer
inspection it is clear that this is not material and so does not give rise to the
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risk of a conflict of interest. The Chief Business Officer or the Head of
Governance and Corporate Affairs will decide whether it is necessary to
transfer such declarations to the ICB’s register of interests.

Aiiendix 2: Declaration of Conflicts of Interest Form

5.4 What should be declared

Outside Employment

. Staff should declare any existing outside employment on appointment
and any new outside employment when it arises.
. The nature of the outside employment (eg who it is with, a

description of duties, time commitment) and relevant dates.

Where a risk of conflict of interest arises, the general management actions
outlined in this policy should be considered and applied to mitigate risks.

Where contracts of employment or terms and conditions of engagement
permit, staff may be required to seek prior approval from the organisation to
engage in outside employment.

The organisation may also have legitimate reasons within employment law
for knowing about outside employment of staff, even when this does not give
rise to risk of a conflict.

Shareholdings and other ownership issues

. Staff should declare, as a minimum, any shareholdings and other
ownership interests in any publicly listed, private or not-for-profit
company, business, partnership or consultancy which is doing, or
might be reasonably expected to do, business with the organisation.
Including the nature of the shareholdings/other ownership interest and
relevant dates.

. There is no need to declare shares or securities held in collective
investment or pension funds or units of authorised unit trusts.

Where shareholdings or other ownership interests are declared and give rise
to risk of conflicts of interest then the general management actions outlined
in this policy should be considered and applied to mitigate risks.

Patents

» Staff should declare patents and other intellectual property rights they
hold (either individually, or by virtue of their association with a commercial
or other organisation), including where applications to protect have started
or are ongoing, which are, or might be reasonably expected to be, related
to items to be procured or used by the organisation.
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» Staff should seek prior permission from the organisation before entering
into any agreement with bodies regarding product development, research,
work on pathways etc, where this impacts on the organisation’s own time,
or uses its equipment, resources or intellectual property.

Where holding of patents and other intellectual property rights give rise to a
conflict of interest then the general management actions outlined in this policy
should be considered and applied to mitigate risks.

Lovalty interests

Loyalty interests should be declared by staff involved in decision making where
they:

* Hold a position of authority in another NHS organisation or commercial,
charity, voluntary, professional, statutory or other body which could be
seen to influence decisions they take in their NHS role.

e  Sit on advisory groups or other paid or unpaid decision-making forums
that can influence how an organisation spends taxpayers’ money.

* Are, or could be, involved in the recruitment or management of close
family members and relatives, close friends and associates, and
business partners.

* Are aware that their organisation does business with an organisation
in which close family members and relatives, close friends and
associates, and business partners have decision making
responsibilities.

Where loyalty interests are declared and give rise to risk of conflicts of interest
then the general management actions outlined in this policy should be
considered and applied to mitigate risks.

5.5 Maintaining a Register of Interests

IfSHHatioRIBFOVIdSAISIREIVISIESRIBAVIE = declaration of interest form wil

be used to create registers of interest. The Chief Business Officer will
maintain the following registers of the declared relevant and material interests
of:

e Members of NHS STW Board

e Members of the committees and sub committees of the Board

e Employees of NHS STW and other NHS bodies acting for them and
Contractors of NHS STW

The registers will be published on NHS STW'’s website at Register of Interests - NHS
Shropshire, Telford and Wrekin (shropshiretelfordandwrekin.nhs.uk) and will be made
available on request for inspection at NHS STW'’s headquarters. The registers will also
be reported to Audit Committee [HfGEMIMEs a year, and a weblink included in NHS
STW’s Annual Report.
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BYdeciaringanminterestilithe individual is deemed to give permission for this

information to be shared publicly. If there is any reason that the individual believes
that their interest should not be included on the public register, then they should
contact the Chief Business Officer to explain why. In exceptional circumstances, for
instance where publication of information might put a member of staff at risk of harm,
information may be withheld or redacted on public registers. However, this would be
the exception, and information will not be withheld or redacted merely because of a
personal preference.

NHS STW will send annual reminders to all its members of the Board and committee
members and employees to check for accuracy of the register.

An interest should remain on the public register for a minimum of 6 months after the
interest has expired. In addition, NHS STW will retain a private record of historic
interests for a minimum of 6 years after the date on which it expired. This record of
historic interests may be viewed by members of the public following application to the
Chief Business Officer.

The register of interests will also record the planned mitigating action if the actual or
potential conflict arises. Individuals declaring interests should make themselves
aware of these proposed actions, so they can comply if the conflict arises.

Appendix 3: Declarations of Interest Register

5.6 Managing conflicts of interest

NHS STW will seek to manage interests sensibly and proportionately. If an interest
presents an actual or potential conflict of interest, then management action is
required.

Within a week of any relevant interest being declared for the first time in line with
section 5.3 above, the arrangements for managing any actual or potential conflicts of
interest arising from the declared interest will be set out in the register of interests
against the specific declared interest for the individual by the Chief Business Officer.

All individuals covered by this policy must comply with the arrangements
communicated to them in the register of interests. Where an interest has been
declared, the individual will ensure that before participating in any activity connected
with commissioning, he or she has received confirmation of the arrangements to
manage the conflict of interest via the register of interests.

In relation to the procedure for declaring interest at meetings, the chair will ask at
the beginning of each meeting under the “Declarations of Interest” agenda item if
anyone has:

e Any interest already declared on the register that conflicts with any item on
that specific agenda; and/or

e Any new interest that has not already been declared on the register, that may
or may not conflict with any item on that specific agenda.
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In response, where an individual, employee or person providing services to NHS STW
is attending a meeting and is aware of an interest that has previously been declared
on the register, the individual will bring this interest and the agenda item it conflicts
with, to the attention of the chair of the meeting, together with details of arrangements
which have been confirmed in the register of interests for the management of the
conflict of interest or potential conflict of interest.

The Chair will then make a decision about what action needs to be taken in the
meeting based upon the arrangements already stated in the register.

Alternatively, where an individual, employee or person providing services to NHS
STW attending a meeting is aware of any new interest which has not been declared
in the register (whether this conflicts with an agenda item or not), he or she will declare
this under the “Declaration of Interest” agenda item. If the declaration of the interest
is simply because it is a new interest and does not conflict with any item on the
agenda, this will be noted by the Chair and added to the minutes and the Chief
Business Officer will be informed to add to the register of interests.

If this new interest conflicts with an item on the agenda, the individual will also outline
what the conflict is. As no arrangements will have been confirmed in the register for
managing this new conflict, the Chair of the meeting will decide how the conflict will
be managed in the meeting. If the Chair feels the conflict is sufficiently material, they
may require the individual to withdraw from the meeting or part of it until the
arrangements for managing the conflict in the future are added to the register. The
individual will then comply with these arrangements, which must be recorded in the
minutes of the meeting. The Chair will then communicate this to the Chief Business
Officer.

The Chair of the Board or any of its committees or sub committees has ultimate
responsibility for determining how any conflict should be managed and will inform the
individual of the decision. This may mean that the management arrangements in the
register are overridden, if the Chair feels the circumstances warrant it. In making such
decisions, the Chair (or vice chair or remaining non-conflicted members) may wish to
consult with the Conflicts of Interest Guardian or another member of the Board if this
is possible.

It is the responsibility of each individual member of the meeting to declare any
relevant interest which they may have. However, should the Chair or any other
member of the meeting be aware of facts or circumstances which may give rise to a
conflict, but which the individual themselves have not declared, then they should bring
this to the attention of the Chair. This may happen particularly if the individual has not
realised that an agenda item has an indirect link with the declared interest, yet
another member of the meeting has.

It is good practice for the Chair, with support of the Chief Business Officer and if
required the Conflicts of Interest Guardian, to proactively consider ahead of meetings
what conflicts are likely to arise and how they should be managed, including taking
steps to ensure that supporting papers for particular agenda items of private
meetings are not sent to conflicted individuals in advance of the meeting where
relevant.
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Where the Chair him/herself has a personal interest, previously declared or
otherwise, in relation to the scheduled or likely business of the meeting, he or she
must make a declaration, and the deputy Chair will act as Chair for the relevant part
of the meeting. Where arrangements have been confirmed for the management of
the conflict of interest or potential conflict of interest in relation to the Chair, the
meeting must ensure these are followed. Where no arrangements have been
confirmed, the Deputy Chair may require the Chair to withdraw from the meeting or
part of it. Where there is no Deputy Chair, the members of the meeting will agree
between themselves who will chair the meeting. In making such decisions, the chair
(or vice chair or remaining non-conflicted members) may wish to consult with the
Conflicts of Interest Guardian if this is possible.

Declarations of interests, and the arrangements agreed to manage them, will be
recorded in the minutes of the meeting.

To support chairs in their role, they should refer to the declaration of interest
checklist attached as Appendix 4.

Appendix 4: Declarations of Interest Checklist for Chairs

5.7 Declarations of Interests on Application for Appointment or
Election/appointment to NHS STW

Individuals applying for appointment for any position in NHS STW will be required, as
part of the appointments process, to declare any relevant interests. This includes:

« Non-Executive Director appointments to the Board;

« Other appointments of external individuals to the Board, its committees, sub
committees and other working or project groups;

o Professional medical practitioners or practice employees standing for
selection to the Board; and

e All employees and individuals contracted to work for NHS STW, particularly
those operating at senior or Board level.

The purpose of such declarations will be to enable the Conflicts of Interest Guardian
(for Board/Committee roles) or line manager (for staff) to assess, on a case by case
basis, whether any of the declared interests are such that they could not be managed
under this policy, and would prevent the individual from making a full and proper
contribution to NHS STW, thus excluding the individual from appointment or election
to NHS STW.

In so doing the Conflicts of Interest Guardian or line manager will take into
consideration the materiality of the declared interest and the extent to which the
individual could benefit from any decision of NHS STW. For example, any individual
who has a material interest in an organisation that undertakes, or is likely to
undertake, substantial business with NHS STW as a healthcare provider or a
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commissioning support service should not be a member of the Board, if the nature of
their interest is such that they are likely to need to exclude themselves from decision
making on so regular basis that it significantly limits their ability to effectively operate
as a Board member.

5.8 Mitigating conflicts of interest

Where a conflict of interest exists, there are various ways in which the conflict may
be managed, depending on its impact. The level of mitigating action will be
determined by the Chair of the meeting based upon previously prescribed mitigating
actions stated in the register of interests, in consultation with the Conflicts of Interest
Guardian or another non-conflicted Board member, and in the case of an employee,
by the line manager. This decision will be recorded in the relevant minutes based
upon what is stated in the register of interests and communicated to the individual
making the declaration in writing as per section 5.5 above.

The appropriate course of action will depend on the particular circumstances, but
could include:

. Requiring the individual who has a conflict of interest not to attend
the meeting;
. Ensuring the individual concerned does not receive the supporting

papers or minutes of the meeting which relate to the matter where these
are not already available in the public domain;

. Requiring the individual to leave the discussion when the relevant
matter(s) are being discussed and when decisions are being taken in
relation to those matters. When this happens in a public meeting the
individual would still need to leave the room and not sit in the public
gallery, as they may be perceived to influence any decision taken by
remaining in the room.

. Allowing the individual to participate in some or all of the discussion
when the relevant matter is being discussed but requiring them to
leave the meeting when any decisions are being taken in relation to
those matters. This may be appropriate where, for example, the
conflicted individual has important relevant knowledge and experience
of the matter under discussion, which it would be of benefit for the
meeting to hear, but this will depend on the nature and extent of the
interest which has been declared;

. Noting the interest and ensuring that all attendees are aware of the
nature and extent of the interest, but allowing the individual to remain
and participate in both the discussion and in any decisions. This is only
likely to be appropriate course of action where it is decided that the
interest which has been declared is either immaterial or not relevant to
the matter under discussion.

The following framework will be used to determine what level of mitigation can be put
in place to limit the conflict of interest.
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Application of the different levels is cumulative, so each interest will be judged against
level 1 in the first instance, and if not suitable then level 2 and so on.

Where mitigation arises from any level of management strategy above level 1, the
Chair and Conflicts of Interest Guardian would be expected to conduct informal
discussions with the individual concerned to ensure they fully understand the action
requested of them, and they have an opportunity to seek clarity or raise concerns.

It is imperative that to ensure complete transparency, if any conflicts of interests are
declared or otherwise arise in a meeting the Chair must ensure the following
information is recorded in the minutes:

* Who has the interest

* The nature of the interest and why it gives rise to a conflict
* The items on the agenda to which the interest relates

* How the conflict was agreed to be managed

* Evidence that the conflict was managed as intended i.e. by recording
when individuals left or returned to the meeting.

A table is available at Appendix 5, which provides guidance around level of restriction
required and possible mitigating actions outlining the levels in relation to Conflicts of
Interest can be viewed

A template used for taking minutes is appended as Appendix 6.

Appendix 5 — Levels of Restriction and Mitigations
Appendix 6 — Template Minutes

5.9 Quorum

If members of a meeting are required to withdraw from a meeting or part of it, owing
to the arrangements agreed for the management of conflicts of interests or potential
conflicts of interests and the number of unconflicted members left is below the
quorum stipulated for the meeting, the Chair (or Deputy Chair) will determine
whether or not the discussion can proceed.

In making this decision, the Chair will consider whether the meeting is quorate, in
accordance with the number and balance of membership set out in the organisation’s
standing orders. Where the meeting is not quorate, owing to the absence of certain
members, the discussion will be deferred until such time as a quorum can be
convened. Where a quorum cannot be convened from the membership of the
meeting, owing to the arrangements for managing conflicts of interest or potential
conflicts of interests, the Chair of the meeting shall consult with the Chief Executive
and the Chief Business Officer what action should be taken.

These arrangements must be recorded in the minutes.
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5.10Declarations of Interest in relation to Procurement

In order for NHS STW to recognise and manage any conflicts or potential conflicts,
declarations of interest, including nil returns where appropriate, will be required from
ICB members and ICB/CSU staff in relation to every procurement exercise, including
the use of single tender actions (waivers), on which they are engaged. NHS STW
Commissioning Lead overseeing a procurement process should ensure that the CSU
Procurement Team seeks declarations of interest at the outset from those individuals
involved, and at key points in the procurement process, including at the beginning of
project meetings, upon receipt of tenders and during the moderation process. The
original signed declaration of interest will be held by the CSU Procurement Team and
a copy sent to the Chief Business Officer for inclusion in the Register of Interests, and
for notification to the Audit Committee and Board. A copy of the declaration of interest
form for procurement is attached as Appendix 7.

Particular consideration needs to be given to the role of NHS STW members in
procurement exercises where:

« NHS STW is proposing to commission through competitive tender and ICS
partners are likely to bid

« NHS STW is proposing to commission through an [ACCIEOIalion process,
where ICS partners are likely to be among the qualified providers offering to
provide the service

* NHS STW is proposing to commission through single tender from ICS
Partners

 NHS STW is proposing to continue to commission by contract extension from
ICS partners

Where a declaration states an interest that has not already had mitigating action
considered and communicated to the individual concerned, then the Chief Business
Officer will liaise with the Chair and Conflicts of Interest Guardian to consider whether
the conflicts of interest declared specifically for a procurement process would
preclude the individual from continuing, or whether mitigating actions can be taken to
allow the individual to continue to take a part in the procurement process.

Appendix 7: Procurement declaration of Interest (Project Team)

5.11Register of Procurement Decisions

In order for NHS STW to maintain transparency of decision making and to
demonstrate conflicts of interest are managed effectively, NHS STW will maintain and
publish a register of procurement decisions. A copy of the register of procurement
decisions is attached at Appendix 7 and will be made public on NHS STW'’s website.

The register should be updated whenever a procurement decision is taken, which
includes procurement of a new service, any extension of a current contract or material
variation to a current contract.

22



In the interests of transparency, the register of Procurement decisions, like the
register of interests, will be published on NHS STW’'s website Regqister of
Procurement  Decisions - NHS  Shropshire, Telford and  Wrekin
(shropshiretelfordandwrekin.nhs.uk) and will be made available on request for
inspection at NHS STW’s headquarters. The registers will also be reported to Audit
Committee three times a year, reported twice yearly to the Board and included in
NHS STW'’s Annual Report.

Appendix 8: Register of Procurement Decisions

5.12Designing services and conflicts of interest

NHS STW recognises the benefits to be gained from engagement with relevant
providers, especially clinicians, in confirming the design of service specifications.
However, Monitor’s procurement regulations highlights that conflicts of interest can
occur if a commissioner engages selectively with only certain providers (be they
incumbent or potential new providers) in developing a service specification for a
contract for which they may later bid for in a competitive process.

The same difficulty could arise in developing a specification for a service that is to be
commissioned using Beerediation ' process, such as where there is not a competitive
procurement, but patients can instead choose from any acrrediated provider that
wishes to provide the service and can meet NHS standards and prices.

NHS STW will seek, as far as possible, to specify the outcomes that they wish to see
delivered through a new service, rather than the way in which these outcomes are to
be achieved. As well as supporting innovation, this helps prevent bias towards
particular providers in the specification of services.

NHS STW will seek to follow the principles set out in the Office of Government
Commerce guidance on pre-procurement engagement with potential bidders, in
engaging with potential providers when designing service specifications. Such
engagement should follow the three main principles of procurement law, namely
equal treatment, non-discrimination, and transparency. This includes ensuring that
the same information is given to all at the same time and procedures are transparent.

NHS STW will consider the following points when engaging with potential service
providers:

 Use engagement to help shape the requirement but take care not to gear
the requirement in favour of any particular provider(s).

* Ensure at all stages that potential providers are aware of how the service will
be commissioned, e.g. through competitive procurement or through the
process.

*  Work with participants on an equal basis, e.g. ensure openness of access to
staff and information.

*  Be transparent about procedures.
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Maintain commercial confidentiality of information received from providers.

Engagement with potential providers should be used to:

frame the requirement;
focus on desired outcomes rather than specific solutions; and

consider a range of options for how a service is specified.

Other practical steps NHS STW may also consider adopting are:

Advertise the fact that a service design/re-design exercise is taking place
widely (e.g. on NHS Supply2Health) and invite comments from any potential
providers and other interested parties (ensuring a record is kept of all
interactions) — i.e. do not be selective in who works on the service
specifications unless it is clear conflicts will not occur;

As the service design develops, engage with a wide range of providers on
an ongoing basis to seek comments on the proposed design, e.g. via the
commissioner’s website or workshops with interested patrties;

Use engagement to help shape the requirement to meet patient need but
take care not to gear the requirement in favour of any particular provider(s);

If appropriate, engage the advice of an independent clinical adviser on the
design of the service;

Be transparent about procedures;

Ensure at all stages that potential providers are aware of how the service will
be commissioned,;

Maintain commercial confidentiality of information received from providers;
and

When specifying the service, specify desired (clinical and other) outcomes
instead of specific inputs.

Where an individual has declared a relevant and material interest or position in the
context of the specification for, or award of, a contract the individual concerned will
be expected to act in accordance with the arrangements for the management of
conflicts of interest outlined with this policy and may be excluded from the decision
making process in relation to the specification or award.

Monitor has issued guidance on the use of provider boards in service design:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/284

832/ManchesterCaseClosure.pdf
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5.13Commissioning New Care Models (NCM)

This section addresses the management of conflicts of interest in the changing
landscape of the NHS. As this landscape changes and providers/ commissioners
develop new models of care consideration of the Conflicts of Interest that may result
will be needed. New care models refer to any multi-speciality community provider
(MCP), Primary and Acute Care Systems (PACS) or other arrangements of a similar
scale or scope that (directly or indirectly) includes primary medical services.

Where NHS STW is commissioning new care models, particularly those that include
primary medical services, it is likely that there will be some individuals with roles in
NHS STW (whether clinical or non-clinical) that also have roles within a potential
provider, or may be affected by decisions relating to new care models. Any conflicts
of interest must be identified and appropriately managed, in accordance with statutory
guidance and this policy. The position should also be reviewed whenever an
individual’'s role, responsibility or circumstances change in a way that affects the
individual’s interests.

There may be occasions where the conflict of interest is profound and acute, to an
extent where NHS STW will want to consider whether, practically, such an interest is
manageable at all. If an interest is not manageable, the appropriate course of action
may be to refuse to allow the circumstances which gave rise to the conflict to persist.
This may require an individual to step down from a particular role and/or move to
another role within NHS STW and may require NHS STW to take action to terminate
an appointment if the individual refuses to step down as set out in the table in appendix
5, level 7 - terminate.

Where a member of NHS STW staff participating in a meeting has dual roles, for
example a role with NHS STW and a role with a new care model provider organisation,
but it is not considered necessary to exclude them from the whole or any part of a
ICB meeting, he or she should ensure that the capacity in which they continue to
participate in the discussions is made clear and correctly recorded in the meeting
minutes, but where it is appropriate for them to participate in decisions they must only
do so if they are acting in their ICB role.

NHS STW should identify as soon as possible where staff might be affected by the
outcome of a procurement exercise, e.g., they may transfer to a provider (or their role
may materially change) following the award of a contract. This should be treated as a
relevant interest, and ICBs should ensure they manage the potential conflict. This
conflict of interest arises as soon as individuals are able to identify that their role may
be personally affected.

Similarly, NHS STW should identify and manage potential conflicts of interest where
staff are involved in both the contract management of existing contracts and involved
in procurement of related new contracts.

Appropriate governance arrangements must be put in place that ensure that conflicts
of interest are identified and managed appropriately, in accordance with this statutory
guidance, without compromising NHS STW's ability to make robust commissioning
decisions.

25



NHS STW should consider whether it is appropriate for the Board to take decisions
on new care models or (if there are too many conflicted members to make this
possible) whether it would be appropriate to refer decisions to an ICB committee.
There are a number of options NHS STW could consider:

e NHS STW could consider delegating the commissioning and contract
management of the entire new care model to * The
Committee SHOUIGMBE constituted with a non-executive and executive majority
and includes a requirement to invite a Local Authority and Healthwatch
representative to attend.

+ The establishment of a NEWlCateIvodels (NCM) Commissioning Committee as
a sub-committee of the Board could help to provide an alternative forum for
decisions where it is not possible/appropriate for decisions to be made by the
Board due to the existence of multiple conflicts of interest amongst members of
the Board.

5.14 Contract Monitoring

The management of conflicts of interest applies to all aspects of the commissioning
cycle, including contract management.

Any contract monitoring meeting needs to consider conflicts of interest as part of the
process by the Chair of the contract meeting inviting declarations of interest, recording
any declared interests in the minutes of the meeting (see Appendix 6); and managing
any conflicts appropriately in line with this guidance. This applies equally where a
contract is held jointly with another organisation such as the Local Authority or with
other ICBs under co-ordinating commissioner arrangements.

The individuals involved in the monitoring of a contract should not have any direct
or indirect financial, professional or personal interest in the incumbent provider or in
any other provider that could prevent them, or be perceived to prevent them, from
carrying out their role in an impartial, fair and transparent manner.

Commissioning Leads should be mindful of any potential conflicts of interest when
they disseminate any contract or performance information/reports on providers, and
manage the risk appropriately.

5.15 Specific safeguards for managing conflicts of interest for General Practices
that are potential providers of ICB-commissioned services

NHS STW may commission primary care services, including incentive schemes, from
General Practices. If a General Practice, or group of practices, provides a service,
NHS STW will need to demonstrate to the Audit Committee (and to the external and
internal auditors) that the service:

a) clearly meets local health needs, and has been planned appropriately;

b) goes beyond the scope of the GMS / PMS contract;

c) offers best value for money; and

d) has been commissioned via the appropriate procurement process.
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A General Practice or group of practices may belong to a provider consortium in
which GPs have a financial interest.

Where General Practices are potential providers of ICB-commissioned services, the
NHS England’s Code of Conduct for managing conflicts of interest should be followed
(Appendix 9) and the procurement should be approved by the Audit Committee.

Appendix 9: Code of Conduct template

4.16 Specific safeguards for managing conflicts of interest for contractors
and people who provide services directly to NHS STW
Anyone participating in the procurement, or otherwise engaging with ICB, in
relation to the provision of services or facilities, will be required to make a
declaration of any conflict or potential conflict of interest.

The Commissioning Lead overseeing a procurement process should ensure
that the CSU Procurement Team seeks declarations of interest from potential
bidders/contractors in the procurement process (Appendix 10), with the
original signed declaration of interest held by the CSU Procurement Team.

Anyone contracted to provide services or facilities directly to NHS STW will
be subject to the same provisions of the Constitution in relation to managing
conflicts of interests. This will include services provided by external
organisations like Commissioning Support Services, private businesses, and
third sector/non-profit organisations. This requirement will be set out in the
contract for services. Contractors will be required to make a declaration on
the form included as Appendix 10, which will need to be returned to the CSU
Procurement Team.

Appendix 10: Declaration of conflicts of interest for bidders/contractors
template

5.16 Raising Concerns and Reporting Breaches

Failure to comply with NHS STW’s policy on conflicts of interest could result
in NHS STW facing civil challenges to decisions they make which could delay
development of better services for patients. In extreme cases staff and other
individuals could face personal civil liability e.g. a claim of misfeasance in
public office. Failure to manage conflicts of interest could also lead to criminal
proceedings including for offences such as fraud, bribery and corruption. The
Conflicts of Interest Policy should be read in conjunction with NHS STW'’s
Declaration of Gifts, Hospitality and Sponsorship — Anti Bribery Policy and
Procedure and Counter Fraud and Corruption response Policy.

It is therefore the duty of every ICB employee, Board member, committee or
sub-committee member to speak up about genuine concerns in relation to the
administration of NHS STW's policy on conflicts of interest management and
to report these concerns to the Conflicts of Interest Guardian or the Chief
Business Officer who will investigate.
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However, where an individual wishes to have their concern dealt with in
confidence, non-compliance or suspected non-compliance with the Conflicts
of Interest Policy should be reported in the first instance to the Chief Business
Officer following NHS STW's — If anyone wishes
to report non-compliance who is not an employee of NHS STW and they wish
it to be treated confidentially then they should ensure that they follow their
own organisation’s Freedom to Speak Up Policy. The procedure for

investigation and reporting back is set out in NHS STW'’s Freedom to Speak
Up Policy which can be found on NHS STW'’s website.

Following investigation, an anonymised report would be presented to NHS
STW’s Audit Committee, together with an action plan and/or areas for lessons
learnt to be disseminated.

In those cases where the breach is of such a material nature that it requires
an HR investigation, the Chief Business Officer will liaise with HR on evoking
processes under NHS STW'’s Disciplinary Policy. In these circumstances the
Chief Executive will inform The Area Director at NHS England Midlands and
East.

In addition to the reporting mechanisms described above, patients and other
third parties can make a complaint to NHS England in relation to a
commissioner’s conduct under the Procurement Patient Choice and
Competition Regulations. The regulations are designed as an accessible and
effective alternative to challenging decisions in the courts.

Any suspicions or concerns of acts of fraud, bribery or corruption should be
reported to NHS STW’s nominated Counter Fraud Specialist:
. Mr Paul Westwood, Counter Fraud Specialist

Telephone: 07545 502400

Email: pwestwood@nhs.net

Or ICB’s Fraud Champion:
Ms Angel Szabo, Director of Finance
Telephone: 07551 292259
Email: angela.szabo2@nhs.net

Alternatively any suspicions or concerns of acts of fraud, bribery and/or
corruption can be reported online via https://cfa.nhs.uk/reportfraud or via the
NHS Fraud and Corruption reporting line on 0800 028 4060.

Anonymised details of breaches will be published on NHS STW'’s website
for the purpose of learning and development.
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5.17Breaches of the Policy

Disciplinary Sanctions

If any individual fails to declare an interest or the full details of the interest,
this may result in disciplinary action resulting in the individual being dismissed
or removed from their role.

This may include employment law action such as:

o informal action such as a reprimand or signposting to training and/or
guidance

o formal action such as formal warning, the requirement for additional

training, re-arrangement of duties, redeployment, demotion or

dismissal

referring incidents to regulators

contractual action against organisations and staff

O O

Where the staff member is not a direct employee, review of their appointment
to the role that have given rise to the conflict.

Professional Requlatory Sanctions

Statutorily regulated healthcare professionals who work for, or are engaged
by, organisations are under professional duties imposed by their relevant
regulator to act appropriately with regard to conflicts of interest. The ICB will
consider reporting statutorily regulated healthcare professionals to their
regulator if it is believed that they acted improperly, so that these concerns
can be investigated. The consequences could include fithess to practise
proceedings being brought against them, and that they could, if appropriate
be struck off by their professional regulator as a result.

Civil Sanctions

If conflicts of interest are not effectively managed, organisations could face
civil challenges to the decisions made for instance if interests were not
disclosed that were relevant to the bidding for, or performance of contracts. If
a decision-maker has a conflict of interest, then the decision is also potentially
vulnerable and could be overturned on judicial review. In extreme cases, staff
and other individuals could face personal liability, for example a claim of
misfeasance in public office.

Criminal Sanctions

Failure to manage conflicts of interest could lead to criminal proceedings
including for offences such as fraud, bribery and corruption. This could have
implications for the ICB and linked organisations and the individuals who are
engaged in them.

The Fraud Act 2006 created a criminal offence of fraud and defines 3 ways
of committing it:

o fraud by false representation
o fraud by failing to disclose information
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o fraud by abuse of position

In these cases, an offender’'s conduct must be dishonest and their intention
must be to make a gain, or cause a loss (or the risk of a loss) to another.
Fraud carries a maximum sentence of 10 years imprisonment and/or a fine
and can be committed by a body corporate.

The Bribery Act 2010 makes it easier to tackle this offence in public and
private sectors. Bribery is generally defined as giving or offering someone a
financial or other advantage to encourage a person to perform certain
activities and can be committed by a corporate body.

Commercial organisations (including NHS bodies) will be exposed to criminal
liability, punishable by an unlimited fine, for failing to prevent bribery.

The offences of bribing another person or accepting a bribe carry a maximum
sentence of 10 years imprisonment and/or fine. In relation to a body corporate
the penalty for these offences is a fine.

Reputational Sanctions

A failure to manage conflicts of interest (including the perception of such a
failure) can lead to reputational damage and undermine confidence in the
integrity of the decision-making process and give the impression that the
organisation or individual has not acted in the public interest.

Any unwitting failure to declare a relevant and material interest or position of
influence, and/or to record a relevant or material interest or position of
influence that has been declared, will not necessarily render void any decision
made by NHS STW or its properly constituted committees and sub-
committees, although NHS STW will reserve the right to declare such a
contract void.

6 Related Documents

The following documents contain information that relates to this
policy:

e NHS Shropshire, Telford and Wrekin Constitution

e NHS Shropshire, Telford and Wrekin Standing Orders, Scheme of
Reservation and Delegation of Powers and Standing Financial Instructions

e Declarations of Gifts, Hospitality and Sponsorship - Anti-Bribery Policy and
Procedure

e Fraud, Bribery and Corruption Policy

e Freedom to Speak Up Policy

e NHS England’'s Managing Conflicts of Interest: Revised Statutory Guidance
for ICBs gateway reference 06768 16/06/17

e NHS England’'s Managing Conflicts of Interest: Revised Statutory Guidance
for NHS bodies published 17 September 2024
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7 Dissemination

This policy will be disseminated by the following methods: Publication on NHS
STW website and intranet site: Staff:

»  Staff bulletin with declaration of interest form attached for completion.

. Executive Directors/line managers to raise awareness of the policy
via staff briefings.

Board members:

. Email circulated by the Chief Business Officer to highlight the new
policy and ask for any amended interests to be declared.

ICS Partners:

* Awareness raising to ICS Partners by the Chair of NHS STW.

8 Training and Advice
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Advice on declaration of interests can be sought from the following people:

Name: Alison Smith Name: Roger Dunshea

Title: Chief Business Officer Non-Executive Director - Audit

NHS Shropshire, Telford and Wrekin ~ Conflicts of Interest Guardian
Wellington Civic Offices Larkin Way, NHS Shropshire, Telford and Wrekin

Tan Bank Wellington Wellington Civic Offices Larkin Way, Tan
Telford Bank Wellington

TF11LX Telford

Tel: 07975 757188 TF11LX

Email: alison.smith112@nhs.net Email: roger.dunshea@nhs.net

9 Review and Compliance Monitoring

9.1 Review

An annual review of the policy will be undertaken by Internal Audit as part of their
audit plan. The outcomes will be reported to the Audit Committee and in NHS STW'’s
Annual Governance Statement which forms part of NHS STW’s Annual Report.

9.2 Compliance Monitoring

The Audit Committee will require assurance annually on compliance with the policy
as part of its assurance programme.
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Appendix 1 — The Nolan Principles

First report of the Committee on Standards in Public Life (1995) The Nolan Principles:

Selflessness — holders of public office should act solely in terms of the public interest. They
should

not do so in order to gain financial or other benefits for themselves, their family or their
friends.

Integrity — holders of public office should not place themselves under any financial or other
obligation to outside individuals or organisations that might seek to influence them in the
performance of their official duties.

Objectivity — in carrying out public business, including making public appointments,
awarding contracts, or recommending individuals for rewards and benefits, holders of public
office should make choices on merit.

Accountability — holders of public office are accountable for their decisions and actions to
the public and must submit themselves to whatever scrutiny is appropriate to their office.

Openness — holders of public office should be as open as possible about all the decisions
and actions they take. They should give reasons for their decisions and restrict information
only when the wider public interest clearly demands.

Honesty — holders of public office have a duty to declare any private interests relating to their
public duties and to take steps to resolve any conflicts arising in a way that protects the
public interest.

Leadership — holders of public office should promote and support these principles by
leadership and example.
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Appendix 2 - COl Form for Employees and Members

Declaration of Interest Form for Employees and Members

Name:

Relevant ICB(s):

Position  within, or
relationship with, NHS
STW (or NHS England
in the event of joint

Detail of interests held (complete all that are applicable). If there are no interests
please indicate a ‘nil’ response:

Type of Description of Interest Date interest Actions to be taken
Interest (including, for Relates to mitigate risk
* Indirect Interests, from and (to be agreed

*See details of the with line
reverse relationship with the manager)
of

The information submitted will be held by NHS STW for personnel or other reasons
specified on this form and to comply with the organisations’ policies. This information may
be held in both manual and electronic form in accordance with the Data Protection Act
1998. Information may be disclosed to third parties in accordance with the Freedom of
Information Act 2000 and, in the case of ‘decision making staff’ (as defined in the statutory
guidance on managing conflicts of interest for ICBs) may be published in registers that
NHS STW hold.

| confirm that the information provided above is complete and correct. | acknowledge that
any changes in these declarations must be notified to NHS STW as soon as practicable
and no later than 28 days after the interest arises. | am aware that if | do not make full,
accurate and timely declarations then civil, criminal, or internal disciplinary action may
result. The information detailed on this signed declaration can be used by NHS STW’s
Counter Fraud Team for the purposes of investigation, sanction and redress.

Decision making staff should be aware that the information provided in this form will be
added to NHS STW's register which are held in hardcopy for inspection by the public and
published on NHS STW’s website. Decision making staff must make any third party whose
personal data they are providing in this form aware that the personal data will held in
hardcopy for inspection by the public and published on NHS STW'’s website and must
inform the third party that NHS STWSs’ privacy policy is available on NHS STWs’ website.
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If you are not sure whether you are a ‘decision making’ member of staff, please speak to
your line manager before completing this form.

This paragraph applies to decision making staff only (if not applicable please
indicate in box below)

| do / do not [delete as applicable] give my consent for this information to published on
registers that NHS STW holds. If consent is NOT given please give reasons in the box
below:

Employeel/individuals Signature:

Signature: Position:

Date:

Line Manager or Senior ICB Staff Member

Signature: Position:

Date:




Type of

Interest

Financial
Interests

Types of interest
Description

This is where an individual may get direct financial benefits from the consequences
of a commissioning decision. This could, for example, include being:

e Adirector, including a non-executive director, or senior employee in a private
company or public limited company or other organisation which is doing, or
which is likely, or possibly seeking to do, business with health or social care
organisations;

e A shareholder (or similar owner interests), a partner or owner of a private or
not-for-profit company, business, partnership or consultancy which is doing, or
which is likely, or possibly seeking to do, business with health or social care
organisations.

A management consultant for a provider;

In secondary employment (see paragraph 56 to 57);

In receipt of secondary income from a provider;

In receipt of a grant from a provider,;

¢ In receipt of any payments (for example honoraria, one off payments, day
allowances or travel or subsistence) from a provider

¢ In receipt of research funding, including grants that may be received by the
individual or any organisation in which they have an interest or role; and

e Having a pension that is funded by a provider (where the value of this might
be affected by the success or failure of the provider).

Non-
Financial
Professional
Interests

This is where an individual may obtain a non-financial professional benefit from
the consequences of a commissioning decision, such as increasing their
professional reputation or status or promoting their professional career. This may,
for example, include situations where the individual is:

e An advocate for a particular group of patients;

e A GP with special interests e.g., in dermatology, acupuncture etc.

e A member of a particular specialist professional body (although routine GP
membership of the RCGP, BMA or a medical defence organisation would
not usually by itself amount to an interest which needed to be declared);

e An advisor for Care Quality Commission (CQC) or National Institute for
Health and Care Excellence (NICE);

e A medical researcher.

Non-

Financial
Personal
Interests

This is where an individual may benefit personally in ways which are not
directly linked to their professional career and do not give rise to a direct
financial benefit. This could include, for example, where the individual is:

e A voluntary sector champion for a provider;

e A volunteer for a provider;

¢ A member of a voluntary sector board or has any other position of authority in

or connection with a voluntary sector organisation;
e Suffering from a particular condition requiring individually funded treatment;
e A member of a lobby or pressure groups with an interest in health.
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Indirect This is where an individual has a close association with an individual who has a
Interests financial interest, a non-financial professional interest or a non-financial personal
interest in a commissioning decision (as those categories are described above).
For example, this should include:

e Spouse / partner;

o Close relative e.g., parent, grandparent, child, grandchild or sibling;

e Close friend;

e Business partner.
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Appendix 2.1 — ESR COIl Employee Guidance

How to Record a Conflict of Interest in ESR

1. Loginto the ESR Portal using your normal username and password.

If you have forgotten your ESR username or password, there are instructions on how to reset

them at
https:/fmy esr.nhs. uk/localresponse/*TAM OP=login&PAGE=ForgotUsername0rPassword &
source=gls

2. Click the Conflict of Interest Declaration link within the My Personal Information sidebar
navigation pane.

My Pages

| Dashiod
Portal Comtent *
ESH Narvgator
My Personal Infcrmation.

Parizeul Infoimation

Contacs
My Personal Information Lo My Complance
Oualifcations
A g abpnmeemts)
Sl Chneritalcn Mame: e Al - Assigrenents
Parcantsge Comphanos:
Ridegeoirs Badeed Flease ennand 10 vew yous perionad iiormaton. Sehect Upste My
Comenct Doty b asnd some of your detsts (I
Dastslity Information
My Equality and Diversity L
Fegintrations & My Favourites
KR Wiew Datails w
Infoimation: Yo Rl
Confia of knrerert Phease Expand 10 view your detals. Seiect Update My information ta Updute My Fivesst
Destaraton et Four detsls
e P Bt Rt }v o — |

3. The Conflict of Interest Declarations Employes Summarny page will be displayed.

4. Click the Add Declaration button in the top-right corner of the screen to enter a new
declaration.
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5. Fields that are prefized with an * are mandatory unless there are no conflicts to declare.

6. If there are no conflicts of interests to declare tick, | have no interests to declare
checkbox and move to step 10.

7. To enter a declaration, click the dropdown arrow in the Category field and select
as applicable from the list of values.

This is @ mandatory field. The following options are available:
# Financial interests

» Indirect interests

Mon-financial personal interests

Mon-financial professional interests

* | have no interests to declare

8. Click the dropdown arrow in the Situation field and select as applicable from the list of
values.
This is @ mandatory field. The following options are available:
o Clinical Private Practice
¢ Donaticns

e Gifts

# Hospitality

o Loyalty interests

s Dutside employment
¢ Patents

o Shareholdings and other ownership interests
o Sponsored events

# Sponsored posts

s Sponsored research

9. Click in the Description field and enter any further details regarding the conflict as
applicable. Please remember to include the organisation name here if itis
relevant.

10. The Date From field will default to the current date.

The Date From and Date To fields can be amended as reguired to reflect when the
interest arose and, if relevant, when it ceased.

If you have no interests to declare, please put the dates of the financial year just ending
{e.g. for declarations completed in Spring 2023, put 17 April 2022 - 317 March 2023)

Click in the Comments field and enter any further details regarding the conflict
as applicable.

11. The “I give my consent for this information to be published on registers that my
Crganisation holds” checkbox will be ticked by default. Please ensure that you read and
ggree to the disclaimer.
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12. Click the Apply button in the top-right corner of the screen.

Logped InAs

The declaration will be displayed on the Employee Summary page.

13. additional declarations can be recorded as required. Should the details of the conflict
change, the record can be amended by using the Update icon.

14. Click the Home button to return to the Employee 5elf Service homepage or click the Portal
icon to return to the My ESR Dashboard.
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Appendix 2.2 — ESR COI Manager’s Guidance

h—lnw to Acknowledge a Conflict of Interest
in ESR

1. Loginto the ESR Portal uzing your normal usermame and password.

If you have forgotten your ESR username or password, there are instructions on how to reset

them at
https-//my.esr.nhs.uk/localresponse/?TAM OP=loging&FAGE=ForgotUsernamedrPassword &
SOUrCes,

2. Thiz functionality can be accessed from the Managers Deshbozard. Click the My Teams
Personal Information on the side bar navigation page.

_ — P— P
Sram Blerran Teas Coraplaii

& e S AP ik
[IeTe. . = - =
Y (a0
e D (T LR
o S — — — - - b
| ]

R T ECTTu—
e — ), THIS Pt ]
— * 1By s Br's il P iyt i iy oy

dardtards wou b wooeo o o eneeypn e S
e ravgaied 0 e W danhboms —

~ » s s e v &, e e e o Pleeed Tl P L

Uy Tewry el inkorrmien a n P ety
S e I e .

- —

3. Clicking the ‘Conflict of Interest Declaration’ link will ope